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          TAB II – COST PROPOSAL 


ATTACHMENT H – DELIVERABLE PAYMENT SCHEDULE 


Vendor Westport Healthcare Management, Inc. d/b/a Pacific Health Policy Group 


 


 


Activity Number Description of Activity 
Estimated  


Timeframe 
Activity Estimated Price 


3.1 Review the current Medicaid MCO Program and make 


recommendations for improvement. Activity Estimated Price should 


be a total amount of 3.1.1, 3.1.2 and 3.1.3. May 2016 - Jun 2016 $37,960 


3.1.1 Recommend revisions to strengthen and improve the Division’s 


oversight, recommendations must comply with federal and state 


requirements. May 2016 – Jun 2016 $15,560 


3.1.2 Recommend revisions to the MCO contract as it relates to improving 


program oversight and compliance. Jun 2016 $8,960 


3.1.3 Recommend revisions to contract terms and payment structure to 


incentivize MCO vendors to reduce costs through pay for performance 


measures. Jun 2016 $13,440 


    


3.2 Assist state staff in providing recommendations to executive staff and 


the Nevada Legislature regarding the potential MCO expansion.  


Activity Estimated Price should be a total amount of 3.2.1, 3.2.2 and 


3.2.3. 


Jun 2016 - Jan 2017 $45,740 


 


3.2.1 Recommendations may be based on population, geographical location 


and/or services such as Long Term Support Services. Jun 2016 - Jan 2017 $26,520 


3.2.2 Recommendations may be a phase in approach to limit financial cash 


flow concerns and/or adverse impact. Jun 2016 - Jan 2017 $6,840 


3.2.3 With assistance from state staff recommendation(s) must contain a 


cost benefit analysis which includes the potential loss of revenue to 


state agencies as well as Intergovernmental Transfer of Funds, 


Certified Public Expenditures and drug rebates. 


 Jun 2016 - Jan 2017 $12,380 


3.3 With assistance from state staff, identify the potential impact of the Jul  2016 - Aug 2016 $71,440 
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Activity Number Description of Activity 
Estimated  


Timeframe 
Activity Estimated Price 


possible expansion of the State Medicaid MCO Program. Activity 


Estimated Price should be a total amount of 3.3.1, 3.3.2, 3.3.3, 3.3.4, 


3.3.5, 3.3.6 and 3.3.7. 


3.3.1 Assist state staff in identifying the potential impact to communities 


through the continuation of town hall meetings to gather public and 


stakeholder’s input. Jul  2016 - Aug 2016 $7,900 


3.3.2 With assistance from state staff identify the potential impact to 


recipients, data regarding MCO adequacy of providers and access to 


care in Nevada is available. Jul  2016 - Aug 2016 $13,200 


3.3.3 Identify the potential impact to providers. Jul 2016 - Aug 2016 $10,020 


3.3.4 With assistance from state staff, identify the potential impact to local 


government as it relates to reimbursement for administrative and 


medical services. Jul  2016 - Aug 2016 $10,020 


3.3.5 With assistance from state staff, identify the potential impact to Native 


American tribes. Jul  2016 - Aug 2016 $10,020 


3.3.6 With assistance from state staff, identify the potential impact to state 


agencies that provide billable administrative and medical services such 


as potential downsizing of staff, etc. Jul 2016 - Aug 2016 $13,440 


3.3.7 Report any potential impact the state may not be aware of and should 


consider based on the vendor’s experience and/or knowledge of other 


states’ MCO expansion. Jul 2016 - Aug 2016 $6,840 


    


3.4 With assistance from state staff identify ways to leverage existing 


resources if MCO expansion occurs.  Activity Estimated Price should 


be a total amount of 3.4.1, 3.4.2 and 3.4.3. Sep 2016 - Oct 2016 $24,760 


3.4.1 Certified Public Expenditures Sep 2016 - Oct 2016 $10,140 


3.4.2 Intergovernmental Transfer of Funds Sep 2016 - Oct 2016 $10,140 


3.4.3 Provider Tax and Assessment Sep 2016 - Oct 2016 $4,480 


    


3.5 Provide consulting services and project management for MCO 


expansion.  Activity Estimated Price should be a total amount of 3.5.1, 


3.5.2, 3.5.3, 3.5.4, 3.5.5, 3.5.6, 3.5.7, 3.5.8 and 3.5.9. Jan 2017 – Jun 2017 $123,690 


3.5.1 Develop and design the project plan upon approval of a MCO 


expansion. Jan 2017 $15,320 
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Activity Number Description of Activity 
Estimated  


Timeframe 
Activity Estimated Price 


3.5.2 Assist in the completion of a timeline for implementation of the 


approved plan and identify critical path(s). Jan 2017 – Jun 2017 $6,600 


3.5.3 Ensure project is completed within approved timeframe(s) and/or 


notify management of delay(s), reason for any delay(s), and possible 


solutions to resolve any delay(s). Jan 2017 – Jun 2017 $28,280 


3.5.4 Identify stakeholders. Jan 2017 - Jun 2017 $5,420 


3.5.5 Design and manage communication plan. Feb 2017 $8,720 


3.5.6 Manage meetings. Jan 2017 - Jun 2017 $20,040 


3.5.7 Manage and track status of tasks assigned to all parties involved. Jan 2017 - Jun 2017 $17,440 


3.5.8 In the event Long Term Support Services (LTSS) are recommended 


and approved as part of the MCO expansion, assist state staff in 


preparing the necessary documents that meet CMS’s requirements in 


obtaining proper authority under an 1115 (a) demonstration waiver; 


and/or 1915 (b) waivers’ and/or 1915 (c); and/or 1915 (i) accordingly. Jan 2017 - Jun 2017 $10,790 


3.5.9 With assistance from state staff develop a transition plan for the MCO 


expansion. Jan 2017 - Jun 2017 $11,080 


 


3.6 With assistance from state staff identify the potential loss of revenue to 


the Medicaid agency such as IGT and drug rebates. Sep 2016 - Oct 2016 


 


$12,260 
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Activity Number Description of Activity 
Estimated  


Timeframe 
Activity Estimated Price 


3.7  Assist in the initial procurement process of MCO vendors. Activity 


Estimated Price should be a total amount of 3.7.1, 3.7.2 and 3.7.3. 
Apr 2017 - Sep 2017 $73,540 


3.7.1 Develop Request for Information to solicit interested MCO vendors. Apr 2017 - Sep 2017 $7,660 


3.7.2 Review Request for Information submissions by interested MCO 


vendors. 
May 2017 - Jun 2017 $11,080 


3.7.3 Assist in drafting the Request for Proposal to procure MCO vendors in 


Nevada. 
May 2017 - Sep 2017 $54,800 


           Total Activity Estimated Price   $389,390 


 


 


The classification title and hourly rate are being requested to estimate how the proposing vendor arrived at their costs, so DHCFP can check for 


reasonability and also for any change orders or ad hoc requests that may come up during the contract period. 


 


Classification Title Hourly Rate 


Director $295 


Senior Associate $265 
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TAB III 


 
ATTACHMENT I – COST PROPOSAL CERTIFICATION OF COMPLIANCE 


WITH TERMS AND CONDITIONS OF RFP 
 


I have read, understand and agree to comply with all the terms and conditions specified in this Request 


for Proposal.   


 


YES  I agree to comply with the terms and conditions specified in this RFP. 


 


NO  I do not agree to comply with the terms and conditions specified in this RFP. 


 


If the exception and/or assumption require a change in the terms in any section of the RFP, the contract, 


or any incorporated documents, vendors must provide the specific language that is being proposed in the 


tables below.  If vendors do not specify in detail any exceptions and/or assumptions at time of proposal 


submission, the State will not consider any additional exceptions and/or assumptions during negotiations.   


Note:  Only cost exceptions and/or assumptions should be identified on this attachment.  Do not restate 


the technical exceptions and/or assumptions on this attachment. 


 


Westport Healthcare Management, Inc. d/b/a Pacific Health Policy Group 


Company Name  


 
Signature    


    


Scott Wittman                                                                                                              2/16/16 


Print Name   Date 


 


Vendors MUST use the following format.  Attach additional sheets if necessary. 


 


EXCEPTION SUMMARY FORM 


EXCEPTION # 
RFP SECTION 


NUMBER 


RFP  


PAGE NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must be 


identified) 


    


    


 


ASSUMPTION SUMMARY FORM 


ASSUMPTION # 
RFP SECTION 


NUMBER 


RFP  


PAGE NUMBER 


ASSUMPTION 


(Complete detail regarding assumptions must 


be identified) 
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Part 1A – Technical Proposal 


RFP Title: 
Evaluation and Planning Services for the Potential Expansion of the 
Medicaid Managed Care Organization Program 


RFP: 2103 


Vendor Name: Berry Dunn McNeil & Parker, LLC (d/b/a BerryDunn) 


Vendor Address: 
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Proposal Opening Time: 2:00 PM 
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Not Applicable 


 


BerryDunn brings a strong project management discipline to this engagement, with both our 


Project Manager (Brandon Milton) and Senior Analyst (Laura Killebrew) certified by the Project 


Management Institute (PMI) as Project Management Professionals (PMPs). The PMP 


certification is the industry standard for project managers in many industries, including 


government consulting professionals. It requires a rigorous examination process and is only 


awarded to candidates that have successfully completed at least 35 hours of project 


management training and accrued at least 4,500 hours leading and directing projects.  


 


Our team members’ training and demonstrated project management experience, together with 


BerryDunn’s commitment to applying PMI standards and best practices across all of our 


consulting engagements, provides Nevada DHHS with assurance that this project will be 


conducted efficiently and effectively.  


 


 


 


 


 


 


 


 







 
 


 


BerryDunn | Tab V - Attachment B (RFP: 9.2.3.5) 25 


 


 







 
 


 


BerryDunn | Tab V - Attachment B (RFP: 9.2.3.5) 26 


 


 







 
 


 


BerryDunn | Tab V - Attachment B (RFP: 9.2.3.5) 27 


 


 







 
 


 


BerryDunn | Tab VI – Scope of Work (RFP: 9.2.3.6) 28 


 


The Nevada Department of Health and Human Services (DHHS), Division of Health Care 


Financing and Policy (DHCFP) is charged with administering Nevada’s Medicaid and Children’s 


Health Insurance Program (CHIP). Nevada’s Medicaid population has expanded significantly 


over the past ten years—from less than 200,000 recipients in 2005 to approximately 600,000 


recipients in 2015—due in large part to the expansion of Medicaid in the state and the 


implementation of other healthcare reform initiatives under the Affordable Care Act (ACA).  


 


Nevada Medicaid currently provides services under two 


service delivery models – Fee-for-Service (FFS) and 


Managed Care Organization (MCO). To help ensure the 


sustainability and quality of Nevada’s Medicaid program, 


DHHS is evaluating alternative service delivery models to 


improve its health care system by simultaneously pursuing 


three aims: improving the experience of care, improving the 


population health, and reducing per capita expenditures in 


alignment with the Triple Aims established by the Centers 


for Medicare and Medicaid Services (CMS). As part of this 


evaluation, DHHS is seeking the assistance of an 


independent consultant to:  


 Evaluate Nevada’s current MCO program 


 Identify opportunities to improve the current MCO program and contracts 


 Provide recommendations for, and impacts of, a potential MCO expansion, inclusive of 


opportunities to leverage existing funding streams to support the expansion 


 Provide professional project management consulting services to assist with MCO 


expansion if approved  


 Provide procurement assistance related to the State’s Managed Care program 


Managed Care provides Medicaid the opportunity to improve access and quality of care through 


established provider networks, greater provider accountability, and cost containment. CMS’ long 


awaited Medicaid Managed Care Notice of Proposed Rule Making (NPRM) published in 2015 


redefined how to organize and deliver managed health care, as well as how Medicaid-


sponsored coverage arrangements should align with private coverage—in particular with 


qualified health plans sold on the Exchange.  


 


Should analysis of the Nevada’s MCO program result in a recommendation to expand, and the 


legislature provide approval to expand, the selected consultant will work with the State to plan, 


design, and implement the expansion; identify the potential loss of revenue to the Medicaid 


agency; and assist with procuring MCO vendors.  
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BerryDunn has formed a team with the expertise needed to address each of the objectives set 


forth in the RFP. Our team is comprised of: 


 BerryDunn’s Medicaid Consulting Practice – BerryDunn will lead our work and 


provide expertise in the areas of MCO planning and implementation, financial analysis, 


procurement support, and project management. Our team will draw upon our work as a 


firm with state Medicaid agencies and providers—including current and future work with 


the State of West Virginia to help them plan for, modify, and implement their MCO 


program—as well as individual team members’ experience planning and implementing 


Managed Care programs for states.  


 Baldacci Consulting Group – Baldacci Consulting Group has a successful track record 


in a full range of health and human services consulting including quality control, federal 


negotiations, claiming preparation and support, and training. Baldacci Consulting Group 


has led complex and fiscally important Medicaid billing and claiming projects in Nevada 


and throughout the United States. Bob Baldacci will provide financial expertise and bring 


his knowledge of Nevada’s healthcare, Medicaid, and financial landscape.  


 Pogis – Dorothy (Dot) Ball, Pogis’ Principal, is a long-time business partner to 


BerryDunn, working with our team on Medicaid policy project work for over eight years. 


Pogis provides Medicaid Managed Care, healthcare reform, and long-term services and 


supports expertise. She has worked with multiple states to analyze and assist with 


expansion of state MCO programs and MCO External Quality Review. Dot will act as our 


Medicaid policy subject matter expert on this project, and bring knowledge of Nevada’s 


healthcare and state Medicaid pharmacy policies. 


BerryDunn has worked with Baldacci Consulting Group and Pogis on multiple occasions and 


chose them as partners due to the quality of their work and the complementary expertise each 


company provides to our team. Collectively, our team brings a unique combination of 


knowledge, skills, and expertise to successfully conduct this project for DHCFP, including: 


 Deep knowledge of Nevada’s Medicaid program, provider landscape, and 


funding streams 


 Strong experience designing and implementing Medicaid Managed Care 


programs and providing oversight of the program and its contractors 


 Experience supporting states with their Managed Care planning, analysis, 


expansion, and procurement efforts 


 Thorough understanding of the ACA and demonstrated experience helping states 


to plan for and implement a range of healthcare reform initiatives 


 Experience with stratification and risk-adjustment of health performance 


measures by socio-demographic and socio-economic factors  


 Proven experience managing projects of this size and scope from initiation 


through to successful completion 
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Our approach for this project is based on our understanding that DHCFP desires to work with a 


consulting firm on this important endeavor in a highly collaborative manner. Our team brings a 


wealth of experience in Managed Care, Medicaid finance, and Nevada’s healthcare landscape. 


We understand that DHCFP team members know your current landscape, populations, needs, 


and project objectives best. With this in mind, we will engage DHCFP leadership and staff early 


and often, with the objective of building strong, collaborative working relationships with your team 


to produce the best results for the State of Nevada. 


 


We reviewed and analyzed the RFP Scope of Work, Amendment 1 to RFP 2103, and other 


publicly available documents to develop a phased approach to our work plan that will help ensure 


DHCFP meets its goals and objectives for this important project.  


 Phase 1 – Evaluate, Plan, and Develop Recommendations for Changes to the 


MCO Program: This work is comprised of Sections 3.1, 3.2, 3.3, 3.4, 3.6, and the RFI 


component of 3.7 in the RFP Scope of Work. It includes documenting impacts for the 


recommended changes to the MCO program.  


 Phase 2 – Provide Consulting Services and Project Management for MCO 


expansion: This work is comprised of Sections 3.5 and the RFP component of 3.7 in 


the RFP Scope of Work. If the State approves MCO expansion, the BerryDunn team 


will be pleased to build on our work from Phase 1 by providing project management 


expertise to support the State through implementation of the expansion. 


Figure A presents a high-level timeline for completing Phase 1 of this project.  
 


 
 


Figure A: High-Level Project Timeline for Phase 1 


 


The remainder of this section provides a high level overview of the key tasks from each project 


phase, followed by a cross-walk of our proposed project deliverables to the tasks and deliverables 


set forth in the RFP. After the overview sections, the remainder of the Scope of Work Section 


provides a detailed description of our approach and planned work activities for the project based 


on the RFP, our understanding of DHCFP’s needs, and our past experience conducting these 


types of projects for state Medicaid agencies. 
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Conduct Initial Project Planning  


At the outset of the project, the BerryDunn team will complete a brief project initiation phase, 


which provides an opportunity to set expectations, validate any assumptions, and get to know 


our counterparts at the State. During this initial planning, we complete the following tasks: 


 Conduct an initial introductory call with the State 


 Deliver a Project Management Plan 


 Conduct a formal project kick off meeting 


 Submit a documentation request to the State  


The documentation request is the foundation for the research we will undertake moving forward 


and, as a result, we strongly encourage our State partners to look beyond the materials that we 


specifically request and provide any additional documentation that you believe may be 


beneficial for our team to fully understand Nevada’s current landscape, goals, and objectives.  


Evaluate Current MCO Program 


In parallel to the project initiation tasks, our team will begin the research portion of the project 


using publicly available data sources upon project kick-off. In addition, we will review the 


documentation provided by the State’s team and maintain these for our team’s reference 


throughout the project. The evaluation will also include interviews with key stakeholders such 


DHHS personnel, the CFO for the MCO, and program actuaries. Following the directives in the 


scope of services, we will evaluate whether current payment and delivery methods are meeting 


DHHS goals, MCO requirements, and member needs.  


Develop Recommendations and Impact Assessment 


After validating the findings and recommendations from each research area described in the 


RFP (Sections 3.1, 3.2, 3.3, 3.4, and 3.6) with the State team, the BerryDunn team will 


consolidate this content into a comprehensive Impact Assessment deliverable (D04). Each 


section of the Impact Assessment ties to a specific section of the Scope of Work defined in the 


RFP, as shown in Table 1. 


  


Table 1: Mapping of Impact Assessment to RFP Scope of Work 


Impact Assessment Section RFP Scope of Work Sections  


As-Is Environment Section 3.1 (Inclusive of all sub-sections) 


Recommended To-Be Environment 


Section 3.2 (inclusive of all subsections 


Section 3.4 (inclusive of all subsections) 


Section 3.6  


To-Be Impacts Section 3.3 (Inclusive of all subsections) 
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In the Impact Assessment report, we will: 


 Assess current and projected future financial status of the MCOs based upon the 


current financial statements of the MCO 


 Make projections for a five-year period detailing multiple scenario projections 


performed to evaluate the need for and potential results of federal and agency 


policy actions, with a focus on meeting capital reserve requirements and 


determining whether “phase-in” payments and the duration of “phase-in” 


payments would be adequate for new and expanding MCOs  


During the early planning stage of the project, we will prepare a Deliverable Expectation 


Document (DED) deliverable (D03) that outlines the structure and expected content of the 


Impact Assessment deliverable. Through the DED process, we will gain DHCFP’s agreement on 


expectations for the content and structure of the deliverable on the front end, which saves 


unnecessary rework later in the project and will help DHCFP to be engaged in the deliverable 


development process. Our DED will include the objects of the Impact Assessment, a sample 


table of contents, and a description of the content that will fall into each section. We will review 


the DED with the DHCFP team and obtain formal State signature on the DED as a contract 


deliverable. 


 


Throughout the project, we will maintain consistent communication with DHCFP and conduct 


regular reviews of our findings and recommendations, with the goal of keeping the DHCFP team 


apprised of our work and validating our findings. Our team understands the complexity that can 


surround a project of this nature and we believe that this ‘no surprises’ approach helps foster a 


sense of trust between our team and the State. 


 


Following the delivery of the Impact Assessment and the State’s decision on next steps for 


expanding the MCO program, we will work with our DHCFP counterparts to review our 


proposed plans for completing Phase 2 (comprised of Sections 3.5 and 3.7.3) to determine 


whether any modifications to our approach are warranted. Based on the outcome of those 


discussions, we will update our Project Management Plan for review and approval by DHCFP. 


 


We will develop seven key deliverables over the course of this project, as detailed below in 


Table 2. We will also develop numerous artifact documents to complete specific DHCFP 


requested work activities and support our key deliverables. Should additional deliverables be 


requested by DHCFP and/or planned artifact documents be changed to key deliverables as part 


of our planning discussions, we will work with the State to define these deliverables as part of 


our planned work.  
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Table 2: Project Deliverables 


ID Title 


Phase – Estimated 


Completion Date Description 


D01 BerryDunn Project 


Management Plan 


Phase 1 


May 26, 2016 


Establishes the project management 


processes that BerryDunn will use to 


govern the project. 


D02 Request for Information (RFI) Phase 1 


July 19, 2016 


Requests information pertinent to the 


potential Managed Care expansion from 


interested vendors. The information 


gathered through this RFI process will 


help to inform the Impact Assessment 


and recommendations for expansion. 


D03 Impact Assessment 


Deliverable Expectation 


Document (DED) 


Phase 1 


July 5, 2015 


Establishes shared expectations and 


validates the template proposed for D03, 


the Impact Assessment. 


D04 Impact Assessment Phase 1 


December 5, 2016 


Formally delivers BerryDunn’s findings 


and recommendations from Sections 


3.1, 3.2, 3.3, 3.4, and 3.6 (as described 


in Table 1 above). 


D05 MCO Expansion Project 


Management Plan DED 


Phase 2 


December 19, 2016 


Establishes shared expectations and 


validates the template proposed for the 


MCO Expansion Project Management 


Plan. 


D06 MCO Expansion Project 


Management Plan 


Phase 2 


August 11, 2017 


Defines the project management 


processes that the DHCFP will use to 


implement the MCO Expansion. In 


addition to the overarching project 


management approach, this deliverable 


is also inclusive of an expansion work 


plan, a stakeholder register, and a 


communication plan.  


D07 MCO Expansion Transition 


Plan DED 


Phase 2:  


June 15, 2017 


Establishes shared expectations and 


validates the template proposed for the 


MCO Expansion Transition Plan. 


D08 MCO Expansion Transition 


Plan 


Phase 2 


June 27, 2017 


Defines recommended processes to 


facilitate a smooth transition to Managed 


Care for all stakeholders identified in the 


MCO Expansion Project Management 


Plan. 


 


In Section VI.5, we have provided our initial project work plan, which we will further elaborate 


based on input from the State over the course of the contract. This work plan provides target 


timelines, predecessor and successor linkages across project tasks, and assumptions regarding 


dates for external events that impact the timing of our work. The work plan is built to align with 


the format of the RFP, and is broken out by the same section headings used in the Nevada RFP 


(and in the subsequent sections of our proposal).  







 
 


 


BerryDunn | Tab VI – Scope of Work (RFP: 9.2.3.6) 34 


 


This section responds in detail to services requested in Section 3.0: Scope of Work and 


describes our approach to conducting each task.  


3.1 Review the current Medicaid MCO Program and 


make recommendations for improvement 


 


BerryDunn understands that the regulatory landscape for 


Managed Care in the Medicaid space is constantly 


changing. Whether it be new federal regulatory 


requirements, State budget constraints, legal challenges, 


or narrow windows for procurement and contract 


negotiation, state Medicaid agencies are constantly under 


pressure to refine their Managed Care programs.  


 


BerryDunn’s team has the depth of knowledge and real 


world experience necessary to provide realistic 


recommendations for improvement in the State’s MCO 


program. From the outset of the contract, our team will 


focus on understanding the strengths, challenges, and 


opportunities that face Nevada’s MCO program–


beginning with the initial discovery process and 


continuing through our conversations with the people who 


know the program best: the DHCFP team.  


 


Although our team is familiar with the national Managed Care landscape, we understand that 


every state approaches Managed Care differently. When it comes to learning a program well 


enough to provide nuanced and informed recommendations, there is no substitute for 


discussion with the individuals responsible for administering the program on a daily basis. Along 


these lines, we are confident that the DHCFP team will find the BerryDunn team consists not 


only of strong researchers, analysts, and subject matter experts, but also active listeners who 


are eager to engage your team in substantive conversation. 


 


With the expected release of the Final Rule codifying the wide-ranging and transformative 


Managed Care Notice of Proposed Rule Making (NRPM) released by CMS in May 2015, 


BerryDunn understands that this coming year will be a challenging one for Medicaid Managed 


Care in Nevada (and nationally). The 2015 NPRM outlined significant potential changes to the 


federal requirements for Managed Care performance and oversight that will likely require 


Nevada to alter its current approach to rate setting, program integrity, and protections for 


beneficiaries. Further, with the rule’s potential to alter the approach for withholding FFP to states 


that do not comply with federal requirements, the stakes could not be higher. 


 


Managed Care NPRM 


CMS’ 2015 Managed Care 


Notice of Proposed Rule Making 


(NPRM) outlined wide-ranging 


and transformative changes to 


the federal requirements for 


Managed Care performance and 


oversight, which will result in 


significant changes for Medicaid 


Managed Care in Nevada, and 


nationally. 
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The timing of CMS’ release of the Final Rule may impact the services described in this section. 


BerryDunn’s level of effort for this project is based on the assumption that we will be evaluating 


the program against the Final Rule, and does not currently include a scope of work for revising 


recommendations that we develop based on the NPRM if the Final Rule is not yet published 


upon completion of our recommendations. Should the Final Rule be published during the course 


of the project, we will work with the DHCFP Contract Manager to determine what impact this will 


have on the scope of our work. 


 


At the outset of the project, we will prepare an Information Request Sheet that details the types 


of documentation necessary for our team to review to gain an understanding of the current MCO 


landscape in Nevada. Types of documentation include (but are not limited to) the State’s 


existing MCO contracts, the draft Request for Proposal (RFP) that is planned for release in July 


2016, relevant State regulatory requirements, information from town hall meetings that have 


occurred to date, and other materials made available by our counterparts of the DHCFP team.  


 


In addition, we will research publicly available information to help inform our evaluation, such as: 


 The statewide hospital and care data made available through Nevada Compare Care. 


Although this data includes all payers, it provides a valuable source of data regarding 


how Nevadans use the health care system. 


 The 2015 Nevada DHHS Fact Book – its comparison of health and healthcare 


indicators compared against national averages provides an excellent source to begin 


narrowing the scope of our research. 


 The 2015 Nevada Behavioral Health Gaps, Priorities, and Recommendations 


Report 


 Results from work completed to date on the Nevada State Innovation Model 


 Evaluation of alternative service delivery models that is currently underway by 


DHHS, if this evaluation is complete by the time our team begins work in on this project.  


As a result of our review of background information and our meetings with DHCFP 


stakeholders, we will develop a targeted set of recommendations that address:  


1) Strategies to strengthen and improve the Division’s oversight of the current MCO 


program 


2) Revisions to the MCO contracts to improve program oversight and compliance 


3) Strategies to incentivize MCO vendors to reduce costs (e.g., through pay for 


performance measures)  


We will conduct a walk-through of our findings and recommendations with the DHCFP team and 


make any necessary updates to our recommendations based on feedback from the State. The 


results of this initial assessment and recommendations will be included in D04: Impact 


Assessment and will provide the foundation for the “As-Is” section of the Impact Assessment.  
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The following sections (3.1.1, 3.1.2, and 3.1.3) provide a more detailed description of the 


approach that BerryDunn will take to developing the recommendations in each of these areas. 


3.1.1 Recommend revisions to strengthen and improve the Division’s oversight, 
recommendations must comply with federal and state requirements 


Based on the upcoming changes to the federal requirements for state Medicaid Managed Care 


programs, BerryDunn proposes to evaluate the following areas of Nevada’s Managed Care 


management and oversight structure, with the understanding that this list of areas may need to 


change based on feedback from DHCFP and new provisions in the upcoming Final Rule: 


 Organizational Structure – Our research will focus on DHCFP’s current organizational 


structure from the perspective of providing effective oversight and management of the 


MCO program and contracts. Our expectation is that the upcoming Final Rule will 


require significant updates to policy around Managed Care, which will directly impact 


expectations for the management of MCO contracts. Along these lines, we will evaluate 


the following questions, among others identified through the discovery process: 


o Are there clear lines of communication between State policy staff and contract 


management staff?  


o Are there escalation paths from policy development teams and contract 


managers to senior decision makers in order to facilitate rapid and decisive 


resolution of questions and disagreements regarding the operationalization of 


new federal rules? 


o Are roles, responsibilities, and points of contact clearly defined within the 


organizational structure from an external perspective to facilitate clear and 


consistent communication to the MCOs? 


o Does the State’s oversight structure align with requirements under federal rules 


in a way that promotes a focus on compliance and accountability? 


 Program Integrity – In the proposed rule, CMS indicated that enhanced and expanded 


program integrity requirements are a priority. With that in mind, we expect significant 


changes in this area will be included in the Final Rule. We will focus our review in two 


areas: 


o Comparison of current program integrity standards against newly required 


standards – What standards exist in the current MCO program and what gaps 


exist when compared against new program integrity requirements from CMS?  


o Organizational impact of newly required standards – How will new program 


integrity requirements impact the State’s current oversight structure? Will new 


staff need to be hired to handle the increased level of oversight? Do current State 


systems provide the capability to provide the required level of oversight?  


 Quality of Care – Nevada is ahead of many states with its 2014-2015 Quality 


Assessment and Performance Improvement Strategy; however, with the expectation that 
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the Final Rule will codify and standardize rules for quality, there is potential that Nevada 


will need to update its approach to align with the new and expanded regulatory 


requirements from CMS.  


 Appeals and Grievances – Appeals before the State play a key role in the appeal 


structure outlined by CMS in the NPRM, making this another area where changes to 


current federal requirements may occur and where State oversight may need to be 


examined.  


 Department of Health and Human Services (DHHS) Office of the Inspector General 


(OIG) Reports – Several of the regulatory changes in the NPRM were sourced from a 


pair of OIG Reports issued in 20141. These reports focused on the ability of beneficiaries 


to schedule appointments at provider locations participating in Managed Care programs 


and State oversight of Managed Care programs. Since these are key sources for the 


changes that may occur in the Final Rule, our team will evaluate whether there is an 


opportunity to strengthen the State’s oversight structure to ensure the national-level 


findings from these reports are mitigated in Nevada. 


 Actuarial Soundness – The proposed rule aims to clarify the concept of actuarial 


soundness, adopting the American Academy of Actuaries definition and creating explicit 


standards for health risk adjustment and acuity adjustment. 


 Capitation Rates – We will examine the following MCO requirements to evaluate 


whether the MCO capitation rates: 


o Are adequate to cover short-term, long-term member service costs, care 


management costs, and administrative costs 


o Meet and maintain financial capitalization requirements 


o Provide predictable revenue and cost streams 


o Minimize risk from uncontrollable events 


o Achieve satisfactory member outcomes consistent with population needs  


Program oversight is key to the success of Managed Care programs and our experience in 


establishing oversight structures in other states is critical to our ability to make realistic and 


effective recommendations for DHCFP in this area. The breadth of knowledge among 


BerryDunn’s team members is extensive, ranging from the implementation of an entirely new 


MCO program to evaluation of established Managed Care programs. We are, therefore, 


confident that our team will provide the State with impactful and actionable recommendations in 


this area.  


                                                
1 The two reports referenced here are:  


- Access to Care: Provider Availability in Medicaid Managed Care, December 2014. 


- State Standards for Access to Care in Medicaid Managed Care, September 2014. 
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3.1.2 Recommend revisions to the MCO contracts as it relates to improving program 
oversight and compliance 


Our approach to developing the recommendations for the MCO contracts will be consistent in its 


focus with the work to be completed under Section 3.1.1, focusing on the following areas: 


 Alignment with State and Federal Regulations –Our team will evaluate the current 


Managed Care contracts against federal requirements, State rules, and MCO 


requirements. Our team will consolidate relevant State and Federal regulations and 


Department rules, and evaluate the contracts against these standards to evaluate 


whether the contracts comply with these rules and regulations.  


Note, although the timing for publication of the Final Rule is not set in stone 


and there will be some degree of lag time between the publication and 


effective dates of the Final Rule, the typical contract period for MCO 


procurements in Nevada will almost certainly result in the awarded vendor 


being subject to the new regulatory requirements. Evaluating the current 


contracts through the lens of the new rules (whether they have been finalized 


or remain in proposed rule form) will reduce the potential for unanticipated 


costs and reduce the potential for legal challenges during the contract period.  


 Consistency with Recommendations from Section 3.1.1 – We will review MCO 


contracts in light of our findings and recommendations regarding the State’s oversight 


structure in Section 3.1.1. These two sides of the contract management equation must 


be balanced in order to promote strong, consistent oversight of the MCO program.  


 Best Practices – We will review the contracts against similar contracts from other states 


and provide recommendations based on successful strategies in other states.  


Based on the timeline provided in the Question and Answers (Q&As) published by the State, 


DHCFP has an ambitious schedule for the services that will be provided under Section 3.1 of 


the RFP. This is especially true for the recommendations related to the MCO contracts 


described in Sections 3.1.2 and 3.1.3. BerryDunn is well positioned to analyze the current 


contracts and provide recommendations in a timely manner so that these may be considered as 


part of the Division’s Managed Care RFP that is planned for release on or around July 1, 2016. 


Assuming that the project start date remains at May 11, 2016, as described in the Q&As, we will 


begin reviewing the existing contract, together with other available background documentation 


and information available in the public domain, immediately upon contract award, which will 


allow us to deliver recommendations to the State ahead of the planned RFP release date.  


3.1.3 Recommend revisions to contract terms and payment structure to incentivize MCO 
vendors to reduce costs through pay for performance measures 


BerryDunn understands that the measures used to determine quality payments to MCO 


programs are established at the outset of each contract period in Nevada. Against this 


backdrop, we understand the State’s desire for input regarding pay-for-performance (P4P) 


measures for the upcoming Managed Care RFP. 
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There are several initial questions that the BerryDunn team 


will seek to answer during our research, which will inform our 


recommendations in this area:  


 How effective were the HEDIS-tied quality measures 


in improving overall health outcomes over the course 


of the prior MCO contract period? 


 What Quality Improvement Projects are the MCOs 


currently implementing? 


 What other pay-for-performance strategies has the 


State used in the past and how effective were these 


strategies? Are there any strategies that are 


untenable for the State based on past experience or 


the political landscape? 


 What are the population health indicators that the 


State aims to improve over the next two years in its 


Medicaid program? 


 What quality of care measures and performance measures does the State want to 


assess in its waiver populations? 


These preliminary questions will be supplemented with additional questions based on our 


conversations with the State and the results of our research. Developing recommendations 


regarding the P4P measures that are best suited for the next round of Nevada’s MCO contracts 


also depends on our team developing a nuanced understanding of the State’s strategic 


objectives not only from a Managed Care standpoint, but also, and perhaps more significantly, 


from a broader public health perspective.  


 


Fortunately, there is a wealth of publicly available data regarding health and healthcare data in 


Nevada, including the data sources described in Section 3.1, which will prove useful in 


developing recommendations regarding potential P4P strategies and quality measures for use 


in the upcoming MCO RFP. In evaluating this information, our team will look for touchpoints 


between areas of concern and populations, services, or health conditions that fall within the 


scope of the State’s current Managed Care contract. These will be areas that are targeted for 


potential quality measures.  


 


In addition, BerryDunn will evaluate P4P models employed nationally to develop 


recommendations for Nevada. BerryDunn has considerable experience with implementing P4P 


models and quality measures for projects in states such as West Virginia, thus offering Nevada 


with solid knowledge from which to compare and make valid recommendations that will support 


the strategic objectives of the Nevada Medicaid Program. This broad availability of research and 


data on the Nevada landscape will allow our team to hit the ground running, and is one reason 


that we are confident we can deliver findings in this area ahead of the State’s targeted July 1, 


2016, RFP release date.  


Pay-for-Performance 


BerryDunn’s team will apply our 


demonstrated experience 


evaluating and implementing 


P4P models and quality 


measures to recommend 


strategies for incentivizing 


Nevada’s current MCO vendors 


to reduce costs. 
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3.2 Support DHCFP in providing expansion recommendations to executive staff and the 


Nevada Legislature 


 


BerryDunn’s team members are accustomed to working with our clients to prepare findings and 


recommendations for diverse groups of client stakeholders—including management, staff, 


legislators, business leaders, citizens, and executive government leadership. We will work with 


the DHCFP team to develop recommendations for delivery to the State’s executive leadership, 


legislature, and other audiences as requested. In developing recommendations, we will consider 


the impact of the Managed Care expansion on specific populations, geography, services, and 


financial considerations.  


 


Sections 3.2.1 through 3.2.3 provide additional detail with regard to our approach for each of the 


subtopics that fall under section 3.2. 


3.2.1 Recommendations may be based on population, geographical location and/or 
services such as Long Term Support Services 


Establishing a clear scope for the expansion of the MCO program is essential to all the 


subsequent work that must be undertaken to plan and implement the expansion. In order to 


scope the expansion to a level that meets the States objectives, our team will focus on building 


a recommended expansion framework that is grounded in the data.  


 


We will examine the available data sources to identify areas of concern, whether they relate to 


underserved populations or geographic regions, pervasive health care conditions, cost intensive 


services, or other indicators. Our recommendations will also take into consideration whether—


and how—the expansion of Managed Care can support Nevada’s Medicaid Information 


Technology Architecture (MITA) maturity goals. During this review, our team will look for gaps in 


the current Managed Care program that align with the areas of concern and prioritize those as 


potential focus areas for the Managed Care expansion. 


 


Once we have an inventory of potential focus areas, we will evaluate areas of similarity across 


the inventory and use this as the basis for developing an approach to expansion that will 


address as many of these areas as possible in the program structure. Together with the target 


areas, scope, and initial structure identified as recommendations under Section 3.2.1, our team 


will use this foundation to develop recommendations under Section 3.2.2.  


3.2.2 Recommendations may be a phase in approach to limit financial cash flow 
concerns and/or adverse impact 


Once our team has developed the high-level scope and structure for the recommended 


expansion, we move on to timing. Timing is a critical element of the Managed Care expansion 


equation. If the program is implemented too quickly, the shock to the system my result in 


unintended consequences for the State and other program stakeholders such as members, 


providers, and plans.  
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However, until the recommendations related to scope and structure are complete, it will prove 


difficult to develop a sound approach for the timing of the implementation. Our 


recommendations related to timing will involve examination of the following factors for the initial 


set of stakeholders described below: 


 DHCFP – The State has the goal of reducing its overall cost of care for Medicaid 


through the transition of traditional FFS populations to Managed Care and the 


timing of the transition will prove significant in achieving this objective. Phasing in 


the transition can allow time for the State to test the assumptions that were made 


during the cost benefit analysis, allowing an opportunity to change course if the 


expansion appears to be veering off course. 


 Members – Members need access to services. If the expansion is rolled out too 


quickly, members may find that their traditional care providers do not participate 


in the MCO, forcing them to make uncomfortable decisions about changing 


providers. From a timing standpoint, this is an important consideration. The 


timing of the implementation should be such that members are provided ample 


notice of the upcoming change to their benefits and with sufficient time to select 


their MCO plan before they are transitioned off the FFS program. 


 Providers – The transition of another large population of Medicaid beneficiaries 


from FFS to Managed Care will almost certainly result in reduced UPL payments 


at facilities across the state. This could have a significant impact on the bottom 


line at these facilities. Using a phased-in approach will allow impacted facilities 


more time to absorb the financial impact. 


 Managed Care Plans – From a timing standpoint, health plans may find that, if 


the transition is too slow, their per-member-per-month (PMPM) cost will not be 


sufficient to cover the increased cost from expanding their covered population. 


On the other hand, if the transition timeline is too fast, plans may find that they 


are not fully prepared for the influx of new members with complex healthcare 


needs.  


With these considerations in mind, our team will develop a set of recommendations that seek to 


minimize risk while maximizing the potential for a successful transition to the expanded MCO 


structure. 
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3.2.3 With assistance from state staff recommendation(s) must contain a cost benefit 
analysis which includes the potential loss of revenue to state agencies as well as 
Intergovernmental Transfer of Funds, Certified Public Expenditures and drug rebates 


Under Section 3.6 we describe how will conduct the revenue analysis that will be part of the cost 


benefit analysis; however, before we can prepare a revenue analysis we must first complete the 


steps described under Sections 3.2.1 and 3.2.2. The reason for this is that the revenue 


projections will be significantly impacted by the type of populations that will be migrated to 


MCOs (Section 3.2.1) and the timing for the MCO expansion (Section 3.2.2). For example:  


 


If the decision is made that the FFS clients who have Intellectual Disabilities (ID) 


and/or are Developmentally Disabled (DD) will be migrated to an MCO, that 


would have a significant impact on the State’s UPL payments, because UPL is 


calculated based upon FFS payments and the ID/DD populations have some of 


the highest FFS billings in Nevada. It may be that the cost savings of moving this 


population into an MCO will more than offset the loss of UPL revenue, but this is 


a good example of why we need to identify what populations will be migrated to 


an MCO and the timing for that change before we can complete the cost benefit 


analysis under this section. 


 


To prepare the cost benefit analysis, we will take the revenue analysis completed as part of 


Sections 3.6 and combine it with our cost analysis under this task to develop a comprehensive 


cost/benefit analysis for the proposed MCO expansion.  


 


If local government populations—such as children in foster care or other State agency clients—


are one or more of the populations that will move into MCOs, we will review the impact upon the 


costs of Medicaid programs run by other state and local government agencies. We will assess 


the potential savings under the MCOs and the changes in cost and revenues in moving from a 


FFS to MCO structure for these programs.  We will compile the expected changes in revenues 


and costs for all Medicaid programs (both state and local programs) to calculate a net 


cost/benefit analysis resulting from the proposed MCO expansion.  


 


Also, regardless of what decisions are made on MCO expansion, there are techniques that 


Nevada can use to maximize revenues and minimize costs of their Managed Care programs. 


We will discuss with DHCFP the current controls it has in place to ensure that only proper 


payments are being made to MCOs. For example, in our work with other clients, we have seen 


examples where states have encountered problems with multiple client identification numbers 


resulting in multiple capitated payments to MCOs for the same client. Also, states have had 


issues with making capitated MCO payments for clients who are in the FFS system or paying 


FFS claims for clients in an MCO, thus effectively paying twice for the same set of Medicaid 


services. So it may be possible to reduce costs by increasing controls and operational 


effectiveness as part of the MCO expansion. 
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3.3 Identify potential impacts of Medicaid MCO Program Expansion  


 


BerryDunn’s capstone deliverable for Phase 1 of this 


project is the Impact Assessment (D04). The tasks we 


have described in Sections 3.1 and 3.2 – together with the 


services we propose in Sections 3.3, 3.4, and 3.6 – will all 


contribute to the Impact Assessment deliverable. The 


objective of the Impact Assessment is to communicate to 


State leadership and policymakers how an expansion in 


Managed Care coverage will impact provider participation, 


local governments, and specific populations such as 


Native Americans, the State, and others.  


 


In conducting our analysis and developing 


recommendations for inclusion in the Impact Assessment, 


we will build on our team’s experience and perspective 


gained by working in states with similarities to Nevada –


including large rural and frontier areas interspersed with 


some population centers, such as Arizona, New Mexico, 


West Virginia, and Maine. 


 


We developed our work plan to align the completion of the 


Impact Assessment well in advance of the 2017 legislative 


session, which allows for flexibility in case the State 


requests changes to the approach or the political 


landscape changes in a manner that will impact the 


feasibility of the recommendations. 


 


The sections below identify how our team will conduct the 


individual pieces of the impact assessment.  


3.3.1 Assist state staff in identifying the potential impact to communities through the 
continuation of town hall meetings to gather public and stakeholder’s input 


Understanding the full impact of MCO expansion requires input from a diverse group of 


stakeholders, including communities and Tribal leadership. The town hall meetings that the 


State has already undertaken are a solid foundation for collecting stakeholder input and meeting 


CMS’ expectations for public engagement in developing Managed Care plans.  


 


BerryDunn’s team looks forward to supporting the State in determining whether additional town 


hall meetings are warranted and identifying target locations or populations for these meetings. 


We will work with the State to understand the information collected and evaluate the stakeholder 


input to determine if it meets the criteria in the federal regulations and that the appropriate 


stakeholders are providing feedback. We will also leverage best practices and our team’s past 


Capstone Phase 1 
Deliverable: Impact 
Assessment 


The Impact Assessment report 


will be a culmination of the 


analyses and reviews conducted 


through Phase 1 and building on 


our team’s experiences working 


in similar large rural and frontier 


states.  


The Impact Assessment will 


communicate to State leadership 


and policymakers how an 


expansion in Nevada’s Managed 


Care coverage will impact 


provider participation, local and 


state government, and specific 


populations. 
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experience to assist State staff in identifying any additional stakeholders such as provider 


associations or patient advocate groups to maintain the momentum of the town hall meetings.  


 


BerryDunn has a proven track record in assisting our clients with stakeholder engagement and 


meeting CMS’ expectations for stakeholder engagement. For example, BerryDunn has 


supported the State of West Virginia (WV) Medicaid in a series of statewide yearly provider 


workshops since 2010, conducted stakeholder advisory board meetings through the WV Adult 


Quality Measures grant, and convened West Virginia policy stakeholders to address the 


Medicaid eligibility policy changes mandated by the ACA. Additionally, BerryDunn consultants 


supported visioning and stakeholder focus groups for the Arizona Health Care Cost 


Containment System (AHCCCS) TEFT Grant Needs Assessment for Long Term Care Services 


and Supports.  


 


As part of this project, BerryDunn will work with the State to compile the findings of these 


meetings and report them to the State. These findings and the BerryDunn team’s experience 


will be valuable in identifying recommendations in preparing reports that can be shared with the 


public in order to maintain the CMS transparency requirements.  


 


3.3.2 With assistance from state staff identify the potential impact to recipients, data 
regarding MCO adequacy of providers and access to care in Nevada is available 


Through years of experience working on the design, implementation, and management of 


Medicaid programs, our proposed team will work with State staff to identify the appropriate data 


sources, reports, and other documentation necessary to identify the potential impacts to 


recipients and access to care in Nevada.  


 


Our team will develop a baseline from detailed analysis and review of the greatest disparities in 


recipient care and access to qualified providers. This analysis will take into account the unique 


federal requirements that govern adequacy of provider networks in rural and frontier areas. 


Once a baseline is established we can compare findings from ACA expansion data and impact 


studies to examine costs, access to care for recipients, and networks.  


 


Our team’s analysis will leverage best practices for Managed Care plans and experience that 


Nevada has gained since the first mandatory Managed Care programs were established in 


Clark and Washoe Counties in 1998, along with the recent move in 2013 to the mandatory 


Nevada Comprehensive Care Waiver. Further, the impact to recipients will be examined for 


MCO capacity to comply with the CMS guidance and regulations concerning the NPRM, 


including modifications designed to improve access, modernize communications, improve care 


coordination and management, improve enrollment procedures, and provide choice counseling 


services.  
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3.3.3 Identify the potential impact to providers 


Engaging providers and provider organizations in the 


process is key to identifying and analyzing impacts on 


this community, particularly in a state like Nevada where 


providers are in short supply. Nevada providers face 


several external influences and competing demands, 


such as: 


 CMS initiatives and regulatory guidance such as 


strengthening states' delivery system reform 


efforts inclusive of Managed Care plans’ 


adoption of value-based purchasing models 


 Quality initiatives that compete for providers’ 


time such as integrated interdisciplinary care 


teams and patient-centered medical homes 


 HIT initiatives such as meaningful use of EHR, 


health information exchanges, and use of 


telemedicine  


Based on our experience, we understand that 


considering the impact of all these other items is 


necessary to develop an impact analysis for providers 


that provides a complete picture.  


 


To aid the State in identifying potential impacts to 


providers, we will start by looking at information 


available about the current provider and MCO 


landscape, such as:  


 Current provider payment models 


 Characteristics of provider supply and demand by geographic area 


 Current MCO contracts 


 MCO provider networks 


 MCO performance indicators 


 Published findings from other states 


In addition, we will work with DHCFP to incorporate provider outreach as part of the town hall 


meetings (if it is not already included) and leverage that information as part of the provider 


impact analysis. 


 


BerryDunn has extensive experience with provider engagement – including policy 


transformation, provider outreach, provider enrollment, and quality measures. In addition, we 


Engaging the Provider 
Community 


The BerryDunn team has worked 


extensively with providers in 


several states with similar 


demographics to Nevada and we 


understand many of the unique 


challenges these providers face.  


 


In developing the Impact 


Assessment, we will seek 


information on challenges 


specific to the Nevada provider 


community and the external 


influences and competing 


demands that impact their work, 


so that these are considered in 


the State’s decision on whether 


to expand Managed Care.   
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have a proven track record in conducting research and analysis on program design and impacts 


as they relate to providers. Specific to Medicaid, we have worked with West Virginia to define 


and prioritize the impacts of the provisions within the ACA, including detailed analysis of the 


impacts on policy, systems, and finance. Through this work, we supported West Virginia in the 


design of their Expansion Services Plan, the development of the State Plan Amendments 


(SPAs), and the evaluation of using Managed Care for the expansion population. 


 


This experience gives BerryDunn a clear understanding of the complexities of provider impacts 


and the types of information we will need to collect as part of this task. It is not as simple as a 


transition from FFS to MCO. The competing demands on providers, the limited supply, and the 


geographic challenges all need to be considered to identify the true impact to providers – the 


people who are critical to serving Nevada’s Medicaid population.  


3.3.4 With assistance from state staff, identify the potential impact to local government 
as it relates to reimbursement for administrative and medical services 


Counties and municipalities in Nevada play a key role in the healthcare delivery system and 


must be at the table in discussions about Medicaid MCO expansion to provide input regarding 


issues impacting their operations, such as administrative costs, resources, reimbursements, and 


medical services such as EMS, senior services, and other safety net providers for which local 


government administers. 


 


The redesign and transformation of Nevada Medicaid through Managed Care expansion will 


only become a real vision for all of the people of Nevada if the State works in concert with local 


government and incorporates all of the local features that will make the plan distinctly and 


uniquely Nevadan. 


The BerryDunn team is experienced with the services and payment mechanisms available to 


local government entities and the challenges they face in states as geographically, 


economically, and culturally diverse as Nevada. Our Medicaid financial specialists, Steven 


Whitney and Robert Baldacci, have extensive experience helping Clark and Washoe Counties 


in Nevada and government agencies nationally with administrative and direct service claiming:  


 Steven Whitney helped develop and implement methodologies for claiming both 


Targeted Case Management (TCM) and rehabilitative services for the Clark County and 


Washoe County Department of Social Services and Department of Juvenile Justice. He 


also established Medicaid FFS claiming for Clark County and Washoe County School 


Districts.  


 Robert Baldacci has reviewed and updated Washoe and Clark counties’ cost allocation 


plans, Random Moment Time Studies (RMTS), Title IV-E administrative claims, and their 


TCM rate-setting processes.  


 Both Steven and Robert have extensive experience helping local government agencies 


with obtaining reimbursement for administrative and medical services under states’ 
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Medicaid programs, including California, 


Arizona, New Mexico, Utah, Nebraska, Kansas, 


Oklahoma, Wisconsin, Arkansas, Florida, 


Georgia, South Carolina, Pennsylvania, New 


Jersey, Connecticut, and Maine.  


 Steven and Robert together have over 40 years 


of experience helping local social service and 


juvenile justice programs obtain reimbursement 


for administrative and medical services they 


perform that supports their states’ Medicaid 


programs.  


Steven and Robert’s strong foundation of experience 


will enable our team to work with the local agencies in 


Nevada to identify the impact upon their programs from 


the proposed expansion of the MCO program. 


 


The role of the State in supporting local government 


delivery of health services to Medicaid recipients is 


complex and requires sensitivity and political acumen. 


We will support the State with the analysis of the local 


government landscape and potential impacts. We can 


further assist with developing communication plans that 


will assist with maintaining effective service delivery, 


timely payment, and compliance with state and federal 


government requirements. 


 


We will support DHCFP with efforts to maximize funding and opportunities to enhance locally 


administered health services through federal funding. Our team has experience with application 


of OMB Circular A-87 Cost Principles for State, Local, and Indian Tribal Governments and 


testing alternative mechanisms for paying costs for administering federal programs. We can 


assist DHCFP with the following areas of MCO expansion that may impact local governments: 


 Exploring efforts that will support both MCO expansion and local government services 


 Identifying challenges for the use of federal funds to meet local and state needs under 


different models 


 Providing support for local Governmental units’ continued use of efficient and effective 


administration of federal awards through the application of sound management 


practices 


 Evaluating the capacity of local government to assume responsibility for administering 


federal funds through agreements, program objectives, and the terms and conditions of 


federal awards 


Expansion Impacts on 
Local Government 


Through Steven Whitney’s and 


Bob Baldacci’s work with 


Washoe and Clark Counties on 


administrative and direct service 


claiming, together with their 


experience helping local 


government agencies nationally 


on similar projects, we 


understand the unique needs of 


Nevada’s local government 


agencies, the critical role they 


play in the State’s healthcare 


delivery system, and the potential 


impact that MCO expansion may 


have on local government 


operations.  
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We understand that each local governmental unit, with its unique combination of staff, facilities, 


and experience, will impact capacity and responsibility for employing organization and 


management techniques necessary to assure proper and efficient administration of federal 


awards. Issues of tax base, administrative capacity, infrastructure, and relationships between 


municipalities and county entities all play a significant role in the ability of citizens to access care 


in a given area. The state and federal government can support these unique, local partnerships 


as a collaborator in the system of care.  


 


We will assist DHCFP with identifying impacts of state plans to expand Medicaid Managed Care 


to local governmental entities and services through gap analysis techniques, review of 


population studies, provider shortage and network analysis, and local emergency services 


plans. Alternatives may be called for and should be explored when what has worked in another 


area of the state fails locally. We can further identify and assist with support for these efforts 


from federal agencies for state and local efforts to test alternatives that may be identified. 


3.3.5 With assistance from state staff, identify the potential impact to Native American 
tribes 


The BerryDunn team has experience supporting states with the impact of MCO expansion on 


Native American tribes, including work in Arizona and New Mexico. In addition, our team is 


knowledgeable about the regulatory landscape, such as the ACA and its aspects that made the 


Indian Healthcare Improvement Act permanent, and its potential impact to Native American 


tribes. Our team is accustomed to working Native American tribe health issues and the 


regulatory landscape to understand the impact of policy changes such as MCO expansion on 


this population.  


 
BerryDunn appreciates that Nevada honors the broad cultural diversity that has emerged from 


state history. No transformation of a healthcare system can be complete without acknowledging 


Tribal nations and communities as well as off-reservation Native Americans who make their 


home in Nevada. While Native American communities bring a diversity of culture to the Nevada 


landscape, they unfortunately share a common place near the bottom of most health status 


indicators and access to care. Native Americans are confronted by a fragmented health care 


delivery system in a FFS system. Currently Managed Care enrollment is optional for the Native 


American Medicaid population and any recommendations regarding program transformation 


must respect and offer protections for Native American recipients and health providers alike. 


The potential for solutions to a fragmented service delivery system and reduced cost may be 


found in enrollment into Managed Care and coordination between MCOs, the tribes, and Native 


American healthcare providers. 


 


We will support the State in collaboration with the Native American tribes to explore the impacts 


to the Native American Medicaid recipients, including positive impacts that can occur from IHS 


MCOs, Medicaid accountable care, and care management organization options, among other 


options. It is important that efforts are made by the State to ensure considerations for protecting 


Tribal members through support for MCO practices such as: 
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 Engaging recipients in their personal health decisions 


 Rewarding recipients for engaging in healthy behaviors 


 Employing Native American care coordinators 


 Leveraging community health representatives  


 Providing cultural diversity training for all care coordination staff 


 Including Tribal representatives in their management structure 


The outcome of these efforts for both the State and the tribes should be a comprehensive 


understanding of the impacts on the Native American populations, including positive impacts on 


the health outcomes of Native American populations.  


3.3.6 With assistance from state staff, identify the 
potential impact to state agencies that provide 
billable administrative and medical services such 
as potential downsizing of staff, etc. 


To the degree that clients of the DHHS Divisions of 


Public & Behavioral Health, Welfare and Supportive 


Services, Child and Family Services, and Aging & 


Disability Services will be migrated from FFS to MCO, 


there could be impacts on these Divisions’ TCM 


claiming programs. To ensure that there is not 


duplicative claiming, DHCFP will have to review the 


cost basis for the capitated rate provided under the 


expanded MCO program. In its guidance, CMS 


indicated that it is possible to both include coordination 


of care in the MCO capitated rate and to claim for TCM 


services outside of the MCO. States must ensure that 


the same services are included in the coordination of 


care component of the MCO rates and of the TCM 


services. If TCM services are included in the capitated 


rate, then DHHS cannot claim TCM for the clients 


included in the expanded MCO program. 


 


There will be similar issues with administrative 


claiming. To the degree that State agencies are claiming administrative costs associated with 


activities that directly support efforts to identify and enroll potential eligibles into Medicaid there 


should be no impact from MCO expansion. By definition someone cannot be in a Medicaid MCO 


until they are enrolled in Medicaid and so costs associated with helping identify and enroll 


Medicaid eligible clients into the MCO those costs can still be claimed. However, to the extent 


that the state agencies are claiming for administrative costs associated with linking individuals 


and families to service providers, and coordinating and monitoring health related services that 


are now covered under the MCO capitated rate, administrative claims may need to be adjusted. 


Administrative and 
Services Claiming 


BerryDunn’s Financial Specialists 


have worked extensively with 


Nevada DHHS Divisions to 


develop administrative and TCM 


claiming processes and develop 


cost allocation plans. We are well 


positioned to help DHCFP 


assess what changes need to be 


made, the impact of those 


changes, and how to make those 


changes in light of MCO 


expansion.  
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Our team is well positioned to help the State review the DHHS Divisions’ TCM and 


administrative claims. As mentioned above, Steven Whitney helped establish the administrative 


and TCM claiming processes used by DHHS. In addition, Robert Baldacci has developed cost 


allocation plans, administrative claiming, and TCM services in Nevada. To the degree that TCM 


and administrative claiming revenues may be reduced, the State will need to close the gap by 


making available alternative funding sources or implementing corresponding cost reductions. 


We will help the State assess what changes need to be made, the impact of those changes, and 


the best way to make those changes. Transformation is not easy. People are frightened of 


change. But with leadership from the State and the skillful advice of a consultant invested in 


Nevada, the State can advance and implement a Medicaid program that will put Nevada at the 


forefront of thought leadership. 


 


An impact analysis of any changes made to Medicaid health plans or programs, payment 


systems, eligibility and enrollment, program integrity, provider or recipient management would 


be incomplete without an assessment of the impacts to the business areas and processes that 


are necessary to complete the business functions for the Nevada agencies that provide the 


infrastructure for those processes and the systems. The BerryDunn team has extensive 


experience with the Medicaid Information Technology Architecture (MITA) 3.0 Framework and 


understands how to apply the MITA Framework and capabilities models to Medicaid 


transformation efforts such as MCO expansion. We will review the Nevada MITA SS-A and 


Roadmap, map the MCO expansion impact to the business areas identified for the Nevada 


Medicaid Enterprise, and determine where the improvements will impact the organization in 


ways that shift State tasks, activities, and capabilities to the MCOs or other vendors and 


technology.  


 


The BerryDunn team can provide the State with the analysis needed to determine the impact of 


organizational change on the MCO expansion outcomes, and tools necessary to accomplish 


successful organizational change management once the options are explored. 


3.3.7 Report any potential impact the state may not be aware of and should consider 
based on the vendor’s experience and/or knowledge of other states’ MCO expansion 


Our team’s exposure to Managed Care programs nationally will allow us to provide real world 


lessons learned and best practices to help Nevada identify potential impacts of MCO expansion 


beyond those specifically requested in Nevada’s RFP.  


 


While Nevada addresses many specific potential impact areas in the RFP, there are almost 


always additional potential impacts for states to consider. Some of these considerations are 


specific to Nevada—such as population density and population health—while others are similar 


across the nation. From an administrative perspective, training/recruiting MCO contract 


management team members can impact MCO expansion. Additional administrative impacts 


depend on state goals. For example, if a state is choosing to expand Managed Care to improve 


case management capability, the state would need quality data from the MCO vendors to 


evaluate case management, as well as the analysts available to the validate the data. 
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Throughout the evaluation process, the BerryDunn team will work collaboratively with the State 


to analyze the collected information and identify the resulting findings of impacts to the State. 


Through this process, we will also gain a greater appreciation for the specifics of Nevada. This 


appreciation combined with our team’s experience will help us identify additional impacts in 


areas not addressed in the RFP.  


 


After completing the review of information specific to Nevada, we will apply our experiences and 


best practices to provide findings to the State. Consistent with our commitment to working 


collaboratively with the State and keeping the State informed, we will review these impact 


findings with DHCFP before incorporating them into the Impact Assessment deliverable.   
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3.4 Identify ways to leverage existing resources if MCO expansion occurs 


 


To expand the MCO program, the State will have to develop a way to finance its share of such 


an expansion. Depending on what type of MCO expansion the State plans to make, there would 


be differing impacts on MCO and FFS costs. Presumably there would be savings in FFS costs 


as more Medicaid recipients participate in MCOs and the net effect of increased MCO costs and 


decreased FFS costs would have to be calculated. However, to the extent that the overall cost 


of the Medicaid program will go up with a MCO expansion, DHCFP will have to have a plan to 


fund the required state match for such an expansion. BerryDunn is well positioned to help the 


State with this analysis. Steven Whitney and Robert Baldacci have a combined total of more 


than 40 years of experience helping states analyze their Medicaid programs and helping them 


maximize their revenue recoveries and minimize their Medicaid costs. 


To fund the non-federal portion of any MCO expansion, DHCFP can use one or more of the 


following options: 


 State legislative appropriations to the single state agency 


 Inter-Governmental Transfers (IGTs) 


 Certified Public Expenditures (CPEs) 


 Provider taxes and/or provider donations 


There are plusses and minuses for each option. Appropriation by the Nevada legislature has the 


least compliance issues, but given the budget constraints that exist in most states today, it is 


common for State Medicaid agencies to seek out alternative funding mechanisms in an effort to 


avoid requesting additional legislative appropriations. The remainder of this section provides 


some initial considerations regarding IGTs, CPEs, and Provider Taxes and/or donations: 


Inter-Governmental Transfers 


IGTs are transfers of public funds between or within levels of government. The transfer of funds 


may take place from one level of government to another (e.g., from the counties to the State as 


is currently done with Clark County for the MCO enhanced capitation rate) or within the same 


level of government, such as from a state university hospital to DHCFP (e.g., University of 


Nevada School of Medicine Enhanced Rate for Practitioner Services). By definition, IGT would 


only be used as a vehicle to fund MCO expansion if government entities other than DHCFP are 


part of the MCO expansion. So if the State moves toward an expansion model that pulls in other 


governmental agencies, we will identify how IGTs can be used to support the state share of the 


funding.  


 


IGTs well established financing tools used by Nevada and other states. Using IGTs to fund 


MCO expansion will become a problem if DHCFP draws down federal funds without contributing 


to the cost of the program. This could happen if there were public providers such as University 


of Nevada School of Medicine involved with the MCO expansion and DHCFP would require 


public provider to transfer back to the State some or all the federal Medicaid funds originally 


paid to those providers that exceeded the usual Medicaid payment rate. That would result in the 
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payment to the provider being made up of a larger portion of federal funds than the required 


match rate. As long as the IGT is not designed to make the share of federal dollars funding the 


MCO expansion exceed the State’s Federal Medical Assistance Percentage (FMAP) rate, then 


the IGT could be an effective tool to fund any MCO expansion. 


 


Certified Public Expenditures 


CPEs are similar to IGTs but they do not involve a transfer of funds to DHCFP. Instead, the 


other governmental agency certifies that they have spent funds on items and services that are 


eligible for federal matching Medicaid funds. CMS recognizes the expenditure by the state or 


local government entity as eligible for federal match and provides the federal share to DHCFP. 


The State has successfully used CPEs to fund Medicaid services delivered to Washoe and 


Clark County Department of Social Services and Department of Juvenile Justice clients. So if 


MCO expansion involves clients of other agencies like the County Department of Social 


Services and Department of Juvenile Justice, then CPEs could be used as a way to finance the 


expansion. 


 


If we use CPEs to fund an MCO expansion it will be important to set up an auditable 


methodology to prevent duplicate claims. To ensure that there is no double claiming of federal 


funds, CMS will need to see a detailed protocol outlining the procedures to be followed for 


claiming CPEs. 


 


Provider Taxes  


State Medicaid revenue comes from several sources, including income, property, sales, and 


estate taxes, along with other sources that generally make up states’ and counties’ general 


funds. But states can also raise Medicaid revenue by imposing fees, assessments, and other 


taxes on health care providers. Nevada has done that with a tax on nursing facilities, and nine 


states impose taxes on MCOs. We will work with DHCFP to assess whether it makes sense to 


develop a tax on MCOs to help fund an MCO expansion. 


 


Provider taxes have recently come under increased scrutiny, so any provider tax would need to 


be carefully structured. In 2014, CMS issued guidance on provider taxes indicating that MCO-


based provider taxes would receive close scrutiny. Also, in 2014 the OIG issued an audit 


opinion finding Pennsylvania’s gross receipt tax that generated $1.8 billion in revenue to pay the 


state share of Medicaid MCO claims was not in compliance with federal requirements. 


 


The CMS guidance clarifies that a tax will, in some cases, be considered “health care related” 


and, therefore, subject to the strict requirements of the Medicaid provider tax rules, even if it 


applies broadly to non-providers. In particular, CMS is concerned about arrangements in which 


a state applies a tax of general applicability, such as a gross receipts tax, to a subset of health 


care providers, such as Medicaid MCOs, rather than to all health plans. CMS said such 


arrangements will be evaluated under the provider tax rules and can impact federal matching 


payments if they are found to be non-compliant.  
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Therefore, any provider tax would have to be assessed across all MCOs – both Medicaid and 


Non-Medicaid MCO providers. This can be problematic if there are a high percentage of non-


Medicaid providers, because the value of a provider tax is that the tax is used to generate 


additional federal funds for Medicaid MCOs, but non-Medicaid providers will not receive any 


Medicaid revenues. It may be possible to structure a tax that can place a higher burden on 


Medicaid providers than non-Medicaid providers, and our team would consider this possibility 


during their analysis in this area.  


Our Process for Assessing Options to Finance and MCO Expansion 


We understand that State staff will provide information on any existing enhanced payments and 


supplemental payments and will share with BerryDunn any ideas or plans that State has to 


continue to leverage these existing Medicaid funding sources. 


 


We will review this documentation and assess what options the State would have to build upon 


these existing funding mechanisms to finance any proposed Managed Care expansion. We will 


review each of the four options outlined in this section and for each option we will: 


 Estimate the revenue that can be generated under the proposed option 


 Identify what amendments to the State Medicaid plan will be needed to implement the 


funding option 


 Identify what legislation, if any, will be needed to implement the funding option 


 Identify what public notices will be required to implement the proposed funding option 
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3.5 Provide consulting services and project management for MCO expansion 


 


If the State approves MCO expansion, the BerryDunn team will be pleased to initiate Phase 2 of 


our planned work. In Phase 2 we expect to bring our project management expertise supported 


by our multidisciplinary team to support the State through the expansion effort. BerryDunn’s 


experienced project manager, along with our entire team, will support the State through the 


development and execution of a Project Plan.  


 


Building on the hands-on work we will provide supporting the State through the MCO expansion 


evaluation, the BerryDunn team will develop an MCO Expansion Project Plan, including a 


project timeline, stakeholder analysis, and communications plan. BerryDunn is accustomed to 


doing this type of work and understands the challenges of managing a project that implements 


new policy such as MCO expansion.  


 


In our experience, these types of projects require a well-thought-out plan that takes into 


consideration the interests of all the project stakeholders (internal and external). There are 


many competing interests on a project of this nature and a plan that addresses stakeholders, 


timelines, communications, and meeting management is a critical part of keeping the project on 


track. The project plan must also account for managing risks, issues, and action items. Including 


these items in the plan allows the team to be prepared to address the items which may take the 


project off course.  


 


BerryDunn anticipates developing one comprehensive Project Management Plan as opposed to 


multiple documents that may be considered components of an overall project plan. Using this 


approach, the project plan (3.5.1), timeline (3.5.2), stakeholder analysis (3.5.4), and 


communication management plan (3.5.5) will be consolidated into the MCO Expansion Project 


Management Plan as one deliverable.  


3.5.1 Develop and design the project plan upon approval of a MCO expansion 


BerryDunn understands that a project plan is pointless if the plan does not have buy-in from the 


team. To that end, BerryDunn’s project manager will work with the State to develop the plan in a 


way to foster input from the State to help ensure the plan leverages the State’s existing 


processes to complete the work of MCO expansion.  


 


To start this effort, BerryDunn will develop an MCO Expansion Project Management Plan 


Deliverable Expectation Document (DED) (D05). The Project Management Plan DED will 


provide an outline of the sections of the project plan and a brief statement of the types of 


content to be included in each of those sections. Our team will use the DED to discuss the 


content of the project plan with the State. By discussing the plan while it is still in a DED format, 


BerryDunn will be able to tailor the plan to the State’s way of doing business and incorporate 


project management best practices along with our experience on similar projects.  
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The DED also serves as an important tool for setting common expectations for the eventual 


deliverable. The BerryDunn team values the DED process because of our other project 


management work where too often we have seen vendors provide deliverables that completely 


miss the mark because there are not common expectations. By providing the DED, reviewing it 


with DHCFP, and getting State agreement that it represents common expectations, BerryDunn 


is able to save rework and time for both the State and the BerryDunn team.  


 


After agreeing to expectations with the State through the DED process, the BerryDunn team will 


develop the formal MCO Expansion Project Management Plan (D06) deliverable. Having 


already set common expectations and thoroughly discussed the content of each section during 


the DED process, the BerryDunn team will be able to provide the State with a high quality 


deliverable. To help ensure the quality of this deliverable, and consistent with all other 


deliverables, BerryDunn will submit the MCO Expansion Project Plan to our internal QA team 


and to our engagement manager for review and approval prior to submitting it to the State. This 


review process helps minimize the distraction of simple mistakes during the State’s review 


process, allowing the State to focus on substantive content.  


 


After State review of the MCO Expansion Project Plan, BerryDunn will work with the State to 


address any comments identified. After those comments are addressed, BerryDunn will submit 


the plan for State approval.  


3.5.2 Assist in the completion of a timeline for implementation of the approved plan and 
identify critical path(s) 


During the creation of the MCO Expansion Project Plan, the BerryDunn team will work with the 


State to start the process of developing the timeline for implementation that will be used to 


manage the project work. To help develop the timeline, BerryDunn will work with the State to 


define assumptions. Key to the assumption definition process is documenting risks and issues 


based on the identified assumptions.  


 


The BerryDunn team has extensive experience in project timeline definition, either leading the 


definition or observing the timeline development process in a project management or IV&V role. 


This experience has reinforced the value of ensuring that stakeholders understand the 


assumptions and associated risks and issues. Having an honest discussion about these up front 


allows the team to develop strategies to proactively manage risks and issues and gauge the 


reasonableness of the schedule. This investment can save the overall project schedule by 


already having a plan in place to address a risk if it becomes realized.  


 


Like all of BerryDunn’s deliverables, the project timeline will go through a QA process and 


engagement management review prior to client deliverable. After delivery as a component of the 


MCO expansion project plan, the BerryDunn team will walk through the timeline with the State, 


including pointing out the critical path. If updates are required, BerryDunn will update the 


timeline and resubmit it for State approval.  
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3.5.3 Ensure project is completed within approved timeframe(s) and/or notify 
management of delay(s), reason for any delay(s), and possible solutions to resolve any 
delay(s) 


By the time the team begins using the MCO Expansion Project Plan to monitor and control 


project execution, there will be a well-defined risk and issue process along with a timeline that 


can be managed for project success. BerryDunn has found that these foundational tools can 


help the team to proactively manage the project and increase the likelihood of project success.  


 


BerryDunn will use the MCO Expansion Project Plan foundation to collaboratively support the 


State through project execution. This will include controlling the project schedule to help keep 


the project on schedule and managing risks and issues. Should there be any anticipated delays, 


BerryDunn will communicate with the State about the delay, the reason for the delay, and 


possible solutions to mitigate the delay’s impact on the overall project. BerryDunn believes in 


being proactive and always coming with solutions to challenges. We further believe that a 


collaborative discussion usually yields the best solution. So, while we will bring potential 


responses to any delays to the State, we look forward to working with the State to define the 


best response to implement.  


 


Unfortunately BerryDunn has witnessed projects that have a great plan and start off great only 


to fall apart when a significant risk is realized leading the team to lose focus. BerryDunn’s 


experience in monitoring and controlling complex projects that are at least as complex as an 


MCO expansion has given our team the skills necessary to help the State through just this type 


of challenge. Should such an event occur on this project, BerryDunn will continue our 


collaborative relationship with the State to work through the realized risk while keeping the focus 


on the overall processes and plan, and more importantly the bigger goal. This approach allows 


the major risk or issue to be addressed while minimizing its impact on other aspects of the 


project.  


3.5.4 Identify stakeholders 


This project will have many stakeholders, including (but not limited to): 


 State legislators 


 Patient advocates 


 Managed Care companies 


 DHCFP team members 


 Representatives from municipalities impacted by the MCO expansion funding strategy 


 CMS  


Identifying these stakeholders is an important step towards developing the communication plan. 


BerryDunn has the experience to help the State identify the necessary stakeholders to help 


ensure that DHCFP includes the stakeholders necessary to satisfy any requirements from CMS 


for stakeholder engagement. Through BerryDunn’s experience doing similar work, our project 
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team understands that simply identifying the stakeholders is not sufficient to help develop a 


successful communication plan.  


 


Prior to developing a successful communication plan, it is also necessary to understand the 


motivations for each stakeholder group. Understanding the motivations of stakeholders will 


empower the State to engage in two way communications with the stakeholders rather than 


communicating at stakeholders. Developing this understanding will be part of BerryDunn’s 


stakeholder identification work. This stakeholder analysis will feed into the communication plan.  


3.5.5 Design and manage communication plan 


After defining the stakeholders and identifying their driving interests, BerryDunn will work with 


the State to design a communications plan for the State. The communications plan will outline to 


whom the project communicates, when the project makes those communications, what is 


communicated, and the mediums for that communication.  


 


Documenting this information in a communication plan allows the project team to easily execute 


the communication strategy to keep all necessary stakeholders informed. With a project that has 


the potential to impact this many people, good communication is necessary to avoid confusion 


that can derail the entire project due to unflattering speculation. BerryDunn is accustomed to 


working with clients through challenging projects that require astute communication and we will 


provide this support to the State.  


 


After receiving approval on the communication plan deliverable, our team will support the State 


through communications. Our support will focus on helping to ensure that the communication 


plan is executed.  


3.5.6 Manage meetings 


Leveraging the meeting management principles that our team defines with the State in the MCO 


expansion project plan, BerryDunn will manage meetings within the scope of BerryDunn’s work 


through the implementation of the MCO expansion. BerryDunn has experience facilitating a 


wide variety of meeting types with a wide variety of stakeholders. This includes meetings that 


are sensitive in nature.  


 


BerryDunn has found that meeting facilitation is a unique skillset in its own right that requires the 


ability to read a room, manage competing interests, and manage competing personalities while 


keeping in mind the ultimate meeting goal. The BerryDunn team has the necessary experience 


to successfully manage the meetings necessary for this project. Our project team has gained 


this experience through a variety of projects with diverse stakeholders such as legislators, 


patient advocates, citizen advisors, vendor partners, and agency team members.  
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3.5.7 Manage and track status of tasks assigned to all parties involved 


As part of BerryDunn’s commitment to monitoring and controlling project execution, including 


the overall timeline addressed in Section 3.5.3, BerryDunn will manage the status of tasks 


assigned to all parties included in the project.  


 


Through project experience, BerryDunn is accustomed to working with teams of people from a 


broad spectrum of state government, the public, vendors, and the federal government. That 


experience gives us the understanding that there is finesse required for each group that the 


project will rely on to complete the project. BerryDunn’s team is comfortable with applying the 


necessary finesse to help all parties work through any issues with the project schedule to keep 


the overall project goal on track.  


3.5.8 In the event Long Term Support Services (LTSS) are recommended and approved 
as part of the MCO expansion, assist state staff in preparing the necessary documents 
that meet CMS’s requirements in obtaining proper authority under an 1115 (a) 
demonstration waiver; and/or 1915 (b) waivers’ and/or 1915 (c); and/or 1915 (i) 
accordingly 


If the State pursues LTSS as part of the MCO expansion, BerryDunn will assist the State in 


preparing the necessary documents that meet CMS requirements for obtaining proper authority 


under the waiver programs. As noted through the Q&A process, BerryDunn will focus on 


providing recommendations for a new design. The BerryDunn team will base these 


recommendations on best practices from other states that have used CMS waiver authority to 


include LTSS in their Managed Care programs. In addition to best practices and experiences 


from other states, BerryDunn encourages working with CMS during this phase of the project to 


keep them informed of the desired approach and the State’s progress in planning the expansion 


to LTSS populations. Based on past experience with CMS, BerryDunn has found that engaging 


CMS early and consistently throughout the project leads to better outcomes upon official 


submission of waivers.  


 


The significant evaluation work leading up to this point in the project will help serve as a 


foundation for the waiver process, regardless of the waiver type. BerryDunn will leverage the 


analysis work completed in the evaluation and research waiver options for LTSS that are used 


by other states. In addition, we will look at the outcomes of those waivers compared to the 


State’s success criteria for its MCO expansion.  


 


By looking at the lessons learned from other states through the lens of the State’s success 


criteria, BerryDunn will be able to identify design features that are most important to the State. 


This extra step is important when designing a complex program such as this because trade-offs 


are frequently required. Providing the understanding of which trade-offs are important will help 


the State with the waiver design.  
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BerryDunn’s research will also include researching recommendations and available technical 


assistance from CMS. This will help BerryDunn develop findings based on the review of waiver 


options.  


 


BerryDunn will use the research to develop two artifacts for the State, a Waiver Memorandum 


and presentation for the State. These documents will outline the pros and cons for a waiver 


design. Both of these documents, consistent with all BerryDunn deliverables, will undergo a 


BerryDunn QA review and engagement manager review prior to delivery to the State. 


BerryDunn will walk through these documents with the State and make changes to address any 


State comments. BerryDunn will submit these deliverables for State approval.  


3.5.9 With assistance from state staff develop a transition plan for the MCO expansion 


BerryDunn will work with the State to develop a transition plan for the MCO expansion. Similar 


to the MCO expansion project plan, our team will apply best practices to develop the transition 


plan with the State. Knowing the importance of having a solid plan, we will work through the 


planning necessary to develop the transition plan that will help the success of the transition for 


MCO expansion.  


 


We will use the results of the financial analyses conducted in Section 3.2.3, 3.4, and 3.6 to 


inform our development of the transition plan. The plan will include an approach to reorganize 


State resources based on any state responsibilities that may be delegated to the Managed Care 


plans. Once the pattern of organizational changed is mapped out, we will incorporate tasks in 


the work plan described in section 3.5.2 to support the change management activities, helping 


make the work in this area more manageable and support the tough decisions that will be in 


regards to organizational change. 


 


Our team has considerable experience with change management techniques and will assist 


DHCFP staff with transition strategies that effectively manage the impacts of the MCO 


expansion transformation on the other agencies that provide billable administrative and medical 


services. Understanding the changes that will occur such as potential downsizing of staff, 


reorganization of state business units, realignment or merging business functions such as 


oversight and authorization, merging of business areas to improve efficiency and reduce cost, 


MOUs between state agencies to use state resources more efficiently, and other results 


identified through this project are key to successful change management.  


 


Project leadership requires the support of executive management to achieve buy-in for changes 


from division managers and other State employees impacted by the change. Successful change 


management depends on buy-in and buy-in is achieved through effective communication. It is 


critical to the success of any resulting reorganization that all parties involved understand what is 


changing, how it will change, what it means to them, and what the outcome for the individual 


and their business unit will be. The business units involved should be provided with the 


information needed to assess their options and support the project. 
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BerryDunn will start the process for developing the transition plan by developing a transition 


plan DED (D07). The team will review the DED with the State to collaboratively agree to the 


type of content that is to be included in the transition plan and set common expectations. The 


BerryDunn team anticipates that the transition plan will address the transition process with 


topics such as readiness for the transition, specific information for the transition from FFS to 


Managed Care, and enrollment.  


 


After agreeing on the DED, BerryDunn will build the transition plan (D08) based on information 


collected during the discussion of the DED. Prior to submitting this deliverable to the State, the 


transition plan will undergo a QA and engagement manager review. BerryDunn will deliver the 


transition plan to the State and walk through the plan with the State. If they State has any 


comments that need to be addressed, BerryDunn will make those changes and submit the plan 


for State approval.  
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3.6 Identify the potential loss of revenue to the Medicaid agency  


 


The impact upon revenues from any expansion of the Managed Care program has to be 


assessed in the context of the rest of the State’s Medicaid program since the expansion will 


have positive and negative effects on the rest of the program. Any proposed expansion of the 


Managed Care program will see a reduction in the FFS populations that will be migrated to 


Managed Care. We will assess what change in revenues will come from the FFS program and 


weigh those against the impact on revenues from the expanded Managed Care program.  


 


We will review the State’s claims data, CMS 64 reporting, and available information on IGT, 


CPE, and drug rebates. We will also review the analysis completed by an actuary hired by the 


State that was used to submit a fiscal note submitted for AB310 during the 2015 Nevada 


Legislative session. We will assess the potential savings for Nevada’s entire Aged, Blind and 


Disabled population and analyze the potential cash flow problems that the “claims tail” 


requirement (i.e., to pay FFS claims at the same time a capitated payment is made to the MCO 


plans) could cause the State.  


 


One revenue source that will be affected by any expansion in the MCO program is the UPL 


Supplemental Payment program. That is because UPL is computed based only on FFS days in 


a hospital or other institutional setting. So, transitioning populations from FFS to Managed Care 


means fewer FFS days and lower potential UPL supplemental payments. We will assess how 


large will be the shift in inpatient days from FFS to Managed Care. If the shift will be large 


enough, the loss of UPL payments could outweigh the savings the State will realizes through 


expansion of the MCO. We will have to look closely at the type of populations that will be 


migrated to Managed Care. For example, if a higher-cost population such as individuals with 


disabilities account for a significant share of hospital days, transitioning this population into 


Managed Care could have a significant effect on the UPL. 


 


One of the things we may want to consider if it appears that the loss in UPL funds will be 


significant is to delay the expansion until the State can get a Section 1115 waiver. Florida was 


granted a waiver that preserved some of its UPL supplemental payments. Texas was granted 


an 1115 demonstration waiver that allows the state to expand its Managed Care program, 


including inpatient hospital care, while preserving the hospital revenue made through UPL 


supplemental payments. Under the terms of the agreement, existing UPL supplemental 


payments (along with DSH payments and Managed Care savings) will be used to fund an 


uncompensated care pool and a Delivery System Reform Incentive Payment (DSRIP) pool to 


incentivize improvements in service delivery. Under the approved waiver uncompensated care 


payments will be limited to the actual cost of uncompensated care, and DSRIP payments will be 


contingent on demonstrated improvements in care coordination and quality based on predefined 


metrics. 


 


We will also look at the drug rebate program to assess what will be the impact on it from the 


proposed expansion of Managed Care. The ACA had a significant impact on the drug rebate 
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program by expanding it to cover MCOs. To collect the drug rebates states must collect 


accurate and timely drug utilization data from MCOs, implement procedures to invoice 


manufacturers, and collect these rebates. Based on the available data, it appears that 


DHCFP has done a good job of collecting from MCOs the data needed to claim the drug 


rebates. During FY2014, Nevada collected $19.5 million in drug rebates – 93% of the $20.9 


million invoiced. We will review the current MCO drug rebate data and assess whether 


expansion of the MCO program may have an impact on drug rebates. 


 


We will discuss with DHCFP about what type of assumptions we should use to determine any 


decreases in revenue based on the population/services or location that will be included in the 


recommended MCO expansion. We will then do a thorough review of all current claiming – 


Disproportionate Share Hospital (DSH), UPL, CPEs from other state and county agencies, 


administrative claiming from other state and county agencies, FFS claiming for state and county 


agencies, and MCO claims. We will assess what will be the impacts on these programs. Clearly 


there will be impact on UPL, FFS and drug rebate claiming, but we will assess what other 


impacts there may be from the proposed expansion of the MCOs.  


 


Following completion of this revenue analysis, we will incorporate it into the cost benefit analysis 


under Section 3.2.3.  
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3.7 Assist in the initial procurement process of MCO vendors  


3.7.1 Develop Request for Information to solicit interested MCO vendors 


Utilizing information and documents developed through the course of the project, we will 


develop a Request for Information (RFI) deliverable (D02) to solicit interested MCO vendors for 


DHCFP. BerryDunn has extensive experience developing RFIs and other procurement 


documents for our government clients. We have been assisting government clients for over 20 


years to conduct complex and strategic vendor procurements.  


 


The goals for this activity include: 


1) Gathering information from the MCO vendor community to better plan the procurement 


of a potential MCO expansion in Nevada 


2) Gathering information from the MCO vendor community to subsequently develop an 


effective Request for Proposal (RFP) document for MCO expansion 


3) Increasing awareness in the MCO industry of Nevada’s expansion plans to help ensure 


a highly competitive procurement should DHCFP proceed with the MCO vendor 


procurement process  


A competitive procurement helps ensure that viable alternatives for MCOs are available for 


providing high value and low costs for the State of Nevada. As part of this RFI development 


task, we will also contact MCOs to let them know about the RFI and encourage them to 


respond. Our work on the project with DHCFP and our past experience analyzing MCO 


expansion will help us develop an effective RFI document.  


3.7.2 Review Request for Information submissions by interested vendors 


We will plan to assist DHCFP to review the RFI submissions received from interested MCO 


vendors. As part of developing the RFI document, we will provide advice to DHCFP to help 


ensure that we receive as much valuable information as possible. Based on our experience, we 


will provide advice and direct hands on development work in regards to RFI content, timing, and 


the submission process.  


 


As part of our review of RFI submissions from interested vendors, we will develop an analysis of 


each respondent’s submission as well as a summary analysis of the submissions to help 


DHCFP learn from the RFI process. Since an RFI submission is a non-binding response that is 


used for information purposes only, the analysis of each respondent’s submission will focus on 


gleaning key pieces of information that will be helpful in structuring the subsequent RFP and 


MCO procurement process. A detailed analysis of each vendor’s strengths and weaknesses is 


not necessary since it is non-binding and vendor responses could change later when they 


respond to a binding RFP.  


 


The summary analysis of all MCO vendor responses will be beneficial in developing the RFP to 


procure MCO vendors. The analysis will provide key evaluation criteria and metrics in areas 
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such as MCO program structure, populations and geography, providers and access to care, 


MCO oversight and compliance, federal and state requirements, and contract terms and 


payment structure to incentivize MCO vendors to reduce costs and provide quality care. We will 


review the summary analysis with DHCFP staff prior to beginning work to develop the RFP 


document.  


3.7.3 Assist in drafting the Request for Proposal to procure MCO vendors in Nevada  


If the State approves MCO expansion, the BerryDunn team will be pleased to provide 


assistance to DHCFP to draft an RFP to procure MCO vendors. We will work with DHCFP to 


determine the level of assistance DHCFP desires for this work. For planning purposes, we have 


allocated 50 hours for this activity. Having developed hundreds of RFP documents for 


government clients for a wide variety of procurements, we will utilize our knowledge and 


experience with our work in the earlier phases of the project to assist DHCFP in the MCO 


expansion RFP development process.  


 


Successfully procuring and implementing expansion of Medicaid MCO program will require 


effective planning and execution of numerous activities, including issuing an effective RFP 


document. Some key attributes of an effective RFP document include: 


1) Clearly articulated goals of the procurement 


2) Well documented requirements that reflect the needs of DHCFP 


3) A structured, realistic, and clear plan to implement the expanded MCO program 


4) Fairness that encourages multiple responses and competition to obtain the best possible 


value for the citizens of Nevada 


5) Expected contract terms and conditions for the resulting contact with vendors 


6) A well written procurement process, schedule, and evaluation process  


7) A cost response section that helps ensure proposed vendor costs are understood and 


align with the goals of the program 


We will work with DHCFP in a collaborative process to assist with the RFP development 


process, leveraging our work for the State of West Virginia related to their procurement of MCO 


vendors. 


 


Although assisting DHCFP with the RFP document concludes this initial requested scope of 


work, we would be pleased to continue assisting with the procurement of MCO vendors and 


providing project management services during the implementation of the MCO program 


expansion. We have assisted many states with professional project management services to 


transition many new, large-scale programs and initiatives, and would be happy to provide 


additional details on these services and how we can help Nevada to succeed with its MCO 


expansion, if this is the path the State decides to take. 
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On the following pages, we have provided our initial project work plan, which we will further 


elaborate based on input from the State over the course of the contract. This work plan provides 


target timelines, predecessor and successor linkages across project tasks, and assumptions 


regarding dates for external events that impact the timing of our work. The work plan is built to 


align with the format of the RFP, and is broken out by the same section headings used in the 


State’s RFP.  


 







ID Task 
Mode


Task Name Duration Start Finish Predecessors Successors


1 Nevada Managed Care Expansion Project 567 days Wed 5/11/16 Thu 7/12/18


2 M: Project Start 0 days Wed 5/11/16 Wed 5/11/16 4,5,7,27,14,18,32,33


3 Task 1: Project Initiation 14 days Wed 5/11/16 Mon 5/30/16


4 Initial Kick off call 1 day Wed 5/11/16 Wed 5/11/16 2


5 Set up KnowledgeLink Site 2 days Wed 5/11/16 Thu 5/12/16 2


6 D01: Project Management Plan 12 days Wed 5/11/16 Thu 5/26/16


7 Develop Draft PM Plan 5 days Wed 5/11/16 Tue 5/17/16 2 8


8 QA and Internal Review of PM Plan 3 days Wed 5/18/16 Fri 5/20/16 7 9,15


9 Review PM Plan with the State 1 day Mon 5/23/16 Mon 5/23/16 8 10


10 Make updates to PM Plan based on State feedback 2 days Tue 5/24/16 Wed 5/25/16 9 11


11 Obtain State Approval on PM Plan 1 day Thu 5/26/16 Thu 5/26/16 10 12


12 M: Completion of D01: BerryDunn Project Management
Plan


0 days Thu 5/26/16 Thu 5/26/16 11 23


13 Kick Off Meeting 14 days Wed 5/11/16 Mon 5/30/16


14 Schedule Kick off 1 day Wed 5/11/16 Wed 5/11/16 2 15


15 Develop materials for Formal Kick off 5 days Mon 5/23/16 Fri 5/27/16 8,14 16


16 Conduct Formal Kick off 1 day Mon 5/30/16 Mon 5/30/16 15 23


17 Documentation Request 14 days Wed 5/11/16 Mon 5/30/16


18 Develop Documentation Request 3 days Wed 5/11/16 Fri 5/13/16 2 19


19 Submit Documentation Request 1 day Mon 5/16/16 Mon 5/16/16 18 20


20 State Assembles Needed Documentation 9 days Tue 5/17/16 Fri 5/27/16 19 21


21 State Delivers Documentation 1 day Mon 5/30/16 Mon 5/30/16 20 22


22 M: Documentation Request Complete 0 days Mon 5/30/16 Mon 5/30/16 21 23


23 M: Completion of Task 1: Project Initiation 0 days Mon 5/30/16 Mon 5/30/16 12,16,22 25


24 Task 2: Evaluate Current Medicaid Managed Care 
Program (3.1)


28 days Wed 5/11/16 Fri 6/17/16


25 M: Start Task 2 (RFP Work in 3.1) 0 days Mon 5/30/16 Mon 5/30/16 23 28


26 3.1.1 Recommend revisions to strengthen and 
improve the Division’s oversight, recommendations 
must comply with federal and state requirements;


26 days Wed 5/11/16 Wed 6/15/16


27 Evaluate State and federal requirements and publicly 
available material


3 days Wed 5/11/16 Fri 5/13/16 2 29


28 Review documentation related to MCO program 
oversight delivered by the State


5 days Tue 5/31/16 Mon 6/6/16 25 29


29 Develop recommendations based on document review 5 days Tue 6/7/16 Mon 6/13/16 28,27 30
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ID Task 
Mode


Task Name Duration Start Finish Predecessors Successors


30 Internal Review of Recommendations 2 days Tue 6/14/16 Wed 6/15/16 29 39


31 3.1.2 Recommend revisions to the MCO contract as it 
relates to improving program oversight and 
compliance;


15 days Wed 5/11/16 Tue 5/31/16


32 Evaluate State and federal contracting requirements 3 days Wed 5/11/16 Fri 5/13/16 2 34


33 Review Current MCO Contracts 10 days Wed 5/11/16 Tue 5/24/16 2 34


34 Develop recommendations based on document review 3 days Wed 5/25/16 Fri 5/27/16 32,33 35,37


35 Internal review of Recommendations 2 days Mon 5/30/16 Tue 5/31/16 34 39


36 3.1.3 Recommend revisions to contract terms and 
payment structure to incentivize MCO vendors to 
reduce costs through pay for performance measures.


15 days Mon 5/30/16 Fri 6/17/16


37 Develop recommendations based on review of the 
MCO contracts under 3.1.2


3 days Mon 5/30/16 Wed 6/1/16 34 38


38 Internal review of recommendations 2 days Thu 6/2/16 Fri 6/3/16 37 39


39 Review all recommendations from 3.1 with the State 
Includes Prep and Follow up


2 days Thu 6/16/16 Fri 6/17/16 30,35,38 40


40 M: Completion of Task 2 (RFP Work 3.1) 0 days Fri 6/17/16 Fri 6/17/16 39 42,192,107,100


41 Task 3: Develop Recommendations For Managed Care 
Expansion (3.2)


84 days Wed 5/11/16 Mon 9/5/16


42 M: Formal Start of Task 3.2 0 days Fri 6/17/16 Fri 6/17/16 40 44


43 3.2.1 Recommendations may be based on population,
geographical location and/or services such as Long 
Term Support Services


40 days Mon 6/20/16 Fri 8/12/16


44 Review Data Made Available by State through 
Documentation Request


10 days Mon 6/20/16 Fri 7/1/16 42 45


45 Identify Gaps in Data 2 days Mon 7/4/16 Tue 7/5/16 44 46


46 Work with State to Fill Data Gaps 10 days Wed 7/6/16 Tue 7/19/16 45 47


47 Review Additional Data provided by State 5 days Wed 7/20/16 Tue 7/26/16 46 55,48,186


48 Develop recommendations for scope and structure of 
expansion


10 days Wed 7/27/16 Tue 8/9/16 47 49,51,53


49 Internal review of recommendations 3 days Wed 8/10/16 Fri 8/12/16 48


50 3.2.2 Recommendations may be a phase in approach 
to limit financial cash flow concerns and/or adverse 
impact;


19 days Wed 8/10/16 Mon 9/5/16


51 Develop recommendations tied to expansion based on 
review of materials submitted by the State


10 days Wed 8/10/16 Tue 8/23/16 48 52


52 Internal Review of Recommendations 3 days Wed 8/24/16 Fri 8/26/16 51 53
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ID Task 
Mode


Task Name Duration Start Finish Predecessors Successors


53 Review recommendations with the State this includes 
prep and follow up for the review with the State 
(includes recommendations from 3.2.1 and 3.2.3)


3 days Thu 9/1/16 Mon 9/5/16 52,55,57,48 60,73,77


54 3.2.3 With assistance from state staff 
recommendation(s) must contain a cost benefit 
analysis which includes the potential loss of revenue 
to state agencies as well as Intergovernmental 
Transfer of Funds, Certified Public Expenditures and 


26 days Wed 7/27/16 Wed 8/31/16


55 Develop recommendations specific to CBA based on 
findings from research conducted in 3.2.1


5 days Wed 7/27/16 Tue 8/2/16 47 56,53


56 Consolidate findings from Analysis conducted in 
Section 3.6 into CBA


10 days Mon 8/15/16 Fri 8/26/16 55,189 57


57 Internal Review of CBA 3 days Mon 8/29/16 Wed 8/31/16 56 53,116


58 M: Completion of Task 2 0 days Wed 5/11/16 Wed 5/11/16 107


59 Task 4: Evaluate Impact of Managed Care Expansion (3.3121 days Mon 6/20/16 Mon 12/5/16


60 M: Formal Start of Task 3.3 0 days Mon 9/5/16 Mon 9/5/16 53 63


61 3.3.1 Assist state staff in identifying the potential 
impact to communities through the continuation of 
town hall meetings to gather public and stakeholder’s


27 days Tue 9/6/16 Wed 10/12/16


62 3.3.1.1 These meetings are currently being 
conducted by state staff; 


3 days Tue 9/6/16 Thu 9/8/16


63 Review relevant federal requirements that impact 
comprehensiveness of and any federal requirements
for sessions


2 days Tue 9/6/16 Wed 9/7/16 60 64


64 Review Schedule of sessions that have been / will 
be conducted against state geographic and 
demographic data


1 day Thu 9/8/16 Thu 9/8/16 63 66


65 3.3.1.2 Assessment of the information gathered and
a report of the findings/results will need to be 
completed 


15 days Fri 9/9/16 Thu 9/29/16


66 Analyze outcomes from sessions 10 days Fri 9/9/16 Thu 9/22/16 64 67


67 Develop findings based on analysis 5 days Fri 9/23/16 Thu 9/29/16 66 69


68 3.3.1.3 The state is open to any other 
recommendations the vendor may have in this area
depending on the state’s available resources and 
timeline.


9 days Fri 9/30/16 Wed 10/12/16


69 Develop additional recommendations beyond those 
identified in Section 3.1.1.2


3 days Fri 9/30/16 Tue 10/4/16 67 70


70 Internal review of all recommendations (inclusive of 
3.3.1.2 and 3.3.1.3)


3 days Wed 10/5/16 Fri 10/7/16 69 71
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ID Task 
Mode


Task Name Duration Start Finish Predecessors Successors


71 Review recommendations with the State 3 days Mon 10/10/16 Wed 10/12/16 70 114,98


72 3.3.2 With assistance from state staff identify the 
potential impact to recipients, data regarding MCO 
adequacy of providers and access to care in Nevada 
is available; 


13 days Tue 9/6/16 Thu 9/22/16


73 Review documentation provided by the State in 
response to Documentation Request 


5 days Tue 9/6/16 Mon 9/12/16 53 74


74 Develop Findings 5 days Tue 9/13/16 Mon 9/19/16 73 75,85


75 Internal Review of Findings 3 days Tue 9/20/16 Thu 9/22/16 74 93


76 3.3.3 Identify the potential impact to providers 13 days Tue 9/6/16 Thu 9/22/16


77 Review documentation provided by the State in 
response to Documentation Request 


5 days Tue 9/6/16 Mon 9/12/16 53 78


78 Develop Findings 5 days Tue 9/13/16 Mon 9/19/16 77 79,81


79 Internal Review of Findings 3 days Tue 9/20/16 Thu 9/22/16 78 93


80 3.3.4 With assistance from state staff, identify the 
potential impact to local government as it relates to 
reimbursement for administrative and medical 


11 days Tue 9/20/16 Tue 10/4/16


81 Review documentation provided by the State in 
response to Documentation Request


5 days Tue 9/20/16 Mon 9/26/16 78 82


82 Develop Findings 3 days Tue 9/27/16 Thu 9/29/16 81 83,89


83 Internal Review of Findings 3 days Fri 9/30/16 Tue 10/4/16 82 93


84 3.3.5 With assistance from state staff, identify the 
potential impact to Native American tribes;


11 days Tue 9/20/16 Tue 10/4/16


85 Review documentation provided by the State upon 
discussion in quarterly outreach sessions through the 
DCHFP Tribal Liaison 


5 days Tue 9/20/16 Mon 9/26/16 74 86


86 Develop Findings 3 days Tue 9/27/16 Thu 9/29/16 85 87


87 Internal Review of Findings 3 days Fri 9/30/16 Tue 10/4/16 86 93


88 3.3.6 With assistance from state staff, identify the 
potential impact to state agencies that provide 
billable administrative and medical services such as 
potential downsizing of staff, etc.; 


11 days Fri 9/30/16 Fri 10/14/16


89 Review documentation provided by the State in 
response to Documentation Request 


5 days Fri 9/30/16 Thu 10/6/16 82 90


90 Develop Findings 3 days Fri 10/7/16 Tue 10/11/16 89 91,93


91 Internal Review of Findings 3 days Wed 10/12/16 Fri 10/14/16 90
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ID Task 
Mode


Task Name Duration Start Finish Predecessors Successors


92 3.3.7 Report any potential impact the state may not be
aware of and should consider based on the vendor’s 
experience and/or knowledge of other states’ MCO 
expansion.


121 days Mon 6/20/16 Mon 12/5/16


93 Conduct Internal Brainstorming Sessions to elicit 
feedback from internal project team


2 days Wed 10/12/16 Thu 10/13/16 90,87,83,79,75 95,94


94 Conduct environmental scan of other States' MCO 
Expansion projects


5 days Fri 10/14/16 Thu 10/20/16 93 95


95 Develop findings 3 days Fri 10/21/16 Tue 10/25/16 93,94 96


96 Internal review of findings 3 days Wed 10/26/16 Fri 10/28/16 95 97


97 Review all findings from work conducted under 
Sections 3.3.2 through 3.3.7 with the State


3 days Mon 10/31/16 Wed 11/2/16 96 114,98


98 M: Completion of Impact Analysis 0 days Wed 11/2/16 Wed 11/2/16 97,71 107


99 D02: Impact Assessment Deliverable Expectation 
Document


12 days Mon 6/20/16 Tue 7/5/16


100 Develop Impact Assessment Deliverable Expectation
Document (inclusive of an outline / template)


4 days Mon 6/20/16 Thu 6/23/16 40 101


101 Internal Review / QA of Impact Assessment DED 2 days Fri 6/24/16 Mon 6/27/16 100 102


102 Review Impact Assessment DED with State 3 days Tue 6/28/16 Thu 6/30/16 101 103


103 Make updates based on State feedback 2 days Fri 7/1/16 Mon 7/4/16 102 104


104 Obtain state approval of DED 1 day Tue 7/5/16 Tue 7/5/16 103 105


105 M: Completion of D02: Impact Assessment DED 0 days Tue 7/5/16 Tue 7/5/16 104 107


106 D03: MCO Expansion Impact Assessment 23 days Thu 11/3/16 Mon 12/5/16


107 Integrate Findings and recommendations from 
Sections 3.1, 3.2, 3.3, 3.4, and 3.6 into Impact 
Assessment template


3 days Thu 11/3/16 Mon 11/7/16 40,130,206,98,58,105 108


108 Develop Remaining Impact Assessment Narrative 
Content (inclusive of executive summary for 
presentation to Legislature)


10 days Tue 11/8/16 Mon 11/21/16 107 109


109 Internal Review / QA of Impact Assessment 3 days Tue 11/22/16 Thu 11/24/16 108 110


110 Review Impact Assessment with the State 3 days Fri 11/25/16 Tue 11/29/16 109 111


111 Make updates based on State feedback 3 days Wed 11/30/16 Fri 12/2/16 110 112


112 Obtain State approval of Impact Assessment 1 day Mon 12/5/16 Mon 12/5/16 111 113


113 M: Completion of D03: MCO Expansion Impact 
Assessment


0 days Mon 12/5/16 Mon 12/5/16 112 114


114 M: Completion of Task 4 (RFP Work 3.3) 0 days Mon 12/5/16 Mon 12/5/16 97,71,113 135
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ID Task 
Mode


Task Name Duration Start Finish Predecessors Successors


115 Task 5: With assistance from state staff identify ways to 
leverage existing resources if MCO expansion occurs, 
such as but not limited to:(3.4)


45 days Wed 8/31/16 Wed 11/2/16


116 M: Start Task 5 (RFP Work 3.4) 0 days Wed 8/31/16 Wed 8/31/16 57 118


117 3.4.1 Certified Public Expenditures; 16 days Thu 9/1/16 Thu 9/22/16


118 Review documentation provided by the State in 
response to Documentation Request 


10 days Thu 9/1/16 Wed 9/14/16 116 119


119 Develop recommendations based on analysis of 
documentation from State


3 days Thu 9/15/16 Mon 9/19/16 118 120,122


120 Internal Review of Recommendations 3 days Tue 9/20/16 Thu 9/22/16 119 129


121 3.4.2 Intergovernmental Transfer of Funds; and 16 days Tue 9/20/16 Tue 10/11/16


122 Review documentation provided by the State in 
response to Documentation Request 


10 days Tue 9/20/16 Mon 10/3/16 119 123


123 Develop recommendations based on analysis of 
documentation from State


3 days Tue 10/4/16 Thu 10/6/16 122 124,126


124 Internal Review of Recommendations 3 days Fri 10/7/16 Tue 10/11/16 123 129


125 3.4.3 Provider Tax and Assessments. 19 days Fri 10/7/16 Wed 11/2/16


126 Review documentation provided by the State in 
response to Documentation Request 


10 days Fri 10/7/16 Thu 10/20/16 123 127


127 Develop recommendations based on analysis of 
documentation from State


3 days Fri 10/21/16 Tue 10/25/16 126 128


128 Internal Review of Recommendations 3 days Wed 10/26/16 Fri 10/28/16 127 129


129 Review Recommendations with the State 3 days Mon 10/31/16 Wed 11/2/16 128,120,124 130


130 M: Completion of Task 5 (RFP Work 3.4) 0 days Wed 11/2/16 Wed 11/2/16 129 107


131 Task 6: MCO Expansion Project Management (3.5) 409 days Tue 12/6/16 Fri 6/29/18


132 M: Formal Start of Task 6 (RFP Work Section 3.5) 0 days Mon 7/3/17 Mon 7/3/17 236 150


133 3.5.1 Develop and design the project plan upon 
approval of a MCO expansion.


179 days Tue 12/6/16 Fri 8/11/17


134 D04: MCO Expansion Project Management Plan DED10 days Tue 12/6/16 Mon 12/19/16


135 Develop MCO Expansion Project Management Plan 
Deliverable Expectation Document (DED) 


2 days Tue 12/6/16 Wed 12/7/16 114 136


136 Internal Review and QA of DED 2 days Thu 12/8/16 Fri 12/9/16 135 137


137 Review DED with State 3 days Mon 12/12/16 Wed 12/14/16 136 138


138 Make updates based on State feedback 2 days Thu 12/15/16 Fri 12/16/16 137 139


139 Obtain State Approval of DED 1 day Mon 12/19/16 Mon 12/19/16 138 140


140 M: Completion of D04: MCO Expansion Project 
Management Plan DED


0 days Mon 12/19/16 Mon 12/19/16 139 142,156,158
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ID Task 
Mode


Task Name Duration Start Finish Predecessors Successors


141 D05: MCO Expansion Project Management Plan 159 days Tue 1/3/17 Fri 8/11/17


142 Consolidate content developed under sections 3.5.3,
3.5.4, and 3.5.9 into the template


2 days Tue 1/3/17 Wed 1/4/17 156,158,140 143


143 Develop remaining content to complete MCO 
Expansion Project Management Plan


5 days Thu 1/5/17 Wed 1/11/17 142 145


144 Consolidate Content from work plan into Project 
Management Plan


2 days Thu 7/27/17 Fri 7/28/17 152 145


145 Internal Review and QA of Plan 3 days Mon 7/31/17 Wed 8/2/17 143,144 146


146 Review MCO Expansion Project Management Plan 
with the State 


3 days Thu 8/3/17 Mon 8/7/17 145 147


147 Make updates based on State Feedback 3 days Tue 8/8/17 Thu 8/10/17 146 148


148 Obtain State Approval of the MCO Expansion 
Project Management Plan


1 day Fri 8/11/17 Fri 8/11/17 147 184


149 3.5.2 Assist in the completion of a timeline for 
implementation of the approved plan and identify 
critical path(s).


18 days Mon 7/3/17 Wed 7/26/17


150 Develop Assumptions for Work Plan 5 days Mon 7/3/17 Fri 7/7/17 132 151


151 Review Assumptions that underlie the work plan with 
the State Project Team


3 days Mon 7/10/17 Wed 7/12/17 150 152


152 Develop Work Plan 10 days Thu 7/13/17 Wed 7/26/17 151 144


153 3.5.3 Ensure project is completed within approved 
timeframe(s) and/or notify management of delay(s), 
reason for any delay(s), and possible solutions to 
resolve any delay(s).


260 days Mon 7/3/17 Fri 6/29/18


154 Provide ongoing management of Work Plan through 
monthly status meetings described in Section 3.5.6 


260 days Mon 7/3/17 Fri 6/29/18 236 184


155 3.5.4 Identify stakeholders. 5 days Tue 12/20/16 Mon 12/26/16


156 Develop Stakeholder Inventory for inclusion in the 
project management plan 


5 days Tue 12/20/16 Mon 12/26/16 140 142


157 3.5.5 Design and manage communication plan. 10 days Tue 12/20/16 Mon 1/2/17


158 Develop Communication Plan as component of the 
MCO Expansion Project Management Plan 


10 days Tue 12/20/16 Mon 1/2/17 140 142


159 3.5.6 Manage meetings. 260 days Mon 7/3/17 Fri 6/29/18


160 Provide ongoing Meeting Facilitation as requested by 
the State


260 days Mon 7/3/17 Fri 6/29/18 236 184


161 3.5.7 Manage and track status of tasks assigned to all 
parties involved.


260 days Mon 7/3/17 Fri 6/29/18


162 Track Action Items from meetings that the project team 
facilitates 


260 days Mon 7/3/17 Fri 6/29/18 236 184
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ID Task 
Mode


Task Name Duration Start Finish Predecessors Successors


163 3.5.8 In the event LTSS are recommended and 
approved as part of the MCO expansion, assist state 
staff in preparing the necessary documents that meet 
CMS’s requirements in obtaining proper authority 
under an federal waiver


24 days Mon 7/3/17 Thu 8/3/17


164 Research waiver options for LTSS used by other 
States and recommended by CMS


5 days Mon 7/3/17 Fri 7/7/17 236 166


165 Evaluate federal requirements for optimal waiver for LTS5 days Mon 7/3/17 Fri 7/7/17 236 166


166 Develop findings based on review of waiver options 5 days Mon 7/10/17 Fri 7/14/17 164,165 167


167 Develop LTSS Waiver memorandum 5 days Mon 7/17/17 Fri 7/21/17 166 168


168 Develop Slide Deck for use in presentation to the State 3 days Mon 7/24/17 Wed 7/26/17 167 169


169 Internal Review and QA of Slides and Memorandum 3 days Thu 7/27/17 Mon 7/31/17 168 170


170 Present Waiver memorandum to the State 3 days Tue 8/1/17 Thu 8/3/17 169


171 3.5.9 With assistance from state staff develop a 
transition plan for the MCO expansion.


32 days Wed 5/31/17 Thu 7/13/17


172 D06: Transition Plan DED 12 days Wed 5/31/17 Thu 6/15/17
173 Develop Draft Transition Plan DED 3 days Wed 5/31/17 Fri 6/2/17 234 174
174 Internal Review and QA of Transition Plan DED 3 days Mon 6/5/17 Wed 6/7/17 173 175
175 Review Transition Plan with State Team 3 days Thu 6/8/17 Mon 6/12/17 174 176
176 Make updates based on State feedback 2 days Tue 6/13/17 Wed 6/14/17 175 177
177 Obtain State Approval of D06:Transition Plan DED 1 day Thu 6/15/17 Thu 6/15/17 176 179
178 D07: Transition Plan 20 days Fri 6/16/17 Thu 7/13/17


179 Develop Draft Transition Plan 10 days Fri 6/16/17 Thu 6/29/17 177 180


180 Internal Review and QA of Transition Plan 3 days Fri 6/30/17 Tue 7/4/17 179 181


181 Review Transition Plan with State Team 3 days Wed 7/5/17 Fri 7/7/17 180 182


182 Make updates based on State feedback 3 days Mon 7/10/17 Wed 7/12/17 181 183


183 Obtain State Approval of D07:Transition Plan 1 day Thu 7/13/17 Thu 7/13/17 182 184


184 M: Completion of Task 6 (RFP Work 3.5) 0 days Fri 6/29/18 Fri 6/29/18 154,160,162,148,183 216


185 Task 7: With assistance from state staff identify the 
potential loss of revenue to the Medicaid agency such 
as IGT and drug rebates. (3.6)


13 days Tue 7/26/16 Fri 8/12/16


186 M: Start of Task 7 (RFP Work Task 3.6) 0 days Tue 7/26/16 Tue 7/26/16 47 187


187 Review Financial Documentation Delivered by the State 10 days Wed 7/27/16 Tue 8/9/16 186 188


188 Develop findings based on the Financial Doc Review 3 days Wed 8/10/16 Fri 8/12/16 187 189


189 M: Completion of Task 7 (RFP Work Task 3.6) 0 days Fri 8/12/16 Fri 8/12/16 188 56
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ID Task 
Mode


Task Name Duration Start Finish Predecessors Successors


190 Task 8: Assist in the initial procurement process of 
MCO vendors; (3.7)


261 days Mon 6/20/16 Mon 6/19/17


191 3.7.1 Develop Request for Information to solicit 
interested MCO vendors;


22 days Mon 6/20/16 Tue 7/19/16


192 Conduct background research to inform development 
of RFI


3 days Mon 6/20/16 Wed 6/22/16 40 194


193 D06: Request for Information 19 days Thu 6/23/16 Tue 7/19/16


194 Develop Draft RFI 10 days Thu 6/23/16 Wed 7/6/16 192 195


195 Internal Review and QA of draft RFI 3 days Thu 7/7/16 Mon 7/11/16 194 196


196 Review RFI with the State 3 days Tue 7/12/16 Thu 7/14/16 195 197


197 Update RFI based on State feedback 2 days Fri 7/15/16 Mon 7/18/16 196 198


198 Obtain State approval of RFI 1 day Tue 7/19/16 Tue 7/19/16 197 199


199 M: Completion of RFI 0 days Tue 7/19/16 Tue 7/19/16 198 213


200 3.7.2 Review Request for Information submissions by 
interested MCO vendors;


44 days Thu 9/1/16 Tue 11/1/16


201 Provide Q&A assistance to the State 3 days Thu 9/1/16 Mon 9/5/16 222 206


202 Review RFI Submissions 10 days Tue 10/4/16 Mon 10/17/16 223 203


203 Develop memorandum of findings from RFI Submission 5 days Tue 10/18/16 Mon 10/24/16 202 204


204 Internal Review and QA of memorandum 3 days Tue 10/25/16 Thu 10/27/16 203 205


205 Review memorandum with the State 3 days Fri 10/28/16 Tue 11/1/16 204 206


206 M: Completion of RFI Review Assistance 0 days Tue 11/1/16 Tue 11/1/16 205,201 213,107


207 3.7.3 Assist in drafting the Request for Proposal to 
procure MCO vendors in Nevada. 


14 days Wed 5/31/17 Mon 6/19/17


208 Review Draft RFP provided by the State 7 days Wed 5/31/17 Thu 6/8/17 234 209


209 Develop findings from review of draft RFP 3 days Fri 6/9/17 Tue 6/13/17 208 210


210 Internal Review and QA of findings 2 days Wed 6/14/17 Thu 6/15/17 209 211


211 Review findings with the State 2 days Fri 6/16/17 Mon 6/19/17 210 212


212 M: Completion of RFP Assistance 0 days Mon 6/19/17 Mon 6/19/17 211 213


213 M: Completion of Task 8 (RFP Work 3.9) 0 days Mon 6/19/17 Mon 6/19/17 199,206,212


214 Task 9: Project Closeout 9 days Mon 7/2/18 Thu 7/12/18


215 Closeout Summary 9 days Mon 7/2/18 Thu 7/12/18


216 Develop Draft Closeout Summary 5 days Mon 7/2/18 Fri 7/6/18 184 217


217 Internal Review of Closeout Summary 2 days Mon 7/9/18 Tue 7/10/18 216 218


218 Review Closeout Summary with the State 2 days Wed 7/11/18 Thu 7/12/18 217 219
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ID Task 
Mode


Task Name Duration Start Finish Predecessors Successors


219 M: Completion of Nevada MCO Project 0 days Thu 7/12/18 Thu 7/12/18 218


220 External Events That Impact Timeline 261 days Fri 7/1/16 Mon 7/3/17


221 State Plan for RFI 43 days Thu 9/1/16 Mon 10/31/16


222 M: State Plans to Issue RFI (described in RFP Task 3.7.1) 0 days Thu 9/1/16 Thu 9/1/16 223,201


223 RFI Open for response 23 days Thu 9/1/16 Mon 10/3/16 222 224,202


224 RFI Evaluation 20 days Tue 10/4/16 Mon 10/31/16 223


225 State Plan for Current Environment RFP 261 days Fri 7/1/16 Mon 7/3/17


226 M: State Plans to Issue MCO RFP (Current Environment) 
(Described in 3.7.3)


0 days Fri 7/1/16 Fri 7/1/16


227 M: Target completion date for negotiation of RFP Contract 0 days Wed 11/30/16 Wed 11/30/16


228 M: Managed Care Contract Targeted to be effective in 
new fiscal year (starting 7/1/2017)


0 days Mon 7/3/17 Mon 7/3/17


229 Legislative Session (2/1/2017 - 5/31/2017) 86 days Wed 2/1/17 Wed 5/31/17


230 State Team presents recommendations to legislature 5 days Wed 2/1/17 Tue 2/7/17 231


231 Legislature deliberates on expansion 22 days Wed 2/8/17 Thu 3/9/17 230 232


232 Legislature issues recommendation on expansion 11 days Fri 3/10/17 Fri 3/24/17 231 233


233 Legislature passes bill to expand MCO Program 0 days Fri 3/24/17 Fri 3/24/17 232


234 M: Conclusion of Legislative Session 0 days Wed 5/31/17 Wed 5/31/17 208,173


235 State MCO Implementation 0 days Mon 7/3/17 Mon 7/3/17


236 M: Nevada begins MCO Implementation 0 days Mon 7/3/17 Mon 7/3/17 132,154,160,162,164,165
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Company Profile – BerryDunn  
 


Question Response 


Company Name Berry Dunn McNeil & Parker (dba BerryDunn) 


Ownership Limited Liability Company 


State of incorporation Maine 


Date of incorporation 1974 


# of years in business 42 


List of top officers John Chandler, CPA – Managing Principal 


Renee Bishop, CPA – Vice President 


Janice Latulippe, CPA – Vice President 


Timothy Masse – Vice President 


Francis O’Shea, CPA – Secretary 


Location of company headquarters Portland, Maine 


Location of the office that will provide the services 
described in this RFP: 


Phoenix, Arizona and Portland, Maine 


Number of employees locally with the expertise to 
support the requirements identified in this RFP: 


0 


Number of employees nationally with the 
expertise to support the requirements in the RFP: 


40 


Location from which employees will be assigned 
for this project: 


Reno, Nevada; Phoenix, Arizona; and 
Portland, Maine 


 


Registration as a Foreign Corporation 


BerryDunn is registered with the Nevada Secretary of State as a Foreign Limited Liability 


Company. Our Commercial Registered Agent is the Corporation Service Company, located at 


2215-B Renaissance Drive, Las Vegas, Nevada 89119. 
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Registration with Nevada Secretary of State’s Office 
 


Question Response 


Nevada Business License Number: E0469922012-3 


Legal Entity Name: Berry Dunn McNeil & Parker, LLC 


 


Is the “Legal Entity Name” the same as vendor is doing business as? 


 


Yes  No X  


 


Our proposal is submitted under the name Berry Dunn McNeil & Parker, LLC, doing business as 


BerryDunn. 


Licensing Requirements 


BerryDunn understands this requirement and has verified that we maintain the licensing 


requirements necessary for conducting the proposed project work.  


Contracts with the State of Nevada  


Has the vendor ever been engaged under contract by a State of Nevada agency? 


 


Yes X No  


 


Question Response 


Name of State agency: University of Nevada, Las Vegas 


State agency contact name: Lori Temple 


Dates when services were performed: September 2012 to May 2013 


Type of duties performed: Strategic Technology Planning 


Total dollar value of the contract: $151,000 


 


Name of State agency: University of Nevada School of Medicine* 


State agency contact name: Jean Regan, CFO 


Dates when services were performed: June 2015 to October 2015 


Type of duties performed: Productive Study and Review of Cost-Based Rates 


Total dollar value of the contract: $144,643 


* BerryDunn is a subcontractor to the Baldacci Consulting Group for this engagement. 
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Employment with the State of Nevada  


Are you now or have you been within the last two years an employee of the State of Nevada, or 


any of its agencies, departments, or divisions? 


 


Yes  No X 


 


Disclosure  


Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 


criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 


involving a contract with the State of Nevada or any other governmental entity. Any pending 


claim or litigation occurring within the past six (6) years which may adversely affect the vendor’s 


ability to perform or fulfill its obligations if a contract is awarded as a result of this RFP must also 


be disclosed. 


  


Does any of the above apply to your company? 


 


Yes  No X 


 


Insurance Requirements 


Vendors must review the insurance requirements specified in Attachment E, Insurance 


Schedule for RFP 2103. Does your organization currently have or will your organization be able 


to provide the insurance requirements as specified in Attachment E. 


 


Yes X No  
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BerryDunn’s Company Background  


BerryDunn is national consulting and accounting firm with dedicated Government and 


Healthcare Finance and Accounting practices.  


 


 Our Government Consulting Commitment – BerryDunn’s Government Consulting Group 


is dedicated to serving state, municipal, and quasi-governmental agencies, including 


extensive work with state departments of public health, mental health, and 


developmental disabilities, as well as state Medicaid agencies. We support state health 


and human services agencies nationally to strengthen compliance with federal and state 


regulations; analyze, develop, and strengthen programs, policies, and procedures; 


streamline business processes; evaluate program and fiscal guidelines; plan for and 


implement new systems (e.g., Electronic Health Record, Medicaid, Data Warehouse, 


and others); evaluate integration needs with other systems; and assess data sharing 


needs. We continually monitor and evaluate the rules and regulations being promulgated 


by the CMS and work proactively with our clients to address current and emerging 


issues and regulatory requirements. 


 


 Healthcare Audit and Accounting Services – BerryDunn’s Healthcare Audit and 


Accounting team works with healthcare organizations—including those that are private, 


public, not-for-profit, and funded by federal and state programs—to address a range of 


financial, operational, and clinical challenges, including: 
 


o Evaluating third-party Medicare and Medicaid reimbursement opportunities 


o Providing rate setting assistance 


o Preparing cost reports 


o Providing modeling, sensitivity analyses, and budget analyses 


o Preparing for the ACA (and the resulting long-term reductions in funding)  


o Providing attestations 


Our team is able to leverage the expertise of members of our Healthcare Audit and 


Accounting team in working with long-term care providers, hospitals, provider groups, 


behavioral health organizations, Accountable Care Organizations (ACOs), and Federally 


Qualified Health Centers (FQHCs), as needed, to inform our work for DHCFP.  


Length of Experience Providing Similar Services 


BerryDunn has been in operation for 42 years and have maintained steady growth by providing 


consistent, high-quality services to our clients. Our clients value this stability when 


engaging BerryDunn to conduct important projects, such as the one being undertaken by the 


State of Nevada. We have been working with clients in the public sector since our consulting 


practice was founded over 25 years ago. As a firm, we are well versed in the areas of Managed 


Care, long-term services and supports, delivery system reform, and cost containment. Our 


clients benefit from the perspective that our experience with public, private, and non-profit 


clients affords us. 
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The following points highlight the strengths and qualifications BerryDunn brings to this project:  


 Our Dedication to Healthcare Transformation. BerryDunn has a dedicated Medicaid 


Healthcare Transformation practice area that specializes in helping states to mature 


Medicaid operations, support Medicaid innovation, and address state and federal 


regulatory requirements. Our team’s experience includes helping Medicaid agencies to 


define, fund, and implement initiatives that seek to improve health outcomes, as well as 


staying informed on both public and private initiatives that shape the Medicaid 


landscape. 


 Our Diverse and Experienced Team. The team that BerryDunn has formed for this 


project brings together a variety of perspectives, including Medicaid policy and service 


delivery, MCO experience, financial analysis, and data analytics. In addition to our 


proposed core team, BerryDunn has subject matter experts within our firm who we 


regularly turn to for their insights in areas such as healthcare finance. In this regard, the 


State not only benefits from the experience of our core project team, but also from the 


broader experience held by other members of the BerryDunn team. 


 Our Familiarity with Current Medicaid Trends. We make it a priority to stay up to date 


on issues and trends impacting state Medicaid agencies, payers, providers, and 


recipients of government funded healthcare. To that end, BerryDunn supports several 


industry organizations and conferences each year—through sponsorships, 


presentations, and attendance—that are focused on Medicaid and the current healthcare 


landscape, including: 


o American Health Care Association 


o Healthcare Financial Management Association (HFMA) 


o Healthcare IT Connect 


o Health Information Management Systems Society (HIMSS) 


o National Council for Behavioral Health 


o National Association of Medicaid Directors (NAMD) 


o National Association for Medicaid Program Integrity (NAMPI) 


o National Academy for State Health Policy (NASHP) 


o National Rural Health Association 


o The Medicaid Innovations Conference 


 


Financial Information 


BerryDunn’s financial information and documentation has been provided under separate cover 


in Part III: Confidential Financial Information.  
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Company Profile – Baldacci Group 
 


Question Response 


Company Name Foreside Enterprises LLC, d/b/a Baldacci 
Consulting Group 


Ownership LLC 


State of incorporation Maine 


Date of incorporation 2009 


# of years in business 5 


List of top officers Robert Baldacci 


Elizabeth Baldacci 


Location of company headquarters Portland, Maine 


Location(s) of the company offices: Portland, Maine 


Location of the office that will provide the services 
described in this RFP: 


Portland, Maine 


Number of employees locally with the expertise to 
support the requirements identified in this RFP: 


3 


Number of employees nationally with the 
expertise to support the requirements in the RFP: 


3 


Location from which employees will be assigned 
for this project: 


Portland, Maine 


Registration as a Foreign Corporation and the Nevada Secretary of State’s Office 


Baldacci Consulting Group is not currently registered with the State of Nevada, but agrees to 


obtain appropriate registrations, both as a foreign corporation and with the Secretary of State’s 


Office, prior to execution of an award. 
 


Question Response 


Nevada Business License Number: TBD 


Legal Entity Name: Foreside Enterprises, LLC 


 


Is the “Legal Entity Name” the same as vendor is doing business as? 


 


Yes  No X  


 


Services are provided under Baldacci Consulting Group. 
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Licensing Requirements 


N/A 


Contracts with the State of Nevada  


Has the vendor ever been engaged under contract by a State of Nevada agency? 


 


Yes X No  


 


Question Response 


Name of State agency: University of Nevada School of Medicine 


State agency contact name: Jean Regan, CFO 


Dates when services were performed: June 2015 to October 2015 


Type of duties performed: Productive Study and Review of Cost-Based 
Rates 


Total dollar value of the contract: $144,643 


Employment with the State of Nevada  


Are you now or have you been within the last two years an employee of the State of Nevada, or 


any of its agencies, departments, or divisions? 


 


Yes  No X 


 


Disclosure  


Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 


criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 


involving a contract with the State of Nevada or any other governmental entity. Any pending 


claim or litigation occurring within the past six (6) years which may adversely affect the vendor’s 


ability to perform or fulfill its obligations if a contract is awarded as a result of this RFP must also 


be disclosed. 


  


Does any of the above apply to your company? 


 


Yes  No X 
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Insurance Requirements 


Vendors must review the insurance requirements specified in Attachment E, Insurance 


Schedule for RFP 2103. Does your organization currently have or will your organization be able 


to provide the insurance requirements as specified in Attachment E. 


 


Yes X No  


 


Baldacci Consulting Group Company Background  


Baldacci Consulting Group was founded in 2012 and Bob Baldacci brings over a decade of 


experience of working in the Nevada Health and Human Services industry. He first began 


working in Nevada with the Washoe County Department of Social Services. Bob led a 


number of updates to the Department’s cost allocation plan (CAP), including updates to the 


plan’s descriptive language, which is approved by the federal government, along with the 


supporting financial processes that DSS had in place to match the narrative. Immediately 


thereafter, Bob led a project to move the department’s financial processes for the CAP to a 


Microsoft Access based solution. Bob has also led a number of other engagements in Nevada: 


 DHCFP: Beginning in 2009 (while working with a previous employer), Bob managed the 


day-to-day operations of a large and complex cost allocation project contracted through 


the DHCFP. DHCFP had recently been audited by CMS and the Office of the Inspector 


General (OIG). Through the course of this project, Bob led every aspect of the project 


that resulted in comprehensively updated narratives for DHCFP, Division of Aging and 


Disability Services (ADSD), Division of Mental Health Services (MHDS), Division of Child 


and Family Services (DCFS), and Division of Child and Family Services – Children 


Mental Health Division (DCFS-CMH). Bob then worked on the establishment of cost 


allocation plan software solutions for the above divisions. The output reports from this 


system, which Bob designed, were engineered to provide supporting documentation for 


all administrative claiming and rate setting functions performed at the divisions. Bob 


trained staff at DHCFP on how to review these reports when submitted by “sister 


agencies” for rates for activities those other agencies may provide, such as Case 


Management or Behavioral Health services.  


 Clark County Department of Family Services: Bob was first contacted by the Clark 


County Department of Family Services (DFS) in June 2011 when they faced a 


disallowance of approximately $9 million dollars in county funds from a review of their 


Targeted Case Management rate billing from 2008 and 2009. Bob developed a defense 


of the DFS practices using his extensive understanding of Medicaid regulations, the 


Nevada Medicaid State Plan, the Nevada State Medicaid Billing Manual, and cost 


allocation regulations. These inquiries were dropped after cognizant agency review of 


this defense and DFS did not have to return a dollar of scarce county funds. Baldacci 


Consulting Group was also selected in January 2015 to support the DFS CAP and 


Random Moment Time Study (RMTS). 
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 Mojave Adult, Child, and Family Services: Baldacci Consulting Group was also 


procured directly by Mojave Adult, Child, and Family Services in May 2012 to support 


their ongoing Targeted Case Management rate development. This was a process Bob 


had previously developed and helped Mojave implement. He has supported this process 


ever since and continues to enjoy a strong and productive relationship. In June 2015, 


BCG was selected by Mojave’s parent organization the University of Nevada School of 


Medicine (UNSOM) to conduct an agency wide review of clinical and case management 


staff productivity standards as well as Medicaid reimbursement practices.  


The Baldacci Consulting Group specializes in Medicaid issues and reimbursement. Members of 


the Baldacci Consulting Group’s team most recently worked on a large cost allocation 


development project with the State of Delaware Department of Health and Social Services 


(DHSS). This project consisted of major updates to a previously out-of-date and non-compliant 


cost allocation plan narrative at DHSS, together with technical expertise related to Medicaid rate 


setting and administrative claiming processes contained in the DHSS plan. Their team also 


helped to provide retroactive claim defenses and adjustments for DHSS as part of negotiations 


the department conducted with CMS. Baldacci Consulting Group has carried out similar 


Medicaid claiming engagements in Nevada, Louisiana, Virginia, and Oklahoma. 


 


The Baldacci Consulting Group’s 


team brings cost allocation and rate 


setting experience nationally, for 


clients in the states represented in 


the Figure B. 


  


 


 
Figure B: Map of Client States 


Services by Baldacci Consulting 


Group 


 


 


Length of Experience Providing Similar Services 


Baldacci Consulting Group was founded in 2012 and its principal, Bob Baldacci, brings over a 


decade of experience of performing services similar to the work proposed for DHCFP. The full 


background and history on Baldacci Consulting Group is included in the response above. 


 


Financial Information 


Baldacci Consulting Group’s financial information and documentation has been provided under 


separate cover in Part III: Confidential Financial Information. 
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Company Profile – Pogis 
 


Question Response 


Company Name Pogis 


Ownership Sole Proprietor 


State of incorporation New Mexico 


Date of incorporation 10/1/2007 


# of years in business 9 


List of top officers Tim R Emons, CEO/Owner 


Dorothy A Ball, Principal 


Location of company headquarters Corrales, NM 


Location(s) of the company offices: Albuquerque, NM 


Location of the office that will provide the services 
described in this RFP: 


Albuquerque, NM 


Number of employees locally with the expertise to 
support the requirements identified in this RFP: 


2 


Number of employees nationally with the 
expertise to support the requirements in the RFP: 


3 


Location from which employees will be assigned 
for this project: 


1 


Registration as a Foreign Corporation and with Nevada Secretary of State’s Office 


POGIS is not currently registered with the State of Nevada, but agrees to obtain appropriate 


registrations, both as a foreign corporation and with the Secretary of State’s Office, prior to 


execution of an award. 


  


Question Response 


Nevada Business License Number: N/A 


Legal Entity Name: N/A 


 


Is the “Legal Entity Name” the same as vendor is doing business as? 


 


Yes X No  
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Licensing Requirements 


N/A 


Contracts with the State of Nevada  


 


Yes  No X 


 


Employment with the State of Nevada  


Are you now or have you been within the last two years an employee of the State of Nevada, or 


any of its agencies, departments, or divisions? 


 


Yes  No X 


 


Disclosure  


Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 


criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 


involving a contract with the State of Nevada or any other governmental entity. Any pending 


claim or litigation occurring within the past six (6) years which may adversely affect the vendor’s 


ability to perform or fulfill its obligations if a contract is awarded as a result of this RFP must also 


be disclosed. 


  


Does any of the above apply to your company? 


 


Yes  No X 


 


Insurance Requirements 


Vendors must review the insurance requirements specified in Attachment E, Insurance 


Schedule for RFP 2103. Does your organization currently have or will your organization be able 


to provide the insurance requirements as specified in Attachment E. 


 


Yes X No  
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Pogis Company Background  


Pogis is a small business management consultancy with experts that consult regularly in the 


following areas:  


 Development, implementation, and evaluation of health reform policy 


 Medicaid Managed Care 


 Disease management 


 Pharmacy policy 


 Medicaid Information Technology Architecture (MITA)  


 Health Information Technology 


 Quality initiatives  


 Managed Care External Quality Review (EQRO) 


For the Nevada MCO Expansion project, Pogis will supply federal policy and Medicaid 


economics expertise to consult on this project as a subcontractor to BerryDunn. Pogis’ Principal, 


Dot Ball, will lend her expertise to the requirements of this project—including expertise gained 


from work with clients in 18 states on projects involving Medicaid policies, recipients, providers, 


MCOs, data, systems, financing and payment models, quality improvement methods, and 


research design and methodology.  


Length of Experience Providing Similar Services 


Pogis began providing consulting services in support of state Medicaid program projects in 


2007. For the past nine years, Pogis’ public and private sector consulting service and web-


based consulting support tools have grown across the country. Based in New Mexico, our 


company supports projects nationally. 


 


Since 2007, we have subcontracted with many companies to supply much needed expertise in 


Medicaid policy, programs, IT, and economics in 10 states for the purposes of assessing 


contract and regulatory compliance, feasibility, cost, business processes, policy and program 


planning, and system planning, design, development, implementation (DDI), and certification.  


 


Pogis project experience includes support for:  


 Four Medicaid Managed Care External Quality reviews (EQROs) 


 Two Medicaid Long Term Care Services and Supports projects 


 Four Medicaid state policy analysis projects 


 Two ARRA Medicaid planning and compliance projects – SMHP and EHR Incentive 


Programs 
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 Three MITA State Self-Assessments (SS-As) (2.0 and 3.0) projects and one MITA 3.0 


SS-A update 


 Four Medicaid MMIS DDI projects 


 Three ACA Medicaid planning and compliance projects 


 One Eligibility and Enrollment DDI project 


 Development and maintenance of the Medicaid Learning Center (MLC), as well as two 


other healthcare industry eLearning projects 


 Four additional software development projects for the healthcare industry 


 One statewide Health Information Exchange (HIE) Organization, Design and 


Implementation 


Financial Information 


Pogis’ financial information and documentation has been provided under separate cover in Part 
III: Confidential Financial Information. 
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Does this proposal include the use of subcontractors? 


 


Yes X No  


Our Subcontractors for this Engagement 


Given the expertise and the complementary skill-sets they bring to this project, BerryDunn is 


pleased to propose the following subcontractors for this project:  


 


Baldacci Consulting Group 


The Baldacci Consulting Group offers clients a full range of consulting services, 


including financial services such as identifying capital sources and securing economic 


development incentives, strategic planning for both public and private entities, and 


subject matter expertise in healthcare cost allocation and rate setting methodologies.  


BerryDunn has had a long-standing relationship with Baldacci Consulting Group and 


recently served in as subcontractor on a rate setting project for the University of Nevada 


School of Medicine. 


Pogis 


Pogis Principal, Dorothy (Dot) Ball, has over 20 years of experience working in state and 


federal government, non-profit and for-profit health services, healthcare policy, health IT, 


clinical and direct service health care, and education technologies. She is an 


experienced business and regulatory analyst with expertise in healthcare policy, 


managed care, health IT, health insurance exchange technology and governance 


structures, the software development lifecycle, Native American healthcare, rural health, 


and HIPAA.  


As the Principal Consultant for POGIS, Dot was responsible for starting and growing this 


small veteran-owned analytics and subject matter consultancy headquartered in New 


Mexico and focused on serving clients in the areas of health IT, healthcare delivery 


systems, and government-funded health and human services. 


Bob Baldacci and Dot Ball will serve as subject matter experts for this project, in the financial 


and policy areas respectively.  


Contractual Arrangements 


Given our previous work with both companies, we have established contractual and teaming 


agreements; if we are awarded this project, we will work with our Contracts Coordinator to 


update existing contractual agreements and ensure that all contractual, insurance, and payment 


requirements are met for this engagement. 
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Subcontractor Management 


We are accustomed to managing teams of BerryDunn employees and subcontractors and have 


established processes for integrating subcontractors into our project team so that our team 


structure is “seamless” to the client. The following points describe BerryDunn’s process for 


managing subcontractors.   


 Subcontractors work under the direction of BerryDunn’s Project Manager. BerryDunn’s 


Project Manager will monitor the performance of subcontractor(s) throughout the course 


of each engagement to ensure that the subcontractor’s performance meets BerryDunn’s 


and DHHS’ expectations. 


 Subcontractors are required to participate in BerryDunn’s established subcontractor 


orientation process, which helps to ensure that subcontractors have all of the tools and 


information necessary to perform their work and fully integrate with the BerryDunn team. 


 Subcontractors are required to follow all BerryDunn policies and procedures as relate to 


the project they are performing, including our established quality assurance procedures.  


 If issues arise with the subcontractor’s performance, the BerryDunn Project Manager will 


address the issue in writing and work with the subcontractor to develop a plan of action 


for resolving the issue to ensure that DHHS is not affected by a subcontractor’s 


nonperformance.  


 BerryDunn’s Project Manager will serve as the primary point of contact with DHHS, 


including for all contract-related issues, regardless of whether the issue stems from 


BerryDunn’s staff or subcontracted personnel. BerryDunn will be accountable for all work 


performed by our subcontractors.  


Previous Experience with the Baldacci Consulting Group and Pogis 


BerryDunn has had a long-standing relationship with Baldacci Consulting Group and recently 


served in as subcontractor on a rate setting project for the University of Nevada School of 


Medicine. 


 


Dot Ball has worked with BerryDunn on several projects over the past seven years, including 


our current work providing ACA policy research and analysis for the West Virginia Bureau of 


Medical Services and providing LTSS subject matter expertise on our recent engagement with 


the Arizona Health Care Cost Containment System. 
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Subcontractor Recruiting and Management Methodologies, Tools, and Processes 


BerryDunn regularly works with independent subcontractors and companies to provide subject 


matter expertise or augment our team based on the needs of the project. We have established 


processes for recruiting, networking, and maintaining relationships with prospective 


subcontractors. The following points describe BerryDunn’s process for screening, selecting, 


onboarding, and managing subcontractors.   


 BerryDunn’s Recruiting Director and Senior Recruiter work closely with our Government 


Consulting Group to identify staffing needs for projects and assist with the subcontractor 


identification and recruiting process.  


 Prior to engaging subcontractors, we verify their qualifications and quality of work 


through various means, including (but not limited to) conducting reference checks, 


reviewing work samples, conducting interviews, and conducting background checks.  


 Subcontractors are required to participate in BerryDunn’s established subcontractor 


orientation process, which helps to ensure that subcontractors have all of the tools and 


information necessary to perform their work and fully integrate with the BerryDunn team. 


 Our subcontractors that serve as subject matter experts typically have a minimum of 10 


years of experience related to their area of expertise, and oftentimes upwards of 20 to 


30 years of experience. 


 Our subcontractors that serve as subject matter experts typically have experience 


working as a state government employee and/or as a contractor to government 


agencies. In addition, many of our subcontractors bring relevant private sector 


experience to their role as subject matter expert.  


 Subcontractors are required to follow all BerryDunn policies and procedures as relate to 


the project they are performing, including our established quality assurance procedures. 


All documents developed by subcontractors undergo the same established QA review 


process as other deliverables developed by BerryDunn’s team. 


 Subcontractors work under the direction of BerryDunn’s Project Manager. BerryDunn’s 


Project Manager will monitor the performance of subcontractor(s) throughout the course 


of each engagement to ensure that the subcontractor’s performance meets BerryDunn’s 


and DHHS’ expectations. 


 If DHCFP requests proof of payment for any subcontractors on this project, we will 


provide proof of payment within two business days of request. BerryDunn’s Contract 


Coordinator works with each Project Principal and their respective subcontractors to 


coordinate and manage subcontractor payments, as well as compliance with client and 


BerryDunn contractual requirements. Subcontractors are provided an invoice template, 


which they must complete and submit to our Contracts Coordinator according to an 


established calendar and payments are processed twice monthly. 
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Subcontractor Information 


Information for both the Baldacci Consulting Group and Pogis is listed in Section 4.1, Vendor 


Information, above. 


Subcontractor References 


References for both the Baldacci Consulting Group and Pogis are listed in Section 4.3, 


Business References, below. 


Acknowledgements 


BerryDunn understands and acknowledges that no subcontractor shall commence work until all 


insurance required of the subcontractor is provided to the vendor. 


 


BerryDunn understands and agrees to notify the using agency of the intended use of any 


subcontractors not identified within the original proposal and provide the information originally 


requested in the RFP in Section 4.2, Subcontractor Information, and that we must receive 


agency approval prior to subcontractor commencing work. 
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On the following pages, we have provided references for BerryDunn and our two 


subcontractors, the Baldacci Consulting Group and Pogis. Where BerryDunn has prior project 


experience with our subcontractors, we have included references that can speak to both 


BerryDunn’s and our subcontractor’s performance. Table 3 identifies each reference and the 


company(ies) for which the reference is being provided. 


 


Table 3: BerryDunn and Subcontractor Client References  


Client Reference BerryDunn 


Baldacci 


Consulting Group Pogis 


West Virginia Bureau for 
Medical Services 


   


University of Massachusetts 
Medical School 


   


Arizona Health Care Cost 
Containment System 


   


New Hampshire Department of 
Health and Human Services 


   


University of Nevada School of 
Medicine 


   


Mojave Adult, Child, and 
Family Services 


   


Clark County Department of 
Family Services 


   


The Auspex    


Medicaid Learning Center    


 


In addition to the completed reference tables on the following pages, we provided the Reference 


Questionnaire in Attachment F of the RFP for each client reference to complete and submit 


directly to DHCFP.  
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Reference #: 1 – BerryDunn and Pogis 


Company Name: West Virginia Bureau of Medical Services 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR X SUBCONTRACTOR (Pogis) 


Project Name: Project Management and Support Services 


Primary Contact Information 


Name: Ed Dolly 


Street Address: 321 One Davis Square, Suite 200  


City, State, Zip: Charleston, WV 25301 


Phone, including area code: 304-356-5141 


Facsimile, including area code: N/A 


Email address: Ed.L.Dolly@wv.gov  


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


In 2008, BerryDunn was hired to provide project management for 
West Virginia’s MMIS re-procurement and design, development, 
and implementation. Over the course of our engagement, 
BerryDunn has served as a trusted advisor and an extension of 
the State’s team by providing project management, business and 
technical analysis, policy analysis, and health and human 
services subject matter expertise to meet the Bureau’s evolving 
project needs, including assisting the Bureau with the following 
efforts:  


 Project management for West Virginia’s Health IT initiatives, 
including eligibility expansion of the Medicaid population and 
coordination with the State’s Health Benefit Exchange 


 ACA/health care reform planning, policy analysis, and 
implementation  


 MITA State Self-Assessment (2.0 and 3.0)  


 Development of MMIS business, technical requirements, 
procurement strategy, RFP, I-APD 


 Project management for MMIS re-procurement 


 Systems planning, procurement support, and project 
management for Data Warehouse/Decision Support System 
(DW/DSS) 



mailto:Ed.L.Dolly@wv.gov
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Reference #: 1 – BerryDunn and Pogis 


Company Name: West Virginia Bureau of Medical Services 


 Project support for the Eligibility & Enrollment Modernization 
project 


 Project management for the MMIS 5010 upgrade  


 Project management and implementation support for ICD-10  


 Development and implementation of a Project Management 
Office 


 Development of rate setting methodology for subset of the 
State’s behavioral health services 


 


Original Project/Contract Start 
Date: 


April 2008 


Original Project/Contract End 
Date: 


May 2015 


Original Project/Contract Value: BerryDunn’s original contract in 2008 was for approximately 
$2.4M to provide MMIS planning, procurement, and project 
management services. In addition, our contract included optional 
hours for providing additional services associated with the State’s 
Medicaid program needs and healthcare reform.  


Final Project/Contract Date: Our original $2.4M contract was completed on time and on 
budget. In addition, we have provided services based on agreed-
upon Statements of Work on an as-needed basis, ranging from 
$2M to $5M per year, depending on the needs of the Bureau.   


 


Our current contract completion date is April 2018, with three 
additional optional extension years 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes – BerryDunn’s original contract (executed April 2008) ended 
in May 2015, at which time the State again selected BerryDunn to 
perform similar services 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 
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Reference #: 2 – BerryDunn  


Company Name: University of Massachusetts Medical School 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Independent Verification and Validation for Health Insurance Exchange / Integrated 
Eligibility System 


Primary Contact Information 


Name: Martin Baker 


Street Address: 55 North Lake Ave. 


City, State, Zip: Worcester, MA 01655 


Phone, including area code: 508-856-6356 


Facsimile, including area code: N/A 


Email address: Martin.Baker@umassmed.edu 


Alternate Contact Information 


Name: Daniel Adam 


Street Address: 1 Ashburton Place, Rm 801 


City, State, Zip: Boston, MA 02108 


Phone, including area code: 617-626-4558 


Facsimile, including area code: N/A 


Email address: Daniel.Adam@state.ma.us  


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


The ACA and the Health Care and Education Reconciliation Act, 
collectively known as the ACA of 2010, require state-run 
Exchanges to support real-time eligibility for and enrollment in 
health plans offered through the Exchange, as well as for 
Medicaid and the Children’s Health Insurance Program (CHIP). 
The goal of the Massachusetts HIX/IES project is to meet the 
Commonwealth’s ACA requirements related to Exchange. 
BerryDunn was hired in 2012 to provide IV&V of the HIX/IES 
project. As part of our work, we perform financial review tasks to 
ensure financial compliance of the project and help maximize the 
efficiency and effectiveness of the use of its funds. Selected 
services provided by BerryDunn include: 


 Develop Financial Management Plan (FMP): The FMP 
outlines the overall financial management plan of the 
HIX/IES project. It defines the approach and processes for 
managing and monitoring the project costs, documents the 
financial measurement baseline and how the baseline was 
tracked and incorporated into the financial reports, and 
defines the IV&V financial review task deliverables. 


 Assist with Development of Cost Allocation 
Methodologies: We document the desk-level applications 
of the federally approved cost allocation methodologies in 



mailto:Martin.Baker@umassmed.edu

mailto:Daniel.Adam@state.ma.us
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Reference #: 2 – BerryDunn  


Company Name: University of Massachusetts Medical School 


depth while providing suggestions and advice to maximize 
financial efficiency and ensure compliance.  


 Provide Monthly Financial Status Report (FSR): We 
compile financial data from all relevant agencies and create 
a consolidated FSR that displays financial activities of all 
identified funding sources. Currently, there are 12 funding 
sources owned by four different agencies that serve eight 
sub-projects within the HIX/IES program. FSRs help the 
leadership make well-informed budgetary decisions. 


 Assist with Development of IAPD-Us: We help the 
Commonwealth research issues related to accounting for 
the costs and allocating the costs to the federal and state 
programs and grants benefitting from this project. 


 Review Project Expenditures: We review how 
expenditures were accounted for within each agency’s cost 
accounting systems to verify that costs were actually 
allocated in accordance with the cost allocation 
methodologies identified in the IAPD-Us. 


 Conduct System Integrator Invoice Review: We review 
the invoices submitted by the system integrator to assist 
with verifying its accuracy and assessing the 
reasonableness of their time and material billing.  


 Provide Subject Matter Expertise on Financial Issues: 
Our team also provides ad-hoc services to improve the 
effectiveness of financial management of the project.  


Original Project/Contract Start 
Date: 


October 2012 


Original Project/Contract End 
Date: 


December 2014 


Original Project/Contract Value: $8.9M 


Final Project/Contract Date: $16.2M (current contract value); December 2016 (current end 
date) 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


BerryDunn was originally contracted through December 2014. In 
our role providing IV&V, the Commonwealth has extended our 
contract to continue to serve the quality assurance oversight 
function for HIX/IES implementation activities.  


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes, our original budget was met. The final contract value reflects 
the extensions of BerryDunn’s services and requests for 
additional assistance. 
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Reference #: 3 – BerryDunn and Pogis 


Company Name: Arizona Health Care Cost Containment System 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR X SUBCONTRACTOR (Pogis) 


Project Name: Testing Experience and Functional Tools in Community-Based Long-Term Services 
and Supports (CMS TEFT Grant) 


Primary Contact Information 


Name: Lauren Wiggins 


Street Address: 701 E. Jefferson St. MD 6700  


City, State, Zip: Phoenix, AZ 85034 


Phone, including area code: 602-417-4528 


Facsimile, including area code: 602-252-6536 


Email address: Lauren.wiggins@azahcccs.gov  


Alternate Contact Information 


Name: Jakenna Lebsock 


Street Address: 701 E. Jefferson Street, MD 6700 


City, State, Zip: Phoenix, AZ 85034 


Phone, including area code: 780-417-4229 


Facsimile, including area code: 602-252-6536 


Email address: Jakenna.lebsock@azahcccs.gov  


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


BerryDunn provided strategic planning and consulting services 
primarily to support the Personal Health Records (PHR) 
component of Arizona’s TEFT Grant project, and also assisted 
AHCCCS with developing an overall work plan for all four grant 
components. Applying a combination of Strategic Planning and 
PHR consulting services, BerryDunn worked in collaboration with 
AHCCCS from July 2014 through September 2014 to complete 
an AHCCCS Needs Analysis, research and compare PHR 
Systems, and develop a Work Plan/Roadmap and budget for the 
next three years of the TEFT Grant period.  


This work involved reviewing relevant documentation and 
interviewing a number of key stakeholders, including subject 
matter experts and business process owners within AHCCCS 
and the Department of Economic Security (DES)/Division of 
Developmental Disabilities (DDD), the Arizona Long-Term Care 
System (ALTCS) Advisory Council, health information technology 
leaders working on Arizona’s health information exchange (HIE), 
community advocacy groups, and LTSS providers to better 
understand Arizona’s long-term care system and populations and 
to gather potential requirements for a PHR solution. BerryDunn 
researched the PHR systems available on the market today, 
documented a comparison of these PHR systems, and ranked 



mailto:Lauren.wiggins@azahcccs.gov
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Reference #: 3 – BerryDunn and Pogis 


Company Name: Arizona Health Care Cost Containment System 


the PHR solutions in terms of best fit given the expected role of a 
PHR by CMS, AHCCCS, and DDD. Based on the needs analysis 
and comparison of PHR Systems, and considering the business 
and technology capacities projected by the end of the grant 
period, AHCCCS and BerryDunn identified options to further 
investigate and pursue under this demonstration grant. 


All deliverables were completed on time and to AHCCCS’ 
satisfaction, and in November 2014, AHCCCS and BerryDunn 
received CMS’ approval of the work plan. This approval was 
required in order for AHCCCS to proceed with grant activities 
planned for the remainder of the grant period. BerryDunn 
subsequently assisted AHCCCS with its mandatory reporting 
requirements for all grant components through Grant Year One, 
ending March 31, 2015. 


Original Project/Contract Start 
Date: 


July 2014 


Original Project/Contract End 
Date: 


November 2014 


Original Project/Contract Value: $170,000 


Final Project/Contract Date: $200,000 – final project value 


March 31, 2015 – actual project completion date 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


BerryDunn’s contract was extended to March 31, 2015, to 
support AHCCCS with its mandatory reporting requirements for 
grand components through Grant Year one. 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


See above – BerryDunn’s contract was increased by $30,000 to 
support Arizona’s reporting requirements for the TEFT Grant. 
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Reference #: 4 – BerryDunn  


Company Name: 
New Hampshire Department of Health and Human Services, Governor's 
Commission on Medicaid Expansion 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Consulting Services for Medicaid Eligibility Expansion Study 


Primary Contact Information 


Name: Nick Toumpas, former Commissioner of DHHS (retired January 
2016) 


Street Address: 129 Pleasant Street 


City, State, Zip: Concord, NH 03301 


Phone, including area code: 603-545-4995 


Facsimile, including area code: N/A 


Email address: ntwompas@gmail.com  


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


In July 2013, a bi-partisan Commission was established by New 
Hampshire Governor Maggie Hassan to study the option to 
expand Medicaid eligibility in the State of New Hampshire. The 
Commission heard testimony from several representatives of 
DHHS to understand the existing Medicaid program, the 
anticipated changes for eligibility expansion and arguments for 
and against the expansion.  


Additionally, the Commission met with members of the 
Department of Insurance for an understanding of the State’s 
health insurance environment, including their role in the 
partnership model of a Health Insurance Marketplace 
(Exchange). Lastly, the Commission met with several State 
subject matter experts and held a public meeting where the 
general public was invited to provide testimony.  


In recognition of their expertise in health and human services and 
Medicaid consulting, BerryDunn was contracted to provide 
consulting services to the Commission in developing the eligibility 
expansion study. The team’s services were focused on process 
design and facilitation for the Commission deliberations as well 
as development of the report that the Commission provided to the 
State legislature. 



mailto:ntwompas@gmail.com
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Reference #: 4 – BerryDunn  


Company Name: 
New Hampshire Department of Health and Human Services, Governor's 
Commission on Medicaid Expansion 


Original Project/Contract Start 
Date: 


August 2013 


Original Project/Contract End 
Date: 


December 2013 


Original Project/Contract Value: $69,700 


Final Project/Contract Date: October 2013 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 
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Reference #: 5 - Baldacci Consulting Group (with BerryDunn as subcontractor) 


Company Name: University of Nevada School of Medicine 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR X SUBCONTRACTOR 


Project Name: Mohave Productivity Study and Review of Cost-Based Rates Project 


Primary Contact Information 


Name: Jean Regan, CFO 


Street Address: 1664 North Virginia Street, Pennington Building 


City, State, Zip: Reno, NV 89557 


Phone, including area code: 775-682-6344 


Facsimile, including area code: 775-327-2396 


Email address: jregan@unr.edu  


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Baldacci Consulting Group and BerryDunn worked to analyze the 
Medicaid billing and rate development practices associated with 
mental health services provided by Mojave Mental Health, which 
is operated by the University of Nevada School of Medicine. Our 
team assessed the costs associated with each mental health 
service offered by Mojave Mental Health to identify the costs and 
revenues associated with each service. As part of this project the 
team developed recommendations to reduce costs, increase 
revenues, and improve the cost effectiveness of Mojave Mental 
Health. 


Original Project/Contract Start 
Date: 


June 2015 


Original Project/Contract End 
Date: 


October 2015 


Original Project/Contract Value: $144,643 


Final Project/Contract Date: October 2015 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 



mailto:jregan@unr.edu
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Reference #: 6 - Baldacci Consulting Group 


Company Name: Mojave Adult, Child, and Family Services 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Cost Allocation Planning and Random Moment in Time Study 


Primary Contact Information 


Name: Tom Strahler, Director 


Street Address: 4000 East Charleston Blvd 


City, State, Zip: Las Vegas, NV 89104 


Phone, including area code: 702-596-6960 


Facsimile, including area code: 702-968-5050 


Email address: tstrahler@medicine.nevada.edu  


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Development and negotiating approval of cost based rate setting 
methodology, including a Cost Allocation Plan and Random 
Moment Time Study, for Targeted Case Management services 
and Medicaid administrative activities, including ongoing support 
for all of the above 


Original Project/Contract Start 
Date: 


May 2012 


Original Project/Contract End 
Date: 


June 2013 


Original Project/Contract Value: $80,000 


Final Project/Contract Date: Ongoing 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 


 
  



mailto:tstrahler@medicine.nevada.edu
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Reference #: 7 - Baldacci Consulting Group 


Company Name: Clark County Department of Family Services 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Cost Allocation Planning and Random Moment in Time Study 


Primary Contact Information 


Name: Eboni Washington, Controller 


Street Address: 121 S Martin Luther King Blvd. 


City, State, Zip: Las Vegas, NV 89106 


Phone, including area code: 702-455-5444 


Facsimile, including area code: 702-455-5759 


Email address: EboniW@clarkcountynv.gov  


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Cost allocation, administrative claiming, Waiver Development and 
Implementation, and Random Moment Time Study support 
activities 


Original Project/Contract Start 
Date: 


January 2015 


Original Project/Contract End 
Date: 


July 2015 


Original Project/Contract Value: $49,750 


Final Project/Contract Date: Ongoing 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 


 


  



mailto:EboniW@clarkcountynv.gov
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Reference #: 8 – Pogis 


Company Name: The Auspex 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Medicaid Consulting 


Primary Contact Information 


Name: Shaun Meeks 


Street Address: 4205 Vuelta Colorada 


City, State, Zip: Santa Fe, NM 87507 


Phone, including area code: 505-424-1866 


Facsimile, including area code: N/A 


Email address: smeeks@theauspex.biz  


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Pogis was contracted to provide Medicaid PBM Policy 
consultation. The contract also included developing and 
maintaining code for SQL Database services, as well as ongoing 
management of data. 


Original Project/Contract Start 
Date: 


January 2010 


Original Project/Contract End 
Date: 


January 2015 


Original Project/Contract Value: $4,000 


Final Project/Contract Date: January 2015 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 


 



mailto:smeeks@theauspex.biz
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Reference #: 9 - Pogis 


Company Name: The Medicaid Learning Center (MLC) 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Medicaid Learning Center Learning Management Platform Maintenance and 
Operations 


Primary Contact Information 


Name: Lindsay Prisbrey 


Street Address: PO Box 1100 


City, State, Zip: Portland, ME 04104-1100 


Phone, including area code: 207-541-2299 


Facsimile, including area code: 207-541-2303 


Email address: lprisbrey@medicaidlearning.com  


Alternate Contact Information 


Name: N/A 


Street Address: N/A 


City, State, Zip: N/A 


Phone, including area code: N/A 


Facsimile, including area code: N/A 


Email address: N/A 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


The Medicaid Learning Center (MLC) is an online educational 
business for Medicaid professionals. Pogis is contracted to 
supply information to the online Knowledge Base supporting the 
Learning Center through web based business services managed 
in a sequel database on Pogis servers and delivered through API 
to the Medicaid Learning Center website and via XML files that 
are copied to the Medicaid Learning Center learning 
management platform. 


Original Project/Contract Start 
Date: 


February 2009 


Original Project/Contract End 
Date: 


Open 


Original Project/Contract Value: $142,578.00 


Final Project/Contract Date: N/A 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 



mailto:lprisbrey@medicaidlearning.com
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Company Name Submitting Proposal: BerryDunn 


 


Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


 


Name: Timothy F. Masse 
Key Personnel: 


(Yes/No) 
Y 


Individual’s Title: Principal 


# of Years in Classification: 15 # of Years with Firm: 26 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional 


experience. 


 


Tim Masse is a Principal and leads BerryDunn’s Government Consulting Group. He has more than 25 


years of experience consulting in the areas of strategic business and technology planning, independent 


project oversight, operational planning, business process improvement, procurement and vendor 


negotiations, and change management. Tim has provided project leadership for projects with state health 


and human service agencies in Arizona, Connecticut, Louisiana, Maine, Massachusetts, Missouri, New 


Hampshire, Vermont, and West Virginia. 


 


RELEVANT EXPERIENCE 


Information required should include: timeframe, company name, company location, position 


title held during the term of the contract/project and details of contract/project. 


 


BerryDunn (1991 to present). Tim is a principal and the leader of BerryDunn’s Government Consulting 


Group. Selected relevant project highlights include: 


 Massachusetts IT Division / University of Massachusetts Medical School (HIX/IES Entities) 


(October 2012 to present). BerryDunn is working with the Commonwealth to provide IV&V 


services for implementation of their HIX/IES. Tim works as Project Principal and Contract 


Manager with the HIX/IES project team leading the project, overseeing the quality of all services 


and deliverables provided by our team to the Commonwealth, providing oversight of 


subcontractors, and ensuring the full commitment of our firm. 


 Arizona Health Care Cost Containment System (AHCCCS) (July 2014 to March 2015). Tim 


served as the project principal for our work providing strategic planning and consulting services to 


support the Personal Health Records (PHR) component of Arizona’s TEFT Grant project and 


assisting AHCCCS with developing an overall work plan for all four grant components. Applying a 


combination of Strategic Planning and PHR consulting services, BerryDunn worked in 


collaboration with AHCCCS to complete a Needs Analysis, research and compare PHR Systems, 


and develop a Work Plan/Roadmap and budget for the next three years of the TEFT Grant. 
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 Missouri Department of Family Services (2013 to Present). Tim is serving as principal for 


BerryDunn’s engagement to provide IV&V for Missouri’s Eligibility Determination and Enrollment 


System implementation. 


 Massachusetts Executive Office of Health and Human Services (2010 to 2011).Tim oversaw 


BerryDunn’s engagement to facilitate the development of Massachusetts’ State Medicaid Health 


IT Plan and HIT I-APD. In addition, he led a series of strategic work sessions with a range of 


stakeholders to develop the Commonwealth’s HIT vision.  


 West Virginia Bureau for Medical Services (BMS) (2003 to 2012). Tim served as project principal 


for our engagement with the Bureau from 2003 to 2012, including our work assisting the Bureau 


in navigating the requirements of the ACA; assisting with successful grant and demonstration 


applications (including Adult Quality Measures, Money Follows the Person Rebalancing 


Demonstration Grant, and Medicaid Emergency Psychiatric Demonstration); developing West 


Virginia’s State Medicaid Health IT Plan and HIT I-APD; and providing project management for 


West Virginia’s HIT initiatives. 


 Maine Department of Health and Human Services (2008 to 2012). Tim oversaw BerryDunn’s 


engagement to provide IV&V, Quality Assurance, and Technical Assistance for Maine’s MMIS 


implementation. 


 Vermont Agency of Human Services (1998 to 2014). Tim has conducted several projects for the 


Agency since 1998, including a Medicaid Enterprise Solution Risk Assessment and Cost/Benefit 


Analysis, development of a Medicaid Enterprise System I-APD, a Health Systems Enterprise 


Lessons Learned Evaluation, and an eligibility system migration analysis, among other projects 


 


EDUCATION 


Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 


Master’s in Business Administration, Bentley College (Waltham, Massachusetts) – 1985  


Bachelor of Science in Economics, University of New Hampshire (Durham, New Hampshire) – 1983  


 


CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 


N/A 


 


REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone 


number, fax number and email address.  


 


Edward Dolly 


Chief Information Officer 


West Virginia Department of 


Health and Human Resources 


(DHHR)  


Ph. 304-368-5858 


Ed.L.Dolly@wv.gov 


Nick Toumpas 


Commissioner 


New Hampshire Department of 


Health and Human Services 


Ph. 603-271-8835 


ntoumpas@dhhs.state.nh.us 


Martin Baker 


Senior Director, New Business 


& Financial Growth 


Commonwealth Medicine 


UMass Medical School 


Ph. 508-856-6356 


Martin.Baker@umassmed.edu 


  



mailto:Ed.L.Dolly@wv.gov

mailto:ntoumpas@dhhs.state.nh.us

mailto:Martin.Baker@umassmed.edu
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Company Name Submitting Proposal: BerryDunn 


 


Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


 


Name: Brandon Milton 
Key Personnel: 


(Yes/No) 
Y 


Individual’s Title: Manager 


# of Years in Classification: 1 # of Years with Firm: 5 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional 


experience. 


 


Brandon is a Manager in our Government Consulting Group with more than seven years of experience 


working in the government arena, including work as a consultant in support of state health and human 


services initiatives and work with the U.S. Senate in support of U.S. Senator Susan Collins. He has led 


several Medicaid-related projects for large state agencies, including MMIS reprocurements. 


 


RELEVANT EXPERIENCE 


Information required should include: timeframe, company name, company location, position 


title held during the term of the contract/project and details of contract/project. 


 


BerryDunn (2011 to present). As a Manager in BerryDunn’s Government Consulting Group, Brandon 


has worked on the following projects: 


 West Virginia Bureau of Medical Services (BMS), MMIS Design, Development, and 


Implementation (DDI) (September 2013 to present). Brandon serves as the Project Manager for 


the design, development and implementation of West Virginia’s Medicaid Management 


Information System (MMIS). Brandon’s work on the project has included oversight of system 


design sessions and Fiscal Agent system integration testing activities. He is currently responsible 


for managing the project team and providing oversight of the deliverable review process as well 


as User Acceptance Testing (UAT) activities. He is also leading the State’s participation in a CMS 


Pilot certification project for certification of the new MMIS.  


 West Virginia BMS, Data Warehouse and Decision Support System (January 2012 to August 


2013). Brandon previously provided project management services for the Bureau’s Data 


Warehouse and Decision Support System (DW/DSS) implementation. Brandon’s work on the 


DW/DSS project included the facilitation of requirements validation sessions; working with the 


State in identifying potential data suppliers; and working with the selected suppliers to determine 


the data feeds they will provide the DW/DSS. He facilitated design sessions between the State, 


data suppliers, and vendor to determine the data elements that would make up each of the data 
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feeds. In addition, he developed test cases for user acceptance testing (UAT) of the DW/DSS to 


provide end users with assurance that the system processes information as it was designed to. 


Prior to his role as project manager for the data warehouse and decision support system 


implementation Brandon provided project management support services for the project. In this 


role he assisted with the development of the project charter, requirements validation, review of 


project deliverables for adherence to project quality standards, and development of status 


reporting deliverables for the client. 


 West Virginia BMS, Provider Enrollment Application (November 2011 to December 2011). 


Brandon previously provided project management support services for the design, development 


and implementation of a provider enrollment application. The provider enrollment application 


allowed for the online processing of Medicaid providers applications to participate in the program. 


His role was that of project contributor and business analyst. He created status reporting 


deliverables, assisted the project manager in executing the project according to the project 


management plan. 


 West Virginia BMS, MMIS Re-Procurement Project (July 2011 to October 2011). Brandon 


provided project management support for the MMIS Re-Procurement project. This project 


involved the development of an RFP for a Medicaid management information system (MMIS) for 


the state of West Virginia. Brandon’s role on the project was that of project contributor and 


business analyst. He participated in the gathering of requirements for the RFP and helped to 


score vendor proposals in response to the RFP. 


 


EDUCATION 


Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


MBA, University of New Hampshire (Durham, New Hampshire) – July 2011 


BS, Business Administration and Political Science, University of Maine (Orono, Maine) – May 2007 


 


CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 


 


Certified Project Management Professional (PMP), Project Management Institute – April 2014 


 


REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone 


number, fax number and email address.  


 


Edward Dolly 


Chief Information Officer 


West Virginia DHHR  


Ph. 304-368-5858 


Ed.L.Dolly@wv.gov 


 


Emily E. McCoy, RN, BSN, PMP 


Director, MMIS Operations 


Division of Operations 


Management 


Ph. 304-356-5404 


Fax. 304-558-0045 


Emily.e.mccoy@wv.gov 


Cynthia L. Shelton 


Program Manager, MMIS 


Division of Operations 


Management 


Ph. 304-558-3343 


Cynthia.L.Shelton@wv.gov 


 



mailto:Ed.L.Dolly@wv.gov

mailto:Cynthia.L.Shelton@wv.gov
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Company Name Submitting Proposal: BerryDunn 


 


Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


 


Name: Steven Whitney 
Key Personnel: 


(Yes/No) 
Y 


Individual’s Title: Senior Consultant 


# of Years in Classification: 1 # of Years with Firm: 1 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional 


experience. 


 


Steven Whitney is an attorney with over 30 years of experience working with a wide variety of state and 


local government clients to analyze their programs to identify process and performance improvements 


and to help clients comply with state and federal program requirements. His past work includes:  


 Developing cost allocation and administrative cost recovery plans for elder affairs, mental 
health, child welfare, juvenile, developmentally disabled, special education, and other social 
services programs 


 Conducting programmatic audits of State-based Health Exchanges 


 Preparing waivers to federal program requirements 


 Evaluating state programs to assess compliance with state and federal program requirements 


 Developing and implementing process and performance improvements to health and human 
service programs 


 Developing and implementing fee for service and administrative claiming processes for mental 
and physical health services under Medicaid 


 Analyzing and identifying revenue enhancement or cost reduction opportunities under Medicaid, 
mental health, public health, child care, SSI/SSD, TANF, IV-D, and IV-E programs, child 
welfare, juvenile justice, social services and elder service agencies 


Steven understands the complexities of operating health and human service programs and has a wealth 


of experience analyzing and assessing health and human service agencies in the areas of mental health 


services, public health services, early childhood development, child welfare, income security, nutritional 


support, workforce development, disability services, and elder services.  


Steven has led and managed program cost and performance analysis and revenue enhancement 


initiatives with health and human service agencies in Alabama, Arizona, Arkansas, California, Colorado, 


Connecticut, Florida, Georgia, Illinois, Kansas, Maine, Maryland, Massachusetts, Missouri, Nebraska, 


New Jersey, New Mexico, New York, Ohio, Oklahoma, Pennsylvania, Rhode Island, South Carolina, 


Texas, Utah, Virginia, and Wisconsin.  
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RELEVANT EXPERIENCE 


Information required should include: timeframe, company name, company location, position 


title held during the term of the contract/project and details of contract/project. 
 


BerryDunn (2014 to present). As a Senior Consultant in BerryDunn’s Government Consulting Group, 


Steven has worked on the following projects: 


 University of Nevada School of Medicine (March to September 2015, Medicaid Funding 


Specialist). Steven worked in collaboration with the Baldacci Consulting Group to analyze the 


mental health services provided by Mojave Mental Health, which is operated by the University of 


Nevada School of Medicine. Through this initiative Steven assessed the costs associated with 


each mental health service offered by Mojave Mental Health to identify the costs and revenues 


associated with each service. As part of this project Steven developed recommendations to 


reduce costs, increase revenues, and improve the cost effectiveness of Mojave Mental Health. 


 UMMS/Massachusetts EOHHS/MassIT (November 2014 to present, Cost Allocation and Cost 


Accounting Specialist). Steven is working as part of BerryDunn’s team to perform financial 


analyses and cost allocation planning to assist the Commonwealth in analyzing, accounting for, 


and reporting how it expends funds to operate the HIX/IES. In this capacity, Steven has reviewed 


and advised the Commonwealth on a variety of issues related to cost accounting and cost 


allocations used in the IAPD-Us developed to obtain federal funding for the HIX/IES project. In 


addition, Steven developed a comprehensive cost allocation methodology document that 


described in detail the methodology used to allocate costs to the HIX/IES benefitting programs 


such as Medicaid, Health Insurance Exchange grants, and State General Funds.  


 Health Source Rhode Island (HSRI, February 2015 to January 2016, Project Manager). HSRI 


operates the State-based Health Insurance Exchange in Rhode Island. Steven was an integral 


member of a team that audited HSRI’s program to assess whether the program has complied 


with the requirements for state-based Exchanges under the ACA. Steven led the programmatic 


compliance team that conducted the 2014 fiscal year audit and was the Project Manager of the 


2015 audit. 


 City of Alexandria Virginia (September 2015 to present, Project Manager). Steven is a project 


manager for a project to review the City’s Community Services Board (CSB), which oversees the 


use of public funds to provide mental health, intellectual disability, and substance abuse services 


through the Department of Community and Human Services (DCHS). BerryDunn’s team is 


reviewing the CSB’s processes for: 


o third party billing to identify opportunities to improve the effectiveness of identifying and 


collecting revenues from third party sources 


o submitting and monitoring pre-authorization requests to third party pay sources 


o management and determination of patient payment responsibilities, including 


copayments, coinsurances, and deductibles 


Berry Dunn will develop a report with recommendations to assist DCHS with the implementation 


of sustainable process and performance improvements to the mental health and substance abuse 


programs administered by the City. 


 MNsure (August 2015 to present, Program Compliance Specialist). MNsure operates the State-


Based Health Insurance Exchange in Minnesota. Steven served as a Subject Matter Expert on a 


team that audited MNsure’s program to assess whether the program has complied with the 


requirements for State-based Exchanges under the ACA. 
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 Vermont Health Connection (VHC, January 2016 to present, Program Compliance Specialist). 


VHC operates the State-based Health Insurance Exchange in Vermont. Steven served as lead in 


auditing VHC to assess whether the program has complied with the requirements for state-based 


Exchanges under the ACA. 


MAXIMUS (1994 to 2013). Steven served in positions of increasing responsibility over his 19 years with 


MAXIMUS, including leadership positions in the areas of Revenue Enhancement, Quality, and Risk 


Management, and Financial Services Selected projects include:  


 Nevada School-Based Child Health Revenue Recovery Project (October 1998 to September 


2006, Medicaid Funding Specialist and Project Manager). Steven served as Project Manager for 


a project to obtain Medicaid revenue for Clark County (Las Vegas) and other school districts in 


Nevada. Established Certified Public Expenditures for Clark County schools to fund the required 


state match for Medicaid funds. Implemented a system to obtain and process all supporting 


documentation for the delivery of school-based child health services. Analyzed costs and 


developed rates for Targeted Case Management (TCM) services for child welfare and juvenile 


clients. Established Certified Public Expenditures (CPE) for Clark and Washoe County 


Department of Family Services and Department of Juvenile Justice to fund the required state 


match for the TCM claims. 


 Pennsylvania TANF, and Title IV-E Operational Improvement Project (October 2000 to 


September 2012, Medicaid Funding Specialist). Steven led reviewers of all 67 counties that 


analyzed the current processes for performing TANF and IV-E eligibility determinations and 


preparing and documenting the TANF and Title IV-E claims. In addition, he developed new rates 


for child welfare, juvenile and developmentally disabled residential providers. Steven developed 


and implemented a process to claim under Title IV-E costs associated with case management 


activities performed by providers under contract to the Commonwealth. Steven also helped 


develop and implement a process to increase Medicaid funding for residential service providers 


for child welfare and developmental disabilities clients using ITGs and CPEs to establish 


matching funds to enable the State to increase its Medicaid and Medicare revenues. 


 Kansas Comprehensive Revenue Maximization Project (October 1998 to September 2010, 


Medicaid Funding Specialist). Steven analyzed and identified revenue maximization opportunities 


under the State's Title IV-A emergency assistance program; helped State re-establish Title IV-E 


and Medicaid claiming process for its newly privatized child welfare program; increased claiming 


under IV-E and Medicaid from $600,000 right after privatization to over $15 million a year; 


obtained over $175 million of additional federal Title IV-E and Medicaid funding; and successfully 


defended State’s claims under the Title IV-A Emergency Assistance program. Analyzed costs and 


develop rates for Targeted Case Management, Rehabilitative, and Residential Treatment 


services and used provider taxes, ITGs, and CPEs to establish matching funds to enable the 


State to increase its Medicaid and Medicare revenues. 


 Connecticut Department of Children and Families Revenue Management Project (October 1998 


to September 2011, Medicaid and IV-E Funding Specialist). Steven served as the Project Director 


on a project to process the State's Title IV-E claims and obtain documents needed for Title IV-E 


eligibility determinations. He developed and implemented a process where court orders are 


scanned and placed in a database for eligibility workers to review while making eligibility 


determinations. In addition, Steven analyzed the cost recovery models for residential services 


and developed rates that properly allocated costs to Medicaid, IV-E, and State programs. 
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 New Mexico Revenue Maximization Project (October 1998 to September 2009, Medicaid and IV-


E Funding Specialist). Worked with the New Mexico Children Youth and Families Department to 


increase the Department's Title IV-E claiming for child welfare and to claim juvenile justice 


services to TCM. Analyzed costs and developed rates for TCM services. 


 San Diego County, California (October 1998 to September 2008, Medicaid Funding Specialist). 


Steven led an effort to analyze the mental and physical health services provided by San Diego 


County to low income families. As part of this initiative Steven analyzed the various physical and 


mental health services provided by the county, the cost of those services and the revenues to 


fund those services. The team developed a report that provided recommendations for changes to 


the programs that would help the County better meet the goals and objectives for its mental and 


physical health services and improve the process to recover the costs of the programs. 


 Sacramento County, California (July to December 2012, Medicaid Funding Specialist). Steven led 


a team that conducted an organizational assessment to define “overhead cost,” determine where 


such costs exist within the County, compare the County’s overhead costs to best practices in a 


peer group and develop recommendations to reduce this expense and manage it efficiently. 


Identified duplication of effort and recommended which services to centralize and decentralize. 


Reviewed services in 48 different departments and recommended changes that will help the 


County reduce its operational costs while either improving or minimally impacting services 


provided to County residents. 


 Maine Comprehensive Revenue Maximization Project (October 1996 to September 2010, Project 


Manager). Steven prepared TCM claims for child welfare and adult protective services; developed 


a Title IV-E claiming process for the juvenile justice program and a school-based medical 


services claiming process for the Special Education program; developed and implemented a 


funding mechanism for child welfare residential providers using the Private Non-Medical Institute 


programs and provider taxes; developed ITG and CPEs to establish matching funds to enable the 


State to increase its Medicaid and Medicare revenues; and prepared revised cost allocation and 


administrative cost recovery plans for the child welfare, juvenile, elderly, mental health and 


developmental disabilities, special education, and purchased social services programs. 


 Wisconsin Comprehensive Revenue Maximization Project (October 2000 to September 2012, 


Medicaid and IV-E Funding Specialist). Steven analyzed and identified revenue maximization 


opportunities under the State’s child welfare program. Developed and implemented a "Gap" 


claiming process that identified costs and services the State failed to claim and claimed those 


gaps to Title IV-E. During this project Steven led initiatives to develop rates for rehabilitative 


services provided in group homes and residential treatment centers and used ITG and CPEs to 


establish matching funds to enable the State to increase its Medicaid and Medicare revenues. 


 Maryland Department of Budget and Management, Department of Human Resources, and 


Governor’s Office for Children (October 2008 to September 2013, Medicaid Funding Specialist). 


Steven led a project to develop rates to cover the cost of providing rehabilitative services in group 


homes and residential treatment centers. In addition, he led an initiative to review the State’s 


practices and procedures for licensing group homes. He worked with the Department of Budget 


and Management, Department of Human Resources, and the Governor’s Office for Children to 


present a thorough analysis of the current situation and detailed recommendations for 


reengineering the business process to improve services and ensure the safety, permanency, and 


well-being of children in out-of-home care. 
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Massachusetts Department of Revenue (DOR) (1984 to 1994). Steven was the DOR/Child Support 


Enforcement (CSE) contract officer for the Commonwealth of Massachusetts Enforcement Tracking 


System (COMETS) project. In that role, he developed IAPDs seeking funding from the ACF for the 


COMETS project. 


 


EDUCATION 


Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


J.D., Cum Laude, Suffolk University Law School (Boston, Massachusetts) – May 1979 


Bachelor of Science in Biochemistry, Cornell University (Ithaca, New York) – May 1976 


 


CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 


 


Certified to Practice Law before the Massachusetts courts (initial certification 1979 – recertified annually 


since then) 


 


REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone 


number, fax number and email address.  


 


Jean Regan 


Senior Associate Dean, Finance 


University of Nevada School of Medicine 


Division of Health Sciences 


University of Nevada, Reno 


Ph. 775-682-6344 


jregan@unr.edu 


 


Martin Baker 


Senior Director, New Business & Financial Growth 


Commonwealth Medicine 


University of Massachusetts Medical School 


Ph. 508-856-6356 


Martin.Baker@umassmed.edu 


 


Kevin Dorney 


Senior Vice President, MAXIMUS 


Ph. 781-771-0402 


Kevin.dorney@yahoo.com  


  



mailto:jregan@unr.edu

mailto:Martin.Baker@umassmed.edu

mailto:Kevin.dorney@yahoo.com
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Company Name Submitting Proposal: BerryDunn 


 


Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 


 


The following information requested pertains to the individual being proposed for this project. 


 


Name: Bob Baldacci 
Key Personnel: 


(Yes/No) 
Y 


Individual’s Title: Subcontractor 


# of Years in Classification: NA # of Years with Firm: NA 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional 


experience. 


 


Robert Baldacci is the Principal and Managing Director of Baldacci Consulting Group’s Health and 


Human Services Practice Area, bringing over 30 years of experience assisting clients with financial and 


healthcare related consulting. Baldacci Consulting Group provides cost allocation and administrative 


claiming consulting services to state and local clients across the country.  He has worked with states to 


prepare internal audits/reviews tailored to the federal Administrative Cost Review (ACR) pilot audit 


program. He has personally administered and developed child welfare cost allocation plans, Random 


Moment Time Studies (RMTS), and completed the Title IV-E-1/ACF-196 claim on behalf of his clients. 


Robert has been providing these services to clients across the country since 2004. 


 


RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position 


title held during the term of the contract/project and details of contract/project. 


 


Baldacci Consulting Group (2012 to present). Bob is the Principal and Managing Director of the Health 


and Human Services practice area, with a wide array of financial and healthcare-related projects. Of 


particular relevance to this project are the following two engagements: 


 Clark County (Las Vegas) Department of Family Services (January 2015 to July 2015). Bob led a 


project reviewing and updating the county’s cost allocation plan, RMTS, Title IV-E administrative 


claim, and their Targeted Case Management rate setting processes.  As part of this work, Bob 


conducted focus groups with various organizational units to review the appropriateness of their 


currently approved allocation statistics in the DFS CAP and recommended improvements to 


these methodologies.  He reviewed the County’s processes compared to national best practices 


and recommended improvements.  He also successfully supported the defense of past TCM 


claiming practices when the County was questioned by the State’s Medicaid agency, facing a 


potential disallowance of tens of millions of dollars.   
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 University of Nevada School of Medicine (March to September 2015). In collaboration with 


Steven Whitney of BerryDunn, Bob worked to analyze the mental health services provided by 


Mojave Mental Health, which is operated by the University of Nevada School of Medicine. 


Through this initiative Steven assessed the costs associated with each mental health service 


offered by Mojave Mental Health to identify the costs and revenues associated with each service. 


As part of this project Steven developed recommendations to reduce costs, increase revenues, 


and improve the cost effectiveness of Mojave Mental Health. 


Public Consulting Group (2004 to 2012). Bob served in roles of increasing responsibility with PCG 


during his eight year tenure, beginning as a Business Analyst and becoming a Senior Consultant with 


responsibility for overseeing cost allocation and time tracking studies and assisting public sector clients 


with revenue maximization and retention under various health and human service funding sources. 


Selected projects include: 


 Washoe County. Bob assisted in reviewing and recommending updates to the Department of 


Social Services’ CAP and RMTS structure and administration. In addition, he worked on the 


implementation of the Department’s RMTS, which entailed collecting employee rosters from 


various regions, modifying the database to reflect current workers, revising allocation methods, 


training workers in a pilot implementation, and assisted the Department in submitting CAP 


amendment and gaining approval.   


 Rhode Island Department of Children, Youth, and Families. Bob administered the state’s child 


welfare CAP from 2004-2012, processing the plan directly or overseeing its processing by 


support staff during this time. The results of this plan were used to complete the state’s Title IV-E 


administrative claim. He also developed a foster care and adoption assistance eligibility rate 


calculation methodology that was included in the DCYF CAP and approved by ACF. This 


included the development of federally compliant and reimbursement maximizing allocation 


statistics.  


 CMS. Bob worked with several states in CMS Region I seeking reimbursement from the federal 


government for both pharmacy claims and administrative costs expended with state money 


during the initial Part D eligibility transfer. These states provided services on behalf of dually-


eligible recipients of Medicare and Medicaid while Part D eligibles were transferred to new health 


plans. 


 Massachusetts Department of Children and Families. Bob administered the state’s child welfare 


CAP from 2005-2012, processing the plan directly or overseeing its processing by support staff 


during this time.  The results of this plan were used to complete the state’s Title IV-E 


administrative claim.  He also developed a foster care and adoption assistance eligibility rate 


calculation methodology that was included in the DCF CAP and approved by ACF.  This included 


the development of federally compliant and reimbursement maximizing allocation statistics.  He 


negotiated the approval of dozens of plan amendments during this time with the Division of Cost 


Allocation (DCA) and ACF.  He trained DCF staff on RMTS regulations and the importance of 


timely, accurate time study results.  He also led an internal audit based on the federal ACR data 


request. 


 State of Delaware, Department of Services for Children, Youth, and Families. Mr. Baldacci 


reviewed and assisted the state with the implementation of national best practices for the state’s 


child welfare CAP.  This work included reviewing and modifying the state’s RMTS to reflect 


present day activities of child welfare front-line staff.  He also trained DSCYF staff on RMTS 


regulations and the importance of timely, accurate time study results.  The results of this plan 
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were used to complete the state’s Title IV-E administrative claim.  He also developed a foster 


care and adoption assistance eligibility rate calculation methodology that was included in the 


DSCYF CAP and approved by ACF.  This plan included the development of federally compliant 


and reimbursement maximizing allocation statistics.   


 Louisiana Department for Social Services. Bob reviewed and assisted the state with the 


implementation of national best practices for the state’s child welfare CAP.  This work included 


reviewing and modifying the state’s RMTS to reflect present day activities of child welfare front-


line staff.  He also trained DSS staff on RMTS regulations and the importance of timely, accurate 


time study results.  The results of this plan were used to complete the state’s Title IV-E 


administrative claim.  He also developed a foster care and adoption assistance eligibility rate 


calculation methodology that was included in the DSS CAP and approved by ACF.  This plan 


included the development of federally compliant and reimbursement maximizing allocation 


statistics.   


 Maryland Department of Juvenile Services. Mr. Baldacci led the development of the first CAP for 


DJS in 2009.  He worked with DJS staff through the federal negotiation process.  He developed 


time and effort reporting codes for DJS staff and created eligibility rates specific to various DJS 


populations that were utilized in the CAP narrative as allocation methodologies.  He trained DJS 


staff on the proposed RMTS codes and the importance of timely, accurate time study results.  


This included the creation of a claiming template specific to the DJS CAP that could be used 


quarterly to produce the Department’s Title IV-E admin claim. 


 


EDUCATION 


Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


Masters of Business Administration, Clark University (Worcester, Massachusetts) – 2011  


Bachelor of Arts in Political Science, cum laude, Providence College (Providence, Rhode Island) – 2003  


 


CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 


 


-- 


 


REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone 


number, fax number and email address.   


 


Jean Regan 
Chief Financial Officer 
University of Nevada School of 
Medicine 
Ph. 775-682-6344 
Fax. 775-327-2396 
jregan@unr.edu 


Tom Strahler 
Director 
Mojave Adult, Child and Family 
Services 
Ph. 702-596-6960 
Fax. 702-968-5050 
tstrahler@medicine.nevada.edu   


Eboni Washington 
Controller 
Clark County Department of 
Family Services 
Ph. 702-455-5444 
Fax. 702-455-5759 
EboniW@clarkcountynv.gov   


 


  



mailto:jregan@unr.edu

mailto:tstrahler@medicine.nevada.edu

mailto:EboniW@clarkcountynv.gov
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Company Name Submitting Proposal: BerryDunn 


 


Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


 


Name: Laura Killebrew 
Key Personnel: 


(Yes/No) 
Y 


Individual’s Title: Senior Consultant 


# of Years in Classification: 5 # of Years with Firm: 5 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional 


experience. 


 


Laura Killebrew is a Senior Consultant with BerryDunn and an experienced healthcare professional with 


over 17 years of experience leading program management, contract management, strategic 


development, and compliance efforts for multiple government health and human services agencies. She 


has held management and supervisory positions and has experience with regulatory compliance, 


waivers, State Plan Amendment (SPA) submissions, reporting, policy and procedural development, SOP 


manuals, training development and facilitation, data analysis, feasibility studies, budget administration, 


and grant writing. 


 


RELEVANT EXPERIENCE 


Information required should include: timeframe, company name, company location, position 


title held during the term of the contract/project and details of contract/project. 


 


BerryDunn (July 2011 to present). Laura is a Senior Consultant in BerryDunn’s Medicaid consulting 


practice. Highlights of her relevant experience include the following. 


 West Virginia Bureau of Medical Services (July 2011 to present). Laura is currently working with 


BMS on the ICD-10 Policy Remediation phase of the ICD-10 Project. In this role, she serves as a 


policy Subject Matter Expert (SME), assisting in the conversion and clean-up of the current 


provider policy manual. Laura’s work includes the facilitation of policy manager meetings and 


policy committee meetings. She is also assisting the project manager in the development of UAT 


test scenarios based on the policies identified that have ICD-9 diagnosis code restrictions. 


Laura is also currently serving in a project oversight role for the Adult Quality Measures Grant. 


She is responsible for assisting the state with their quarterly reporting documentation to CMS, 


updates to the project and budget narratives as needed and assists in creating the change 


request necessary for any system changes to the MMIS in order to fully report on the measures. 
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In the past, Laura served as a Senior Consultant for the WV PPACA project. In this role, she was 


responsible for monitoring deliverables in the approved Statement of Work for all work related to 


PPACA BMS. Laura assisted in the planning and writing of the Impact Assessments for each 


identified provision once “full and final guidance” is made available. She also served as a Subject 


Matter Expert in assisting in responses to Request for Proposals (RFPs) BMS submitted in order 


to select qualified vendors for various needs; researched and a provided detail summaries for the 


Commissioner upon request for various topics, and provided guidance for the Bureau’s 


involvement with the MACPro initiative.  


 Arizona Health Care Cost Containment System (July 2014 to October 2014). Laura provided 


consulting services to support the development of the Work Plan and Budget for the AHCCCS 


TEFT Grant project. In this role, she participated in the CMS-Arizona grant status meetings, 


monthly PHR collaborative calls with all grantee states conducting research for all components of 


the grant Arizona was awarded, working with the Arizona Project Manager to ensure all functional 


needs identified by AHCCCS and other stakeholders were addressed and processes were 


documented.  


Centers for Medicare and Medicaid Services (2010 to 2011). Laura served as health insurance 


specialist for CMS, with responsibility for driving the processing of all SPAs submitted by the State of 


Kentucky; researching State Plans and identifying modifications needed to ensure requests were in 


compliance with federal requirements; managing home and community-based waiver applications, 


renewals, and reports; and maintaining and tracking SPA submissions and waiver applications.  


Georgia Department of Community Health (October 2005 to June 2010). Laura ‘s experience with the 


Georgia Department of Community Health (DCH) spanned a course of five years and concentrated on 


Managed Care implementation/Contract Management and Program Policy and Development. Her 


experience includes working with DCH to develop and implement the 1115 Managed Care Expansion 


waiver and becoming the Contract Manager for the program. As Contract Manger, she was responsible 


for stakeholder management for diverse groups such as Managed Care Organizations (MCOs), 


Providers, and community members. In addition, she maintained all records related to report submissions 


to senior management and CMS on a weekly, monthly, quarterly, annual, and ad hoc basis, used in 


identifying trends and tracking provider and member enrollment criteria and trends. Laura also developed 


and reviewed compliance strategies to ensure adherence to federal and state regulations.  


As a Strategic Development Coordinator, Laura was the lead of the Design, Development, and 


Implementation (DDI) team for the Money Follows the Persons (MFP) demonstration project. In this role, 


she led a team of six to develop operational protocol documents for CMS approval. After obtaining 


approval, Laura managed the day-to-day program operations.  


As the Managed Care Lead for a new MMIS procurement, Laura partnered with multiple departments to 


develop payment processes for program areas and workarounds when needed. In addition, Laura 


created a waiver provider enrollment tracking tool to monitor all approved/ denied provider enrollments. 


As the Business Area Lead, Laura played a vital role on the project by participating in a selection 


committee for a new MMIS fiscal agent, ensuring staff engagement with implementation tracks for the 


Managed Care requirements, and completing deliverable reviews and User Acceptance Testing (UAT) 


scripts.  


Mississippi Division of Medicaid (1999 to 2005). As division director, Laura spearheaded and 


maintained contract performance of Disease Management Program, which focused primarily on diabetes, 


hypertension, and asthma as cost saving measures for the delivery system. For the home- and 


community-based waiver programs and Hospice, Laura was responsible for monitoring and maintaining 
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CMS applications, updates and renewals for the Elderly and Disabled Waiver, Mentally 


Retarded/Developmental Disabled Waiver, Independent Living Waiver, Traumatic Brain Injury Waiver, 


Assisted Living Waiver, and Hospice.  


 


EDUCATION 


Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


Master of Health Services Administration, Mississippi College (Clinton, Mississippi) – June 2005 


Bachelor of Science in Chemistry and Biology, Texas A&M University (College Station, Texas) – August 


1989 


 


 


CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 


 


Certified Project Management Professional (PMP), Project Management Institute – March 2014 


 


REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone 


number, fax number and email address.  


 


Kenni Howard, RN, Health Insurance Specialist 


Division of Medicaid and Children’s Health Operations 


Centers for Medicare and Medicaid Services 


Ph. 404-562-7413  


kenni.howard@cms.hhs.gov 


 


Kathy Ryland, Managing Principal 


Health Management Associates 


Ph. 404-500-5085 


Kryland@helathmanagement.com 


 


Catherine Ivy, LCSW, Director of Community Services 


Georgia Department of Behavioral Health and Developmental Disabilities 


Division of Developmental Disabilities 


Ph. 404-463-1799 


Catherine.Ivy@dbhdd.ga.gov  



mailto:kenni.howard@cms.hhs.gov

mailto:Kryland@helathmanagement.com

mailto:Catherine.Ivy@dbhdd.ga.gov
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Company Name Submitting Proposal: BerryDunn 


 


Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor: X 


 


The following information requested pertains to the individual being proposed for this project. 


 


Name: Dorothy (Dot) Ball 
Key Personnel: 


(Yes/No) 
Y 


Individual’s Title: Subcontractor 


# of Years in Classification: NA # of Years with Firm: NA 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional 


experience. 


 


Dorothy (Dot) Ball has over 20 years of experience working in state and federal government, non-profit 


and for-profit health services, healthcare policy, health IT, clinical and direct service healthcare, and 


education technologies. She is an experienced business and regulatory analyst with expertise in HIX, 


health IT, health information exchange technology and governance structures, the software development 


lifecycle, rural health, and HIPAA.  


As the Principal Consultant for POGIS, Dot was responsible for starting and growing this small veteran-


owned analytics and subject matter consultancy headquartered in New Mexico and focused on serving 


clients in the areas of health IT, healthcare delivery systems, and government-funded health and human 


services. She has worked with BerryDunn on several projects, including our current work providing ACA 


policy research and analysis for the West Virginia Bureau of Medical Services and providing subject 


matter expertise and course development for the Medicaid Learning Center’s eLearning course modules.  


As a Senior Business Analyst with FourThought Group, Dot provided consulting services to government 


health and human services agencies in the areas of business process analysis, change management, 


system design and development, quality assurance, policy analysis, and regulatory interpretation. She 


gained expertise in federal Medicaid and public health regulations; served as Senior MITA Analyst and 


conducted MITA State Self-Assessments; supported state procurement and system implementation 


initiatives, including preparation of CMS funding requests and activities leading up to CMS certification of 


systems; and provided QA of large system implementations; among other responsibilities. 


 


RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position 


title held during the term of the contract/project and details of contract/project. 


 


Pogis (2007 to present). Dot is the Principal Consultant of this small veteran-owned analytics and 


subject matter consultancy, focused on providing services in the areas of health IT, healthcare delivery 


systems, and government-funded health and human services. She has worked in collaboration with 


BerryDunn on the following projects: 
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 MITA Subject Matter Expert/Analyst for West Virginia’s MITA 3.0 SS-A and MITA Lifecycle and 


Maintenance Projects (August 2012 to March 2015) 


 Lead Policy Analysis for the West Virginia DHHR Affordable Care Act Compliance and 


Implementation Project (May 2010 to December 2013) 


 Business Analyst for the development of Massachusetts State Medicaid Health IT Plan and EHR 


Incentive Payment Program (October 2010 to January 2011) 


 Business Analyst for the development of West Virginia’s State Medicaid Health IT Plan and EHR 


Incentive Payment Program (February to October 2010) 


 Subject Matter Expert providing eLearning content development for the West Virginia 


ePrescribing training program for physicians (June to December 2009) 


In addition, she has served as Lead Policy Analyst for Alabama’s Medicaid Managed Care External 


Quality Review project; MITA Subject Matter Expert for the Arizona Health Care Cost Containment 


System (AHCCCS) MITA 3.0 SS-A update; Policy Manager as part of an IV&V team for Arizona’s Health 


Insurance Exchange implementation; and Policy Analyst for business intelligence projects in various 


states, including Arizona, Utah, New Mexico, Illinois, New Hampshire, Florida, Arkansas, and Texas. She 


directs partner and large client relations, organizational strategies, project proposals, business application  


FourThought Group, Inc. (2002 to 2009). As a Senior Business Analyst, Dot provided consulting 


services to clients including policy analysis, regulatory interpretations, application of state and Federal 


laws and regulations, business process analysis, and business process change management. Highlights 


of her experience with FourThought include: 


 Lead Business Analyst for AHCCCS and Department of Economic Security (DES) to initiate 


Phase I of the State of Arizona Technology Interface Project System (TIPS).   


 Lead Business Analyst managing functional requirements engineering for Maricopa County 


Integrated Health Systems (MIHS), Third Party Administrator Transition and System 


Implementation project managed requirements development team.   


 Policy consultant/Business AHCCCS and Hawaii Department of Human Services (DHS), member 


of HIPAA privacy policy compliance team assessments.   


 Senior Policy Analyst for South Dakota HIPAA Security Policy and Procedures compliance 


project.  Performs policy and procedures gap analysis of existing Department and State 


Information Technology authority documentation.   


 Business Analyst/Subject Matter Expert for Washington State Medicaid MMIS procurement 


project.   


New Mexico Health Policy Commission (2000 to 2002). Dot was a Senior Policy Analyst for the Health 


Policy Commission, responsible for the management of state policy and planning projects addressing 


access to healthcare. She served as a Policy Project Manager for task force activities and studies 


including Medicaid cost containment, prescription drug access, provider retention issues, workforce 


shortages, health professional regulation, rural and immigrant access. Additional responsibilities included 


managing population survey and data analysis projects that resulted in significant legislative changes; 


analyzing and interpreting state, federal and international laws and regulations; and conducting 


comparative health data analysis including demographic, ethnographic and GIS analysis of U.S. census 


data and NM Health and population data. 
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EDUCATION 


Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


Master's Degree in Government, International Relations – Latin American Development, Public Policy 


Studies, and International Terrorism, New Mexico State University (Las Cruces, New Mexico) – 1988  


Bachelor's Degree in Government – Public Policy, Political Psychology, and International Relations, New 


Mexico State University (Las Cruces, New Mexico) – 1985 


 


CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 


 


N/A 


 


REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone 


number, fax number and email address.   


 


Edward Dolly 


Chief Information Officer 


West Virginia Department of Health and Human Resources (DHHR)  


Ph. 304-368-5858 


Ed.L.Dolly@wv.gov 


 


Shaun Meeks 


Owner 


The Auspex 


Ph. 505-424-1866 


smeeks@theauspex.biz  


 


Lindsay Prisbrey 


Director of Technology 


The Medicaid Learning Center 


Ph. 207-541-2299 


lprisbrey@medicaidlearning.com   


  



mailto:Ed.L.Dolly@wv.gov

mailto:smeeks@theauspex.biz

mailto:lprisbrey@medicaidlearning.com





 
 


 


BerryDunn | Tab VIII – Attachment G – Proposed Staff Resumes (RFP: 9.2.3.8) 126 


 


Company Name Submitting Proposal: BerryDunn 


 


Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


 


Name: Jamie Brennan 
Key Personnel: 


(Yes/No) 
Y 


Individual’s Title: Senior Consultant 


# of Years in Classification: 2 # of Years with Firm: 4 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional 


experience. 


 


Jamie Brennan is a Senior Consultant in BerryDunn’s Government Consulting Group. He has seven 


years of experience working with state agencies and a Master’s in Public Policy and Management that 


he uses to support system implementation and policy development projects for several disciplines within 


state and local government. Prior to BerryDunn, Jamie worked as a Staff Assistant to US Senator Susan 


Collins and an Assistant to the Principal Examiner for the State of Maine Bureau of Consumer Credit 


Protection. 


Jamie currently serves as the deliverable review manager for the West Virginia Medicaid Management 


Information System (MMIS) Design, Development, and Implementation (DDI) project. In this role, he 


oversees a rotating team of up to 30 BerryDunn professionals who review all documentation submitted 


by the Vendor for compliance with contract requirements and quality standards. 


Jamie’s other relevant experience includes developing and maintaining strong working relationships with 


Federal agencies and local stakeholders, analyzing local and statewide impact of federal regulation, 


researching Federal grant and funding opportunities, and conducting staff interviews and training. 


 


RELEVANT EXPERIENCE 


Information required should include: timeframe, company name, company location, position 


title held during the term of the contract/project and details of contract/project. 


 


BerryDunn (May 2012 to present). As a Senior Consultant in BerryDunn’s Government Consulting 


Group, Jamie has worked on the following projects: 


 West Virginia Bureau of Medical Services (BMS), Patient Protection and Affordable Care Act 


(PPACA) Planning Project (June 2012 to January 2014). BerryDunn supported the State of West 


Virginia in implementing the new Medicaid requirements that resulted from the Affordable Care 


Act. This project involved monitoring federal regulatory publications, assessing the impacts of 


regulations upon publication, and assisting the State in implementing specific policy solutions. 


Jamie served as an analyst on this team, where he analyzed impacts and developed 
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recommendations related to federal regulations, developed deliverables for the State, and 


supported the project manager in client meetings. Jamie served this project as a Policy Analyst. 


 West Virginia BMS, Medicaid Eligibility Group and Policy Analysis (MEGPA) Project (June 2012 


to October 2013). Jamie served as the Project Manager for the MEGPA project, which provided 


the State with facilitation of a stakeholder work group that refined the State's Medicaid eligibility 


rules with the object of updating the rules to comply with new requirements under the Affordable 


Care Act. In addition, BerryDunn supported the State through analysis of, and updates to, the 


State's Medicaid Policy Manual. Jamie developed strong relationships with key internal and 


external stakeholders in support of project goals; managed project scope, budget, and timeline; 


identified, tracked, managed, and escalated project risk to the project sponsor; and facilitated 


often contentious policy review sessions which required careful balancing of the competing 


interests of systems, policy, and finance stakeholders from across the West Virginia Department 


of Health and Human Resources. He also oversaw a comprehensive end-to-end review of the 


West Virginia policy manual (over 1000 pages in length) and managed a team of consultants who 


applied updates to this policy based on the decisions reached in the policy review sessions. 


 West Virginia BMS, Enhance Payments to Primary Care Providers Implementation Project 


(November 2012 to April 2015). Brandon previously provided project management support 


services for the design, development and implementation of a provider enrollment application. 


The provider enrollment application allowed for the online processing of Medicaid providers 


applications to participate in the program. His role was that of project contributor and business 


analyst. He created status reporting deliverables, assisted the project manager in executing the 


project according to the project management plan. 


 West Virginia BMS, MMIS Re-Procurement Project (July 2011 to October 2011). As the Project 


Manager, Jamie oversaw the implementation of this project, which provided the State with 


assistance writing policy, updating systems, and securing federal approval for the ACA mandated 


enhanced payments program. The project involved interfacing with Stakeholders from the State 


policy, finance, and systems team, as well as with the State's eligibility and MMIS vendors. Jamie 


managed project scope, budget, and timeline; identified, tracked, managed, and escalated project 


risk to the project sponsor; developed State policy that aligned with federal requirements for the 


new program; and tracked the program after implementation to ensure that the State and its 


vendors complied with audit and review requirements. 


 


EDUCATION 


Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


Master of Public Policy and Management (MPPM), Concentrations in Financial and Organizational 


Management, University of Southern Maine, Muskie School of Public Policy (Portland, Maine) – 


December 2011 


Bachelor of Arts in Political Science, Minor in Computer Science, Wheaton College (Norton, 


Massachusetts) – May 2007 


 


CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 


 


Certified Associate in Project Management (CAPM) – February 2014 
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REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone 


number, fax number and email address.  


 


Edward Dolly 


Chief Information Officer 


West Virginia Department of Health and Human Resources (DHHR)  


Ph. 304-368-5858 


Ed.L.Dolly@wv.gov 


 


Sarah Young 


Acting Deputy Commissioner of Policy Coordination 


West Virginia Bureau for Medical Services 


Ph. 304-356-4970 


Fax. 304-356-4970 


Sarah.K.Young@wv.gov 


 


Lorrie Davenport, MBA 


Independent Healthcare Consultant 


Ph. 860.237.8168 


ldaven01@gmail.com 


  



mailto:Ed.L.Dolly@wv.gov

mailto:Sarah.K.Young@wv.gov

mailto:ldaven01@gmail.com
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Company Name Submitting Proposal: BerryDunn 


 


Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 


The following information requested pertains to the individual being proposed for this project. 


 


Name: David Steury 
Key Personnel: 


(Yes/No) 
Y 


Individual’s Title: Consultant 


# of Years in Classification: 1 # of Years with Firm: 1 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional 


experience. 


 


David Steury is a Consultant with BerryDunn’s Government Consulting Group, working with public sector 


clients to as a business analyst. His focus includes helping clients with data analysis, system 


implementations, and needs assessments.  


 


RELEVANT EXPERIENCE 


Information required should include: timeframe, company name, company location, position 


title held during the term of the contract/project and details of contract/project. 
 


BerryDunn (2015 to present). David works with BerryDunn’s Medicaid consulting practice areas, 


assisting clients on a wide range of projects, including current work with West Virginia’s Medicaid agency. 


Office of United States Senator Mike Crapo (2014). David’s work with the Senator’s office included 


managing front office operations including receiving meetings, guiding tours, and providing information on 


the Senator's policies and goals; revising a 0-page operations manual for staff assistants to update, 


clarify, and streamline processes; preparing news and policy briefings to guide the decision-making of the 


Senator and legislative staff; and representing the office at legislative briefings. 


TerraGraphics International Foundation (2014). As a Content Consultant, David developed and edited 


public relations material for an NGO that had recently completed lead contamination remediation in 


northern Nigeria. 


University of Idaho (2013). David worked as a research intern, helping to analyze the economic and 


environmental effects of crop insurance policy in the Pacific Northwest. He developed policy proposals to 


solve economic and environmental problems, utilized Excel and Stata to develop a quantitative model to 


predict future indemnities, and presented findings to involved academics and in a report distributed to 


project stakeholders 


 


EDUCATION 
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Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 


Bachelor of Arts in Economics and Government, Bowdoin College (Brunswick, Maine) – May 2015  


 


CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 


 


N/A 


 


REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone 


number, fax number and email address.  


 


Edward Dolly 


Chief Information Officer 


West Virginia Department of Health and Human Resources (DHHR)  


Ph. 304-368-5858 


Ed.L.Dolly@wv.gov 


 


Scott Young 


Owner 


Technology Results, LLC 


Ph. 978-337-2811 


Scott.young@technology-results.com  


 


Lorrie Davenport, MBA 


Independent Healthcare Consultant 


Ph. 860.237.8168 


ldaven01@gmail.com 
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We do not have additional materials to include at this time but would be pleased to provide any 


further information upon request by the State.  
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TAB I – TITLE PAGE (RFP: 9.4.3.1) 


 


Part II – Cost Proposal 


RFP Title: 
Evaluation and Planning Services for the Potential Expansion of the 
Medicaid Managed Care Organization Program 


RFP: 2103 


Vendor Name: Berry Dunn McNeil & Parker, LLC (d/b/a BerryDunn) 


Vendor Address: 
100 Middle Street 


Portland, Maine 04104 


Proposal Opening Date: February 19, 2016 


Proposal Opening Time: 2:00 PM 
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TAB II – COST PROPOSAL (RFP: 9.4.3.2) 


 


Attachment H – Deliverable Payment Schedule 


Vendor: BerryDunn   


 


Activity 
Number Description of Activity 


Estimated 
Timeframe 


Activity Estimated 
Price 


3.1 Review the current Medicaid MCO Program and make recommendations for 
improvement. Activity Estimated Price should be a total amount of 3.1.1, 3.1.2 
and 3.1.3. 


May 11, 2016 – 
June 17, 2016 


 $42,915 
 


3.1.1 Recommend revisions to strengthen and improve the Division’s oversight, 
recommendations must comply with federal and state requirements. 


May 11, 2016 – 
June 15, 2016 


$21,682


3.1.2 Recommend revisions to the MCO contract as it relates to improving program 
oversight and compliance. 


May 11, 2016 – 
May 31, 2016 


$14,750


3.1.3 Recommend revisions to contract terms and payment structure to incentivize MCO 
vendors to reduce costs through pay for performance measures. 


May 30, 2016 – 
June 17, 2016 


$6,483


 


3.2 Assist state staff in providing recommendations to executive staff and the 
Nevada Legislature regarding the potential MCO expansion.  Activity Estimated 
Price should be a total amount of 3.2.1, 3.2.2 and 3.2.3. 


May 11, 2016 – 
September 5, 2016 


 $43,273 
 


3.2.1 Recommendations may be based on population, geographical location and/or 
services such as Long Term Support Services. 


June 20, 2016 – 
August 12, 2016 


$11,773


3.2.2 Recommendations may be a phase in approach to limit financial cash flow concerns 
and/or adverse impact. 


August 10, 2016 – 
September 5, 2016 


$21,788


3.2.3 With assistance from state staff recommendation(s) must contain a cost benefit 
analysis which includes the potential loss of revenue to state agencies as well as 
Intergovernmental Transfer of Funds, Certified Public Expenditures and drug rebates. 


July 27, 2016 – 
August 31, 2016 


$9,712
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Activity 
Number Description of Activity 


Estimated 
Timeframe 


Activity Estimated 
Price 


3.3 With assistance from state staff, identify the potential impact of the possible 
expansion of the State Medicaid MCO Program. Activity Estimated Price should 
be a total amount of 3.3.1, 3.3.2, 3.3.3, 3.3.4, 3.3.5, 3.3.6 and 3.3.7. 


June 20, 2016 – 
December 5, 2016 


 $86,034


3.3.1 Assist state staff in identifying the potential impact to communities through the 
continuation of town hall meetings to gather public and stakeholder’s input. 


September 6, 2016 – 
October 12, 2016 


$21,740


3.3.2 With assistance from state staff identify the potential impact to recipients, data 
regarding MCO adequacy of providers and access to care in Nevada is available. 


September 6, 2016 – 
September 8, 2016 


$9,331


3.3.3 Identify the potential impact to providers. September 9, 2016 – 
September 29, 2016 


$11,416


3.3.4 With assistance from state staff, identify the potential impact to local government as it 
relates to reimbursement for administrative and medical services. 


September 30, 2016 – 
October 12, 2016 


$14,819


3.3.5 With assistance from state staff, identify the potential impact to Native American 
tribes. 


September 6, 2016 – 
September 22, 2016 


$7,895


3.3.6 With assistance from state staff, identify the potential impact to state agencies that 
provide billable administrative and medical services such as potential downsizing of 
staff, etc. 


September 6, 2016 – 
September 22, 2016 


$8,955


3.3.7 Report any potential impact the state may not be aware of and should consider based 
on the vendor’s experience and/or knowledge of other states’ MCO expansion. 


September 20, 2016 – 
October 4, 2016 


$11,878


 


3.4 With assistance from state staff identify ways to leverage existing resources if 
MCO expansion occurs.  Activity Estimated Price should be a total amount of 
3.4.1, 3.4.2 and 3.4.3. 


August 31, 2016 – 
November 2, 2016 


 $31,475 


3.4.1 Certified Public Expenditures September 1, 2016 – 
September 22, 2016 


$9,875


3.4.2 Intergovernmental Transfer of Funds September 20, 2016 – 
October 11, 2016 


$9,875


3.4.3 Provider Tax and Assessment October 7, 2016 – 
November 2, 2016 


$11,725
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Activity 
Number Description of Activity 


Estimated 
Timeframe 


Activity Estimated 
Price 


3.5 Provide consulting services and project management for MCO expansion.  
Activity Estimated Price should be a total amount of 3.5.1, 3.5.2, 3.5.3, 3.5.4, 
3.5.5, 3.5.6, 3.5.7, 3.5.8 and 3.5.9. 


December 6, 2016 – 
June 29, 2018 


 $64,719 
 


3.5.1 Develop and design the project plan upon approval of a MCO expansion. December 6, 2016 – 
August 11, 2017 


$8,875


3.5.2 Assist in the completion of a timeline for implementation of the approved plan and 
identify critical path(s). 


July 3, 2017 – 
July 26, 2017 


$5,592


3.5.3 Ensure project is completed within approved timeframe(s) and/or notify management 
of delay(s), reason for any delay(s), and possible solutions to resolve any delay(s). 


July 3, 2017 – 
June 29, 2018 


$5,551


3.5.4 Identify stakeholders. December 20, 2016 – 
December 26, 2016 


$2,382


3.5.5 Design and manage communication plan. December 20, 2016 – 
January 2, 2017 


$5,147


3.5.6 Manage meetings. July 3, 2017 – 
June 29, 2018 


$933


3.5.7 Manage and track status of tasks assigned to all parties involved. July 3, 2017 – 
June 29, 2018 


$11,109


3.5.8 In the event Long Term Support Services (LTSS) are recommended and approved as 
part of the MCO expansion, assist state staff in preparing the necessary documents 
that meet CMS’s requirements in obtaining proper authority under an 1115 (a) 
demonstration waiver; and/or 1915 (b) waivers’ and/or 1915 (c); and/or 1915 (i) 
accordingly. 


July 3, 2017 – 
August 3, 2017 


 


$17,765


3.5.9 With assistance from state staff develop a transition plan for the MCO expansion. May 31, 2017 – 
June 27, 2017 


$7,365


 


3.6 With assistance from state staff identify the potential loss of revenue to the 
Medicaid agency such as IGT and drug rebates. 


July 26, 2016 – 
August 12, 2016 


$9,975
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Activity 
Number Description of Activity 


Estimated 
Timeframe 


Activity Estimated 
Price 


3.7 Assist in the initial procurement process of MCO vendors. Activity Estimated 
Price should be a total amount of 3.7.1, 3.7.2 and 3.7.3. 


June 20, 2016 – 
June 19, 2017 


 $30,826 
 


3.7.1 Develop Request for Information to solicit interested MCO vendors. June 20, 2016 – 
July 19, 2016 


$10,962


3.7.2 Review Request for Information submissions by interested MCO vendors. September 1, 2016 – 
November 1, 2016 


$9,873


3.7.3 Assist in drafting the Request for Proposal to procure MCO vendors in Nevada. May 31, 2017 – 
June 19, 2017 


$9,991


 
TOTAL* $309,217


*Travel expenses are not included in the above costs. Expenses are expected to be between 5% and 10% of total project fees, depending on the 
amount of on-site time that is determined with DHCFP. We would be pleased to provide a fixed cost for all travel expenses if desired by DHCFP.  
 


Classification Title Hourly Rate* 


Project Lead $187.00 


Project Manager $215.00 


Policy SME 1 $187.00 


Policy SME 2 $169.00 


Finance SME 1 $189.00 


Finance SME 2 $167.00 


Analyst $119.00 


Principal** $297.00 


Project Coordinator** $107.00 


*The rates above are standard rates for this contract, not including expenses. 
** We have provided rates for these two additional project roles should DHCFP request  
ad hoc work during the contract period that may involve these roles.  
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Summary of Hours by Proposed Team Member by Activity 


To provide transparency to DHCFP into how we arrived at the costs in the deliverable payment schedule, we have provided the 
planned hours by activity for each of our proposed team members in the table below. 


Activity 


Brandon 
Milton, 
Project 


Manager 


Jamie 
Brennan, 


Project Lead 


Laura 
Killebrew, 


Policy SME 
Dot Ball, 


Policy SME 


Steven 
Whitney, 
Finance 


SME 


Bob 
Baldacci, 
Finance 


SME 


David 
Steury, 
Analyst Total 


3.1 40 88 16 88 0 0 78 310 


3.2 24 72 16 40 33 55 56 296 


3.3 32 118 40 116 81 35 126 548 


3.4 24 38 0 0 72 48 0 182 


3.5 32 144 8 40 0 0 188 412 


3.6 12 8 8 12 32 16 0 88 


3.7 24 90 8 8 0 0 88 218 


Totals: 188 558 96 304 218 154 536 2,054 
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TAB III – ATTACHMENT I (RFP: 9.4.3.3) 
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Expansion of the Medicaid Managed Care 
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TAB IV – STATE DOCUMENTS 
This tab includes the following: 


A. The signature page from all amendments with an original signature by an individual 
authorized to bind the organization.  


B. Attachment A – Confidentiality and Certification of Indemnification with an original signature 
by an individual authorized to bind the organization. 


C. Attachment C – Vendor Certifications with an original signature by an individual authorized to 
bind the organization. 


D. Attachment J – Certification Regarding Lobbying with an original signature by an individual 
authorized to bind the organization. 


E. Copies of any vendor licensing agreements and/or hardware and software maintenance 
agreements. 


F. Copies of applicable certifications and/or licenses. 
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TAB VI – SECTION 3 SCOPE OF WORK 
HMA has a holistic approach to the work identified in the RFP, seeking to conduct the discrete 
activities in a way that informs the whole, with activities building on one another. We see the tasks in 
3.1 through 3.7 fitting into three major areas: 


A. Improvements to the Current Program;  
B. Impact Analysis and Recommendations for Future Program Changes; and  
C. Implementation Assistance.  


Project management activities described in Section 3.5 support the work conducted in all the other 
activities and will be used by the project team to support its larger project goals. Project management 
tasks are thus not identified separately in the information below. The following table shows how each 
of the task areas in the Scope of Work fit into this structure.  


TABLE 1. MAJOR PROJECT AREAS AND ASSOCIATED RFP TASKS 
Improvements to the Current 
Program 


3.1 Review the current Medicaid MCO Program and make 
recommendations for improvement   


Impact Analysis and 
Recommendations for Future 
Program Changes 


3.2 Assist state staff in providing recommendations to 
executive staff and the Nevada Legislature regarding the 
potential MCO expansion (including 3.2.1 - 3.2.3)  


3.3 With assistance from state staff, identify the potential 
impact of the possible expansion of the State Medicaid 
MCO Program (including 3.3.1 - 3.3.7) 


3.4 With assistance from state staff identify ways to leverage 
existing resources if MCO expansion occurs 


3.6 With assistance from state staff identify the potential loss 
of revenue to the Medicaid agency such as IGT and drug 
rebates 


Implementation Assistance 3.5.8 In the event Long Term Support Services (LTSS) are 
recommended and approved as part of the MCO expansion, 
assist state staff in preparing the necessary documents that 
meet CMS’s requirements in obtaining proper authority 
under an 1115 (a) demonstration waiver; and/or 1915 (b) 
waivers’ and/or 1915 (c); and/or 1915 (i) accordingly 


3.5.9 With assistance from state staff develop a transition plan 
for the MCO expansion 


3.7 Assist in the initial procurement process of MCO vendors  
 


Activities to be conducted under each of the tasks identified in the Scope of Work are described below 
under those sections. It is important to note that while we have identified tasks and deliverables 
associated with each task area, our proposal intends to utilize information gained during one set of 
activities to inform later tasks. Our goal is to avoid duplication of effort and to limit the impact on 
state financial and time resources by conducting data collection, analysis and other activities in the 
most efficient manner possible. While some activities are included in the methodology descriptions of 
multiple task areas, our intent is to conduct the activity once and use it to inform the multiple tasks.  
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For example, the Impact Analysis Crosswalk, which lays out information on and analysis of candidate 
expansion options [described in the Section 3.3 narrative], will be based on the information collected 
under 3.3 and 3.2, and used in the various sections (3.2, 3.3, 3.4 and 3.6) to inform the development of 
the candidate approaches and ultimate recommendations. Only one crosswalk will be developed, but 
it will inform the work in tasks from multiple sections of the RFP.  


Activities impacting the project as a whole 
Kick Off Meeting. Following contract award and start date, HMA and state staff will conduct a kick off 
meeting, at which:  


• Project team members will work with key State staff to review the proposed approach and 
confirm a joint plan for developing recommendations regarding potential MCO expansion. 


• State staff will review efforts completed to date to explore Medicaid MCO expansion options, 
including but not limited to: expansion populations, services and locations; implementation 
approaches; and any cost-benefit or other financial analyses undertaken. 


• Set expectations regarding engagement, key partners, timelines and communication 
strategies.  


Initial Meeting between Project Team and State Staff. HMA is planning for one to two team members 
to be on site with state staff for this meeting, with the other team members joining by telephone. 
HMA will arrange with state staff regarding state presentations for the kick off meeting and arrange 
to receive reference documents and data or links to publically available documents and data. 


Impact Analysis. HMA will construct a crosswalk of impacts based on evaluation of the information in 
a variety of areas:  


• Populations, locations and services;  
• Impacts of expansion options on recipients, providers, Native American Tribes, governments; 
• Opportunities and threats related to financing; and 
• Other factors identified in the analyses.  


These analyses will be used to develop recommendations requested under several sections of the RFP.  


What follows is a discussion of the methodology and timelines for each set of tasks 3.1 through 3.7:  


3.1 Review the current Medicaid MCO Program and make 
recommendations for improvement 
With state programs increasingly turning to or expanding managed care, it is more important than 
ever for states to have strong contracts that support effective oversight meeting all state and federal 
regulations and, just as importantly, improving quality while measurably reducing costs. We 
understand that the state must both incentivize and collaborate with health plans while also holding 
them accountable to drive their network providers to deliver high quality, efficient health care 
services. This balance is best accomplished by the state setting up effective oversight schedules and 
processes, as well as appropriate allocation of state resources to support this work. A strong contract 
allowing the state access to the data and information is also necessary to effectively drive 
performance. 
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Staff proposed to work on this project have direct experience running multi-billion-dollar state 
Medicaid programs in Oregon, Michigan and Washington and have access to the entire HMA staff, 
including former federal and state Medicaid executives from across the nation. We have direct 
experience expanding Medicaid programs, including moving them from mostly serving healthy 
children and their parents to covering other populations such as individuals with disabilities and the 
new adult populations. We have expanded access to service delivered through managed care 
contracts beyond medical, such as long term services and supports and behavioral health, and have 
helped many states with their federal State Plan Amendments and waivers.  Further, we have 
launched processes to shift the focus and staff allocations within our Medicaid programs from a fee-
for-service organization to a primarily managed care focused delivery system. This experience will 
allow HMA to provide a comprehensive assessment and broadly informed recommendations for the 
current Medicaid MCO Program as it considers a potential expansion to other regions 


3.1.1 Recommend revisions to strengthen and improve the Division’s oversight, 
recommendations must comply with federal and state requirements 


PROPOSED METHODOLOGY AND APPROACH 
HMA proposes to review the current processes, infrastructure, and contract language in place to 
oversee and manage the current Nevada MCO program. This will allow HMA an understanding of the 
current strengths and identify areas for improvement, where appropriate. In conducting this work, 
HMA will review State Medicaid managed care requirements, processes and procedures in light of 
state and federal requirements, including the CMS managed care regulations expected to be finalized 
during the contract period. We will use our team’s expertise in Medicaid policy, operations and 
program integrity to identify areas for improvement and recommend changes that will improve the 
Division’s oversight of its managed care vendors and other relevant partners. This will assist the state 
in ensuring it has effective management and oversight functions in place as it determines the best 
approach to expand managed care beyond the current regions.  


HMA will review the Division’s processes, procedures, contracts and other relevant documentation. 
Contracts will be reviewed for terms that support program accountability, such as reporting, 
performance guarantees, roles and responsibilities, auditing and compliance. We will compare 
Nevada processes and contracts to best practices nationally in order to identify areas for 
improvement.   


As needed, we will supplement existing data sources with key informant interviews or other materials. 
Areas assessed will include but not be limited to: staffing capacity and allocation; current functions; 
and contract oversight processes.  


TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
State and Federal Regulation review  May 2016 June 2016 
Research and compile national best practices summary. 
Review Division processes, procedures, other relevant 
operations documentation and compare to best practices 
nationally to identify strengths and opportunities 


June 2016 July 2016 
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Task Start Date End Date 
Update national best practices contract template and review 
existing Nevada MCO contract(s) and compare with best 
practice templates identifying strengths and opportunities 


June 2016 July 2016 


3.1.2 Recommend revisions to the MCO contract as it relates to improving program 
oversight and compliance 


PROPOSED METHODOLOGY AND APPROACH 
HMA staff proposed for this engagement have years of experience writing and enforcing state 
managed care programs as executive administrators and lawyers. The team will:  


• Review information on national best practices from which to evaluate Nevada’s current 
contractual environment. 


• Review federal Medicare Advantage contract provisions relevant to oversight and compliance, 
in order to support CMS’s goal that Medicaid, Medicare and Health Insurance Marketplace 
provisions align where possible.   


• Based on our contract review in 3.1.1 and information from national and Medicare models, 
recommend contract provisions that can be used in the Nevada context to improve oversight 
and compliance and fill any “gaps” in the existing contracts.  


• As we revise, identify and develop new MCO contract provisions, we will focus on: compliance 
with federal and state regulations, comprehensive contract language to support effective 
performance and oversight, and building in measures to make oversight as easy as possible to 
perform for already stretched state staff.  


TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Compile and summarize: key attributes of a strong state 
MCO contract, effective contract terms from other states 
and federal contracts, and development of new contract 
terms or tailored terms for Nevada. 


June 2016 July 2016 


3.1.3 Recommend revisions to contract terms and payment structure to incentivize 
MCO vendors to reduce costs through pay for performance measures. 


PROPOSED METHODOLOGY AND APPROACH 
In considering possible expansion of managed care in Nevada, we understand the importance of 
maximizing the state’s contract with MCOs to improve accountability and assist in Nevada’s 
achievement of the triple aim of improved population health, better care and greater value for health 
care spending. As outlined in Nevada’s State Health System Innovation Plan, the State’s goals of 
alternative payment methodology that will reward providers for quality instead of quantity is what 
HMA sees in working with other states. How the Medicaid purchases the delivery of services can help 
to drive that change.  


HMA’s experts understand Medicaid program requirements and policies, CMS incentive program 
requirements and alignment with similar programs in Medicare, and best practices from other states 
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and their key stakeholders. HMA has a significant number of ex-Medicaid agency and CMS officials on 
our consulting staff and will leverage this expertise to outline some clear steps to use the contracts to 
incent the MCOs to improve health and reduce costs to the State’s taxpayers.  


We will review and prepare recommendations aimed at establishing a pay for performance 
mechanism that provides MCO vendors with incentives to reduce costs: 


• Meet with State staff to clarify the current key MCO delegated roles and responsibilities and 
establish goals for healthcare cost reduction. We will also incorporate the findings from the 
scope of work undertaken as part of 3.1.1. and consider the staff’s views as well.  


• Review current MCO capitation rates and healthcare cost trends. 
• Review the current Nevada Medicaid Agency’s policy and procedures for MCO performance 


incentives. 
• Review CMS requirements specific to incentives and ratings.  
• Review key state Medicaid program best practices for MCO incentive programs. 
• Discuss with state agency leaders the goals for healthcare cost reductions, and discuss options 


and parameters for incentives, payment mechanisms and implications.  
• Develop financial and payment structure models for the MCO incentive program to reduce 


program costs.  
• Provide state staff with recommendations on MCO contract language and policy and 


procedure changes to incorporate incentive program and payment structure in MCO contract.  


TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Program and regulatory review, best practice research, 
documentation, findings and draft recommendations 


July 2016 July 2016 


Meetings with State staff: Initial discussions on program 
goals and discussion of options and impacts to hone 
recommendations  


May 2016 May 2016 


Financial modeling, contract revision June 206 July 2016 


3.2 Assist state staff in providing recommendations to executive 
staff and the Nevada Legislature regarding the potential MCO 
expansion: 


3.2.1 Recommendations may be based on population, geographical location and/or services 
such as Long Term Support Services; 


3.2.2 Recommendations may be a phase in approach to limit financial cash flow concerns 
and/or adverse impact; and 


3.2.3 With assistance from state staff recommendation(s) must contain a cost benefit 
analysis which includes the potential loss of revenue to state agencies as well as 
Intergovernmental Transfer of Funds, Certified Public Expenditures and drug rebates. 


HMA will draw on the project team’s expertise in Medicaid managed care and program expansion, as 
well as extensive experience working with policymakers, to assist state staff in developing 
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recommendations for executive staff and the Nevada Legislature regarding potential MCO expansion. 
We will review opportunities for expanding covered populations, services, and locations; will consider 
a potential implementation approaches; and conduct a cost benefit analysis—each of which we 
elaborate on in the following sections of this proposal.  


Our overall approach and proposed methodology to the scope of work in 3.2 is cumulative rather than 
discrete activities. Our approach is presented below and illustrates how the elements of the work build 
upon one another toward a set of recommendations that meet the above task requirements. The 
proposed approach also seeks to leverage collaboration with state staff. 


While the work to be conducted under 3.4 and 3.6 is described separately in order to be responsive to 
the requirements of the RFP, HMA sees the analysis and activities of 3.2, 3.4 and 3.6 as all part of a 
single analytic task – to understand the current state of managed care in Nevada’s Medicaid program 
and the remaining FFS population, assess the implications of MCO expansion in Nevada and make 
recommendations. We can develop recommendations regarding how to make changes that will work 
for the state and maximize the benefits while minimizing any negative impacts on recipients, 
providers, state and local governments, Native American tribes and other stakeholders assessed 
through section 3.3’s impact analyses. The analyses for 3.4 and 3.6 are described in separate sections, 
but are closely linked to this section’s data collection, analyses and recommendations.  


Proposed Methodology and Approach 
HMA will work closely with state staff to ensure a thorough review of our analyses and findings are 
shared and there is close collaboration with Nevada state staff as recommendations are developed. 
We will work to understand the State’s perspective and goals of any changes to the current MCO 
program and potential expansion. We intend to ensure solid rationale and detailed information 
supporting our recommendations based on the work described in other sections of this proposal to 
assist state leaders in their discussions with policymakers going forward. The steps of our 
recommendations development are: 


INITIAL DISCUSSION AND PLANNING 
As described above in the overall discussion of the project, HMA and state staff will conduct a project 
kick off meeting, at which:  


• Project team members will work with key State staff to review the proposed approach and 
confirm a joint plan for developing recommendations regarding potential MCO expansion. 


• State staff will review efforts completed to date to explore Medicaid MCO expansion options, 
including but not limited to: expansion populations, services and locations; implementation 
approaches; and any cost-benefit or other financial analyses undertaken. 


• Set expectations about engagement, key partners, timelines, communication strategies, and 
other key clarifications. 


APPLY THE IMPACT ANALYSES TO SHAPE POTENTIAL APPROACHES  
In Section 3.3 we describe how the HMA team will assess the impact of expansion on Medicaid 
recipients, including by sub-population and geographic location. This includes looking at various racial 
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and ethnic groups, Native Americans, and individuals with special needs as well as Medicaid recipients 
and overall community. We will also analyze and incorporate the information collected through the 
stakeholder engagement to date in Nevada regarding expansion’s potential impacts to providers, 
government agencies and other relevant organizations. To ensure the best use of State resources, we 
will utilize the data collection and analysis conducted under 3.3 to pair with the current program 
analysis described under Section 3.1. Applying that information and augmenting with information we 
will gather regarding potential services to be included under managed care as the State considers the 
expansion to currently FFS regions or broader expansion in the current MCO areas to other 
populations. We will apply our extensive experience and knowledge of similar efforts in other states to 
guide our analysis.  


We will synthesize our findings into an Impact Analysis crosswalk that demonstrates how potential 
new managed care services including additional populations (including those in various areas of the 
state) could shape Nevada’s Medicaid managed care program under expansion. This will provide a 
broad backdrop of stakeholder input, data and options for consideration to inform potential 
expansion recommendations with leadership.   


ANALYSIS OF EXPANSION OPTIONS AND INITIAL RECOMMENDATIONS DEVELOPMENT 
HMA will analyze the data provided by the State and information collected through the project team’s 
work under 3.3 in order to develop initial recommendations for presentation to executive staff and the 
Nevada Legislature regarding potential MCO expansion. This analysis will include:  


• Candidate Expansion Populations (3.2.1): We will confirm the potential populations for 
inclusion in managed care and identify the impacts and costs of moving these groups from fee-
for-service to coverage under managed care organizations. For each candidate population we 
will conduct a cost-benefit analysis that will take into account the number and demographics 
of the current fee-for-service recipients, the likely utilization changes and service site changes 
related the delivery system change. 


• Candidate Expansion Services (3.2.1): We will identify the opportunities for moving currently 
carved out services into coverage through an MCO, assess other states’ experience providing 
these services in managed care, and provide a cost benefit analysis associated with MCO 
expansion for each candidate service. 


• Candidate Expansion Locations (3.2.1): Based on information about the circumstances for the 
counties currently not utilizing managed care (population, provider density, etc.), we will 
review experiences of managed care in similar states (including, but not limited to other 
western states with large, sparsely populated areas. While Nevada has a unique situation as a 
state with two larger urban areas on the edges of a predominantly rural state, a number of 
states in the west have implemented managed care programs in areas with low population 
density and fewer large providers. Based on an understanding of the characteristics of 
Nevada’s non-MCO counties and delivery systems currently in use, we will conduct an analysis 
of how those characteristics align with readiness for MCO expansion, based on experiences in 
other states, and a cost benefit analysis associated with MCO expansion to various candidate 
locations. 
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• Candidate Implementation Approaches (3.2.2): We will provide Nevada with a range of 
implementation options for consideration and based on state team input and preferences. The 
implementation options included will be informed by both information on other state 
implementations and the constellation of expansion options that state staff have selected for 
presentation based on discussion with HMA regarding the analysis and recommendations. The 
implementation options presented will include a cost benefit analysis relative to the other 
implementation options presented. 


Cost Benefit Analysis (3.2.3) – as part of the analysis of the populations, locations and services that 
may be included in an expansion, HMA will conduct a cost benefit analysis, including identification of 
potential loss of revenue to state agencies as well as Intergovernmental Transfer of Funds, Certified 
Public Expenditures and drug rebates. The cost benefit analysis will assess the cash flow implications 
of the different implementation approaches. In a fee-for-service system, there is a lag from service 
delivery to claiming to payment. During a transition to expanded managed care in which the State 
pays MCOs a monthly prospective capitation rate, costs are front loaded for the managed care 
payments during the fee-for-service claims run out period, and the State will experience an increased 
cash flow out during the transition period. 


ASSESSMENT OF FINANCE APPROACHES AND THEIR IMPACT 
HMA will work with State staff to examine the State’s current special financing practices. The 
examination will identify what can be preserved, what can be incorporated into the managed care 
capitation rates, and options for converting to different mechanisms where necessary to accomplish 
the same purpose (e.g., convert IGTs to provider taxes or supplemental payments to DSH payments)—
all toward the goal of minimizing negative impact to the State. 


During the expected timeframe for this assessment, CMS’ new managed care regulations should be 
published as final and will be taken into consideration. The regulations will affect options available to 
States. 


HMA and state staff will explore different implementation approaches that can mitigate the cash flow 
impact of transition from fee-for-service to managed care, and will outline several high value 
approaches and model their cash flow impact. Approaches may include staggered implementation, 
and proposed implementation timing relative to the State’s budget cycle.   


The cost benefit analyses will be based on data made available by the State and the costs and benefits 
identified by the HMA and State staff team. This will not include an actuarial analysis, as an analysis 
of this depth would be outside of the scope or budget for this project.   


DRAFT FINDINGS REVIEW AND RECOMMENDATIONS REFINEMENT 
Initial draft Findings and Recommendations Review Session with state team 
HMA and the designated state staff will conduct a review session during which HMA will present 
findings to the State team and the group will discuss draft recommendations based on these findings. 
HMA and State staff will make preliminary decisions regarding selected MCO expansion options for 
presentation to executive staff and the Nevada Legislature regarding potential MCO expansion. 
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HMA will facilitate the discussion and document the proceedings, including decision points on which 
candidates are selected for further work up and presentation, and reasons for exclusion of other 
candidates. HMA assumes that the State will select a definitive suite of expansion options which will 
guide subsequent work. Based on State input, HMA will update recommendations to be included in 
the final recommendations document described below (“Final Recommendations Document”). 


Implementation Options and Recommendations Refinement 
Once a suite of MCO expansion options have been selected for inclusion in subsequent analysis, HMA 
will make additional recommendation to address the suite of expansion options selected by State 
staff: 


• Candidate Implementation Approaches—A range of implementation options for consideration 
based on decisions and preferences resulting from prior discussion with the State. The 
implementation options included will be informed by both information on other state 
implementations and the constellation of expansion options that state staff have selected for 
presentation based on discussion of expansion options.  


• Identification of Potential Loss of Revenue—A cost benefit analysis assessing the potential loss 
of revenue to state agencies as well as IGT, CPE and drug rebates relative to the benefits of 
implementation of the selected suite of MCO expansion options. 


Analyses will be based on data made available to HMA by the State and costs and benefits identified 
by the HMA and State staff team.  


Review Session II –Draft Implementation Recommendations Review with state team 
HMA and state staff will review and discuss the implementation approach recommendations and 
analysis of potential loss of revenue to finalize the materials to be used to support presentations to 
executive staff and the Nevada Legislature regarding potential MCO expansion. HMA will facilitate 
the discussion and document the proceedings, including decision points on which candidates are 
selected for presentation, and reasons for exclusion of other candidates. HMA assumes that the State 
will select no more than two implementation options for detailed presentation. 


FINAL RECOMMENDATIONS REVIEW AND DOCUMENT FINALIZATION 
Following decision making sessions and review of potential revenue impacts related to expansion 
options, HMA will prepare a final draft MCO expansion recommendations document describing the 
selected recommended options, implementation approach, and outlining potential loss of state 
revenue. HMA and designated State staff will confer on the format of this document for presentation 
to executive staff. HMA assumes that that designated State staff will review the draft and provide 
written actionable comments within agreed timeframes; that HMA and the designated State staff will 
conduct a review session during which the HMA and State staff will discuss State staff review 
comments; afterwhich HMA will modify the document and provide a final recommendations 
document to the State. 
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PRESENTATIONS TO STATE LEADERSHIP AND LEGISLATURE 
HMA will support Division staff in the presentation of recommendations to executive leadership and 
the Nevada legislature, including production of presentation materials, conducting presentations and 
facilitating discussions, as determined by the State team. Our HMA team has extensive experience in 
providing information and assessment of strategic concerns to executive state agency leadership both 
in their past roles as state and federal officials, and also in HMA’s work with other states and federal 
projects.  


HMA assumes that if the executive state staff decides to reject or significantly revise the 
recommendations presented by the joint HMA and State staff team, then HMA and the Nevada 
Division of Health Care Financing and Policy will need to negotiate an amendment to the Agreement 
to accommodate any unplanned exploration of options requested by executive state staff. Hopefully, 
with the early and regular engagement with State staff at the beginning of this project this will not be 
necessary.  


Based on concurrence by executive State staff of presented or modified recommendations, HMA will 
work with designated State staff to develop presentation materials to the Nevada Legislature 
outlining recommendations for MCO expansion. HMA is prepared to have team members on site to 
either actively present or support State staff as they present recommendations to the Nevada 
Legislature. 


Timeline for Completing the Work 
The table below outlines the tasks, their anticipated start and end dates, and deliverables for 
Statement of Work Section 3.2. 


Task Start Date End Date 
Confirm a joint plan for developing recommendations 
regarding potential MCO expansion 


May 2016 May 2016 


Research and Analysis 
- Candidate Implementation Approaches 
-Identification of Potential Loss of Revenue 


May 2016 July 2016 


Draft recommendations  August 2016 August 2016 
Final Recommendations Document September 2016 September 2016 
Presentation materials and other assistance to State in 
discussions with Executive Leadership  


October 2016 November 2016 


Presentation development and support - Nevada 
Legislature 


January 2017 February 2017 


3.3. With assistance from state staff, identify the potential impact 
of the possible expansion of the State Medicaid MCO Program 
Success of a possible MCO expansion in Nevada will depend on how it will impact the communities 
and the varied stakeholders in these regions, including Medicaid recipients, providers, Nevada’s 
Native American tribes, local governments and other community entities, as well as state agencies. 
HMA is ready and eager to bring all the currently available information and public input combined 
with our expertise of similar efforts across the nation to provide Nevada with a fully informed 
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approach for the possible expansion. With the assistance from State staff, HMA will follow the 
following proposed approach to identify potential impacts as requested in section 3.3. and each of its 
subsections. This impact analysis will play a critical role in the development of recommendations to 
leadership as just outlined in Section 3.2.  


To support this section overall, HMA will develop a summary Impact Analysis Crosswalk document 
that summarizes all of the impact analyses that were conducted under this section. This Crosswalk 
document will aim to bring together all of the impacts on the various stakeholder groups identified 
below and to summarize and compare these impacts in a succinct way. 


3.3.1 Identification of Potential Impact to Communities  
3.3.1. Assist state staff in identifying the potential impact to communities through the 


continuation of town hall meetings to gather public and stakeholders’ input.  
3.3.1.1. These meetings are currently being conducted by state staff;  
3.3.1.2. Assessment of the information gathered and a report of the findings/results will 


need to be completed; and 
3.3.1.3. The state is open to any other recommendation the vendor may have in this area 


depending on the state’s available resources and timeline.  


PROPOSED METHODOLOGY AND APPROACH 
To be successful and sustainable, any effort to transform the health care system must reflect the needs 
and values of relevant stakeholders. Stakeholder engagement and the evaluation of those efforts help 
to engender a feeling of ownership and commitment, making stakeholders a part of the solution. 
Additionally, broad stakeholder engagement that reflects the full range of stakeholders will help 
improve the State’s model of potential MCO expansion and lead to a successful implementation.  


The HMA team has decades of experience of engaging stakeholders in the development and design of 
policy and programs in Medicaid, and with integrating that input to enhance the policy development 
and implementation of state programs.  We understand the history and complexity of stakeholder 
relations, including differences between rural and urban systems and needs, and how the varied views 
can be used to assess potential impacts of an initiative and can help Nevada identify key themes and 
issues or gaps that can be bolstered to assist the State to further develop strong lines of 
communication, solicit additional genuine, useful feedback and input, and generate support among 
stakeholders for the overall project. Our team has developed this expertise serving in prior roles as 
state and federal leaders and decision makers, and as consultants to states engaging in similar 
conversations with their delivery systems, providers, public advocates, local governments, state, local 
and community agencies, legislators, and other policymakers.  


HMA understands that Nevada has embarked on an initial series of town hall meetings to discuss the 
potential MCO program expansion. This followed over a year of stakeholder engagement to develop a 
State Health Stakeholder Informed Innovation Plan (SHSIP) as part of Nevada’s recent Center for 
Medicare and Medicaid Innovation (CMMI) State Innovation Model (SIM) grant.  HMA’s team would 
seek to leverage existing knowledge from these efforts, and provide Nevada with recommendations 
on its best next steps that will support a potential MCO expansion.  Analyzing the input gained so far 
will assist in better understanding the realities, needs, and values of the people and organizations the 
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expansion is intended to benefit. The overall community impact can then be summarized and provided 
to the State with any gaps in viewpoint or required processes that the State will need to satisfy CMS.  


Working from the State’s summaries, both the major themes and issues as well as the detailed 
specifics from the specific viewpoints will be evaluated by HMA to create a foundation for the detailed 
impact analyses being requested by the State.  


From project initiation, HMA will work with State leadership to:  


• Evaluate the summary information from the ongoing Town Halls and any previous analysis of 
Nevada’s stakeholder and public meetings and other discussions to date, including the recent 
SIM SHSIP stakeholder processes and findings.  This evaluation will inform HMA’s impact 
analysis as requested in this section. 


• Develop a matrix of overall stakeholder input and specifically pull out the focused input 
needed for the 3.3.2-3.3.7 impact analyses to highlight the individual stakeholder groups’ 
concerns, major themes and outstanding issues. This assessment will also identify any gaps 
that the State needs to consider based on the possible impacted regions’ needs or from what 
HMA has seen in other states’ experiences with similar expansions.  


• Provide guidance to the State to develop next steps for active engagement of stakeholders as 
the evaluation and design project continues and on areas that need to be addressed before 
proceeding with a potential MCO expansion.  HMA can assist the State to ensure there is 
ongoing transparency and accountability to engender trust and ongoing participation among 
stakeholders.  HMA’s experience in other states and similar projects will bring best practices 
and key approaches for Nevada’s stakeholder process such as:   


o Suggest any needed focused interviews and stakeholder input to further enhance both 
communication and mitigate any adverse impacts, particularly in the areas studied under the 
Impact Analysis as further outlined in sections 3.3.2 through 3.3.7 below, and ensure diverse 
populations have been represented.  


o Suggest best approaches to conduct further large stakeholder meetings to review findings 
from both the impact analysis and the cost-benefit analysis once completed to allow for 
stakeholder feedback and build consensus on the proposed MCO expansion approach and 
timelines. 


o Finally, HMA can advise staff on best practices for a process for providing feedback to 
stakeholders. Stakeholders want to know that they were heard and that their input influenced 
the State’s decision. If the stakeholder input does not have an influence on the decision 
making process, then the State should explain why. This creates transparency and 
accountability. 


TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Evaluate existing stakeholder input summaries with 
categorization of available stakeholder input to inform  
impact analyses   


May 2016 June 2016 
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Task Start Date End Date 
Develop a matrix of existing stakeholder impact and any 
remaining gaps 


June 2016 June 2016 


Provide recommendations for additional stakeholder 
input and best practices guidelines 


June 2016 July 2016 


Community Impact Analysis Report (to be incorporated 
into the final overall Impact Analysis Crosswalk)  


July 2016 July 2016 


3.3.2 Identification of potential impact to Nevada Medicaid recipients 
3.3.2 With assistance from state staff identify the potential impact to recipients, data 


regarding MCO adequacy of providers and access to care in Nevada is available; 


PROPOSED METHODOLOGY AND APPROACH 
A primary goal of MCO expansion is to meet the triple aim of improved health outcomes, better care 
and patient experience, and greater value for health care spending. As such, it is imperative to assess 
the impact on those most affected; members and providers. The impact to members needs to be 
assessed in terms of access, quality, and experience, and the components of each. For example, 
measuring access falls into two main categories: network adequacy measures to ensure members 
have access to nearby providers that can deliver all necessary services in a timely fashion and member 
access measures that ensure the unique needs of the Nevada Medicaid population are being 
successfully met, such as frontier versus rural versus urban, and cultural sensitivities.  


HMA understands that the State can provide the recently conducted 2014-2105 Network Adequacy 
Report. Evaluation of that report and related data will be valuable to understand the current provider 
networks in Nevada serving the Medicaid program, both MCO and FFS population. HMA’s experience 
in other states faced with providing adequate access to rural and frontier areas will be invaluable to 
review Nevada’s situation and provide recommendations to ensure any needed changes as the State 
considers potential MCO expansion.  


HMA applies rigorous impact analysis in any project that touches a patient or member. The key 
elements of this member impact analysis would include: 


• Identification of member challenges and barriers in the current delivery system, through 
assessment of current utilization, current grievance and appeals trends, current patient 
satisfaction data, and as uncovered during stakeholder engagement (HMA will leverage 
current stakeholder input process as described in 3.3.1).  


• Assessment of network adequacy under expanded managed care. This analysis could include 
the recent Network Adequacy report, with detailed examination of current MCO networks, 
current FFS providers, provider capacity, and geographic access using time/travel distance 
standards across all provider types. The analysis will include a gaps analysis of safety net and 
other providers who may not be included in MCO networks  or under current FFS contracts.   


• Assessment of new benefits, programs and requirements that would be available under a 
managed care expansion. This framework would include a look at potential new services to 
members and care models such as:  
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o MCO care coordination and case management and member services including changes 
to how recipients access benefits under an expansion such as access to Long Term 
Services and Supports 


o Innovative new models or means of care delivery that may be adopted across the 
delivery systems with the MCO expansion such as telehealth and Patient Centered 
Medical Homes and other network supplements that can expand access to improved 
care coordination and specialty services. 


HMA will also bring the experience of other states and the impact of MCO expansion in other areas of 
the country to predict potential impacts and vet proposed solutions, in particular states with rural and 
frontier areas such as New Mexico, Oregon and others. Recently proposed rules will impact access 
expectations for Medicaid Managed Care and need to be considered as Nevada looks at both its 
current MCO program and any potential expansion. HMA can crosswalk member challenges/barriers 
to various MCO expansion model solutions. 


Using the results from this multi-faceted assessment, HMA will develop a focused Member Impact 
Report to be incorporated into an overall MCO expansion Impact Analysis Crosswalk. This Crosswalk 
will both inform the development and the refinement of the recommendations to be presented to 
State leadership as outlined in section 3.2.   


TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Identification of member challenges and barriers in the current 
delivery system     


June 2016 June 2016 


Network Adequacy assessment June 2016 June 2016 
Assessment of new benefits, programs and requirements that 
members could receive under MCO expansion 


July 2016 July 2016 


Member Impact Report  (to be incorporated into Impact Analysis 
Crosswalk) 


July 2016 July 2016 


Identification of member challenges and barriers in the current 
delivery system     


June 2016 June 2016 


3.3.3 Impact on Providers 
3.3.3 Identify the potential impact to providers; 


PROPOSED METHODOLOGY AND APPROACH 
The provider community is a key stakeholder group impacted by potential MCO expansion and 
integral to its success. HMA has extensive experience working with providers to improve their 
performance in a managed care environment. We have a firm understanding of their challenges and 
concerns. With 400,000 residents living in rural and frontier counties, and over 100,000 potentially 
eligible for the MCO expansion, there will be a significant impact on providers serving those areas. 
Furthermore, if the State seeks to create a more comprehensive MCO package of services, new 
provider types—such as mental health clinicians—must prepare for substantial change.  Many of 
these providers may never have practiced under managed care and have concerns about their 
autonomy with their patients’ care need and increased administrative burden and business acumen.  
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HMA can leverage recent experience in South Dakota, Maryland, Oregon and New Mexico to help 
understand the impact to those providers and how states and plans have responded. Creating 
accountable managed care that puts the patient and their family in the center of care, as outlined in 
the Nevada SIM State Health Innovation Plan, can enhance care coordination and create partnerships 
with the provider community to achieve better health and better care.  


To assess the Nevada provider community impact, HMA will: 


• Review and evaluate the stakeholder input to date conducted by the State through the current 
Town Halls and other recent past efforts such as those conducted under the SIM State Health 
Stakeholder Informed Innovation Plan, focusing on those related to provider concerns and 
issues  


• Identify, through the previously described analysis of provider network adequacy, any safety 
net providers in the prospective regions for the MCO expansion particularly those in rural 
health centers and community health centers serving the current FFS population  


• Assess current utilization data in FFS versus Managed Care practices to better understand 
practice patterns and referral sources 


• Analyze current FFS rates compared to managed care to determine financial impact 


• Create a comparison analytical crosswalk to summarize key findings on provider impact 
between remaining FFS versus managed care 


Using the results from this data, coupled with the delivery system information gathered in the 
member impact assessment, and experience and lessons HMA learned from similar efforts in other 
states with rural and frontier expansions of managed and/or accountable care organizations, HMA 
will develop a Provider Impact Report as part of the overall Impact Analysis Crosswalk to be presented 
to State leadership.  


TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Identify key themes, issues and gaps from the available 
stakeholder input to date, focusing on provider impact especially 
input from community hospitals, community health centers, 
including community behavioral health centers, rural health 
centers, and tribal health centers) 


June 2016 June 2016 


Utilization Data Analysis June 2016 July 2016 
Provider Reimbursement Rate Analysis June 2016 July 2016 
Provider Impact Report (to be incorporated into Impact Analysis 
Crosswalk) 


July 2016 July 2016 
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3.3.4 With assistance from state staff, identify the potential impact on local 
government related to reimbursement for administrative and medical services 


3.3.4 With assistance from state staff, identify the potential impact to local government as 
it relates to reimbursement for administrative and medical services; 


PROPOSED METHODOLOGY AND APPROACH 
It is critical to engage local government in the discussion of expansion of managed care into Nevada’s 
rural and frontier areas. Other states have successfully spread full-risk managed care, and some have 
enhanced it with accountable or coordinated care efforts such as in Oregon and Arizona—where 
managed care organizations are held accountable to provide behavioral health, physical health and 
oral health care under a whole person approach. The expansion of full-risk managed care may 
substantially  impact health care services traditionally delivered by county and other community 
agencies. Our team has led discussions with county mental health authorities, public health, and local 
hospitals and other delivery systems to gain consensus on what is best for the local communities and 
the Medicaid recipients, and understand the administrative and financial impacts.   


To assess the potential impact on local government, HMA will   
• Review and evaluate the stakeholder input to date conducted by the State through the current 


Town Halls and other recent past efforts such as those conducted under the SIM State Health 
Stakeholder Informed Innovation Plan, focusing on those related to local government concerns 
and issues;  


• With State staff, review current contracting structure and agreements with local government 
entities and any statutory requirements currently in place; 


• Assess reimbursement impacts resulting from MCO expansion based on projected managed 
care population. 


TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Identify key themes, issues and gaps from the available 
stakeholder input to date, focusing on local government input 


June 2016 June 2016 


Review of current contracting structure, agreements and any 
requirements currently in place 


June 2016 July 2016 


Reimbursement analysis  July 2016 July 2016 
Local Government Impact Report (to be incorporated into 
Impact Analysis Crosswalk)  


July 2016 July 2016 


3.3.5 Identification of potential impact to Native American tribes 
3.3.5 With assistance from state staff, identify the potential impact to Native American 


tribes; 


PROPOSED METHODOLOGY AND APPROACH 
As Nevada considers expansion of managed care, it will be important to consider the perspectives of 
Native American tribes as well as Indian Health Service providers. As evidenced by managed care 
expansions in other states like New Mexico and Texas, Native American tribes and IHS providers will 
have important perspectives and unique challenges related to the relative costs and benefits of 
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moving towards expanded managed care. In addition, new guidance from the Centers for Medicare & 
Medicaid Services may alter the reimbursement landscape for certain providers as it relates to 
providing services to Native Americans outside of the IHS. To assess the impact on Native American 
tribes, HMA proposes the following approach. 


With 27 tribes in Nevada, it is important to engage across all of the tribes, and their leadership. In 
addition, CMS will be expecting reviews of any changes to Nevada’s Medicaid program to include 
review with the tribes in their states prior to CMS approval. As HMA conducts the impact analysis as 
described in the above sections, the perspective and impact to any tribal members as potential 
Medicaid recipients in these areas, and any tribal health care center providers will need to be 
incorporated as well.  


In addition to assessing the impact on tribes themselves, the Indian Health Service and 638 Clinics will 
have their own perspectives on the impact of expanded managed care on their operations and 
reimbursement. Any changes that impact IHS providers and patients should be identified in order to 
assess impacts and improve coordination between IHS clinics and the managed care organizations to 
the extent they share patients. These perspectives will be critical to understanding the impact of 
expanded managed care. 


HMA’s approach to assess impact to Native American tribes includes: 


• Review and evaluate the stakeholder input to date conducted by the State through the current 
Town Halls and other recent past efforts such as those conducted under the SIM State Health 
Stakeholder Informed Innovation Plan, focusing on those related to input from the Native 
American tribes, unique concerns and issues; assess the extent of input obtained from tribal 
leadership to date.  


• HMA will examine the experiences and lessons learned from other states, such as New Mexico 
and South Dakota, related to Medicaid expansion and the expansion of managed care. In New 
Mexico, reimbursement concerns played a key role in determining whether the Native 
American tribes would participate in managed Medicaid. 


• HMA will do a focused interview with the “Phoenix Area” Indian Health Service to ensure that 
IHS is engaged in the discussions and provide input.  


• HMA will review existing CMS guidance on IHS services and Medicaid reimbursement to 
identify any potential policy issues that could influence the impact of Medicaid managed care 
expansion on Native American tribes. In addition, new guidance is anticipated from CMS that 
may impact reimbursement for specialist services which will also need to be considered in our 
analysis of impacts. 


• Support and provide expertise from our team to Nevada staff’s tribal consultation process, 
and ensure that best practices from other states are incorporated in a way that will ensure 
trust and engagement, as well as smooth CMS approval for a potential MCO expansion. 
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TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Review and evaluate stakeholder input to date ; identify major 
themes, concerns and issues from tribal representatives 


May 2016 June 2016 


Advise the state staff on Nevada’s tribal consultation process to 
ensure best practices are included  


June 2016 July 2016 


Assessment of other states’ lessons learned  July 2016 July 2016 
Assessment of CMS guidance  June 2016 June 206 
Interview with regional IHS if not engaged to date assessing 
impact, key issues 


July 2016 July 2016 


Native American Tribal Impact Report(to be incorporated into 
Impact Analysis Crosswalk)  


July 2016 July 2016 


3.3.6 Identification of potential impact to state agencies that provide billable 
administrative and medical services  


3.3.6 With assistance from state staff, identify the potential impact to state agencies that 
provide billable administrative and medical services such as potential downsizing of 
staff, etc.; and 


PROPOSED METHODOLOGY AND APPROACH 
Shifting to managed care from FFS has operational and fiscal implications for the current Medicaid 
agency and other state agencies who share current responsibilities for the FFS population, particularly 
state psychiatric hospitals and state public health departments. HMA brings experienced former state 
agency leaders to this project with knowledge to assess potential impact based on having worked in 
or with similar state agencies. By working closely with Nevada state staff HMA will be able to fully 
assess and understand Nevada’s agencies’ concerns.  


Coupled with the work proposed under Section 3.1 to examine current and potential future program 
administrative functions/organizational structure, HMA can provide a detailed assessment to Nevada, 
based on other states’ experiences with potential impacts on state agencies that provide billable 
administrative and medical services as they moved from FFS to managed care.   


HMA’s approach to assess the impact to state agencies includes: 


• Examine if any stakeholder input regarding other state agencies impact was collected to date 


• Discussion with state staff as to their concerns and potential impacts from their perspective, 
including a comprehensive list of other agencies and their functions that are currently involved 
with Medicaid, particularly if receiving any Medicaid funding for activities.  


• Key areas of the care delivery such as the state mental hospital and state public health 
programs will be included in the assessment of impact; current interactions with MCO, issues 
related and as consider expansion. Visiting nurses and care coordination by the state currently 
is important to assess versus the role of the MCO.   


• As current Medicaid program operations are analyzed in Section 3.1, include an assessment of 
the impact to the current Medicaid agency in terms of changing roles and jobs  
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• Assess Data system needs of the agency to coordinated with MCOs currently and under 
expansion and how this interacts with other agencies or not 


TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Review and evaluation of the stakeholder input to date conducted by the 
state; identify major themes, concerns and issues from other state agencies 
with administrative or medical services 


May 2016 June 2016 


Assessment of other states’ lessons learned  July 2016 July 2016 
Other State Agencies Impact Report  (to be incorporated into Impact 
Analysis Crosswalk) 


July 2016 July 2016 


3.3.7 Report additional impacts based on experience and knowledge of other state 
MCO expansions 


3.3.7 Report any potential impact the state may not be aware of and should consider based 
on the vendor’s experience and/or knowledge of other states’ MCO expansion. 


PROPOSED METHODOLOGY AND APPROACH 
HMA has broad experience working with state MCO expansions, as well as more recent moves to 
more accountable Medicaid managed care arrangements. Beyond the described impact analysis and 
the stakeholder engagement, the HMA team will provide Nevada with an assessment of the status of 
other states’ efforts, any evaluations currently available, and on-the ground insight into the impact of 
the expansion of managed care on state programs, delivery systems, Medicaid recipients, and on 
states’ efforts towards achieving better outcomes with more cost efficient care. This will be part of 
each aspect of this proposal as HMA works with State staff to develop recommendations, and will be a 
source of best practices as HMA examines the current program operations.  


HMA will: 


• Ensure that all parts of this project are informed with the relevant other state experiences as 
the work is designed and progresses; 


• Provide connections and/or seek any needed information from these states as issues and 
concerns occur through the design and implementation of expansion in Nevada; 


• A summary of the status of similar expansions and new enhanced accountable/coordinated 
care efforts from across the state, which would include summary of key evaluation findings as 
well as any unintended consequences that have emerged that would assist Nevada in moving 
this project forward.  


PROPOSED TIMELINE AND DELIVERABLES 
Task Start Date End Date 
Incorporate other state managed care and/or 
accountable/coordinated care learnings, key findings from 
current evaluations into Section 3.1 assessment of current 
program and Section 3.3 Impact Analysis Crosswalk 


May 2016 June 2016 
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3.4 With assistance from state staff identify ways to leverage 
existing resources if MCO expansion occurs 
Many states have undertaken managed care expansions with many lessons learned that can inform 
Nevada. Financial sustainability of such an initiative will be crucial to Nevada’s successful 
implementation as the State strives towards better care for the Medicaid population and greater 
value for health care spending. HMA has extensive expertise in Medicaid financing strategies and is 
fully informed on the newest and best approaches used by states and to maximize existing financial 
levers that can minimize cash flow concerns.  


HMA will work with State staff to identify ways to leverage existing resources if MCO expansion 
occurs, including but not limited to Certified Public Expenditures, Intergovernmental Transfers, and 
provider taxes and assessments. In the course of completing tasks that are included in Section 3.2.3 
and Section 3.6, HMA will be working with State staff to develop a cost benefit analysis that includes 
the potential loss of revenue to state agencies (Sections 3.2.3 and 3.6) as well as Intergovernmental 
Transfer of Funds, Certified Public Expenditures and drug rebates; and identify the potential loss of 
revenue to the Medicaid agency such as IGT and drug rebates (3.4). The same set of activities that will 
support these activities (described in 3.1, 3.2, 3.3, 3.4, and 3.6) will also support identification of 
opportunities to leverage existing resources as part of an MCO expansion. Blending the knowledge 
gained through all these areas with the potential financing approaches, HMA can provide a full 
picture of the potential options that will HMA will develop into the final recommendations.  


PROPOSED METHODOLOGY AND APPROACH 
Assessing potential loss of revenue relative to a Managed Care expansion is the flip side of identifying 
ways to leverage existing resources. In Section 3.2, HMA lays out a proposed methodology and 
approach that is comprehensive to the ultimate goal of providing recommendations to executive staff 
and the Nevada Legislature. The approach outlined below is aligned with and to some extent 
excerpted from our response in Section 3.2. The described methodology is inclusive of the broader 
range of activities associated with 3.2, developing recommendations to executive staff and the 
Nevada Legislature, because the process is cumulative. But the timeline outlined below for completing 
the work is limited to those tasks specific to leveraging existing resources under a MCO expansion. 


HMA’s proposed approach includes: 


• Following contract award and start date, HMA will meet with the team to review the 
proposed approach and confirm a joint plan for developing recommendations regarding 
implementation options that may limit cash flow concerns or adverse impact. 


• As described in Section 3.3, HMA will conduct research and analyses on candidate expansion 
populations, services, and expansion locations and conduct cost benefit analyses of the 
presented options relative to the status quo.  


o Candidate Implementation Approaches—HMA will assess a range of implementation 
options for consideration and based on decisions and preferences resulting from 
discussion of prior briefing papers. The implementation options included will be 
informed by both information on other state implementations and the constellation of 
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expansion options that State staff have selected for presentation based on discussion 
of prior briefing papers. The implementation options presented will include a cost 
benefit analysis relative to the other implementation options presented in the paper. 


o Financing Impact- of MCO Expansion—HMA will assess: the potential loss of revenue 
to state agencies as well as IGT, CPE and drug rebates relative to the selected suite of 
MCO expansion options; and ways to leverage existing resources if MCO expansion 
occurs including but not limited to CPE, IGTs and provider taxes and assessments. 


HMA will work with State staff to examine the State’s current special financing 
practices. The examination will identify what can be preserved, what can be 
incorporated into the managed care capitation rates, and options for converting to 
different mechanisms where necessary to accomplish the same purpose (e.g., convert 
IGTs to provider taxes or supplemental payments to DSH payments)—all toward the 
goal of minimizing negative impact to the State. 


During the expected timeframe for this assessment, CMS’ new managed care 
regulations should be published as final and will be taken into consideration. The 
regulations will affect options available to states. 


• As outlined in Section 3.3, an Impact Analysis Develop Crosswalk will include potential new 
managed care services including additional populations (including those in various areas of 
the state) that could shape Nevada’s Medicaid managed care program under expansion. This 
will inform the financial framework of the final recommendations.  


• HMA and State staff will discuss the analysis and draft recommendations, to facilitate State 
staff decision-making on options to be included in the final recommendations for presentation 
to executive staff and the Nevada Legislature.  


o HMA will facilitate the discussion and document the proceedings, including decision 
points on which candidate options are refined for presentation, and reasons for 
exclusion of other candidates. The corresponding preliminary financial implications 
will be provided at high level.  


• HMA will then refine recommendations about MCO expansion populations, services, and 
expansion locations based on state feedback. HMA will prepare an MCO expansion 
recommendations document describing the selected recommended options, implementation 
approach, and outlining in more detail the potential loss of state revenue.  


o HMA and designated State staff will confer on the format of this document for 
presentation to executive staff. HMA assumes that that designated State staff will 
review the draft and provide written actionable comments within agreed timeframes; 
and HMA will modify the document and provide a final recommendations document to 
the State. 


• Based on discussions at the start of the engagement regarding how the State team would like 
to approach presentations to executive leadership and the legislature, HMA and designated 
State staff will support the State in preparing and presenting recommendations to executive 
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State staff. The project team is prepared to draft presentations, prepare State staff and 
participate in presentations as requested by the State team.  


o HMA assumes that if the executive State staff decision is to reject or significantly 
revise the recommendations presented by the joint HMA and State staff team, that 
HMA and the Nevada Division of Health Care Financing and Policy will negotiate an 
amendment to the Agreement as necessary to accommodate any unplanned 
exploration of options requested by executive State staff. 


• Based on concurrence by executive State staff of presented or modified recommendations, 
HMA will work with designated State staff to develop presentation materials to the Nevada 
Legislature outlining recommendations for MCO expansion.  


TIMELINE FOR COMPLETING THE WORK 
The table below outlines the tasks, their anticipated start and end dates, and deliverables for 
Statement of Work Section 3.4. and its subsections overall.  


Task Start Date End Date 
Confirm a joint plan for developing recommendations regarding 
potential MCO expansion (as described in Section 3.5) 


May 2016 May 2016 


Research and Analysis on Nevada’s potential financing levers and 
approaches 


June 2016 July 2016 


Recommend expansion opportunities July 2016 August 2016 


3.4.1 Certified Public Expenditures 


PROPOSED METHODOLOGY AND APPROACH 
Certified Public Expenditures are a financing mechanism that allows states to leverage unmatched 
Medicaid costs by specified providers to access federal matching funds. CMS reviews and approves 
Certified Public Expenditures and has increased scrutiny on such financing mechanisms over the years. 
New Medicaid managed care regulations expected to take effect in 2016 will modify the authorizing 
environment for CPEs. And implementation of managed care introduces complexities that challenge 
the viability of CPEs. 


As part of development of analysis of Financial Impact of MCO expansion, HMA will work with 
designated State staff to understand any existing CPE financing mechanisms, and assess their ongoing 
viability under the selected Managed Care expansion options and the new Medicaid managed care 
regulations. HMA will document the results of this assessment and the resulting potential impacts that 
will be presented and discussed as part of the decision making process leading to finalization of 
recommendations to be provided to executive staff and the Nevada Legislature. 


TIMELINE FOR COMPLETING THE WORK 
The Timeline for Completing the Work of 3.4.1 is included in the Table for Section 3.4’s overall tasks 
and is not repeated here for the sake of economy of presentation. 
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3.4.2 Intergovernmental Transfer of Funds 
Intergovernmental Transfers (IGTs) are another financing mechanism that states may use to finance 
the state matching funds needed to draw down federal matching funds. IGTs are commonly used for 
transferring local matching funds to the state level for use as state matching funds. IGTs have also 
been used by states to implement other special financing arrangements to solve a variety of state 
level budgetary issues. Over the years, the federal government has narrowed the use of IGTs under 
certain arrangements in order to generate federal savings, and ensure that states IGT arrangements 
do not result in federal funds being used for non-Medicaid State Plan covered purposes, nor to capture 
federal share above the federal matching rate.  


PROPOSED METHODOLOGY AND APPROACH 
As part of development of the briefing paper on Financial Impact of MCO expansion, HMA will work 
with designated state staff to understand any existing Intergovernmental Transfer financing 
mechanisms, and assess their ongoing viability under the selected Managed Care expansion options 
and the new Medicaid managed care regulations. HMA will document the results of this assessment, 
and the resulting potential impacts will be discussed as part of the decision making process leading to 
finalization of recommendations to be provided to executive staff and the Nevada Legislature. 


TIMELINE FOR COMPLETING THE WORK 
The Timeline for Completing the Work of 3.4.2 is included in the Table for Section 3.4 and is not 
repeated here for the sake of economy of presentation. 


3.4.3 Provider Tax and Assessments. 
Provider taxes and assessments are a long standing financing mechanisms used by states in which 
states impose taxes on health care services, the burden of which is usually borne by the provider. 
These tax revenues are then used by states for designated purposes including as state Medicaid 
matching funds to draw down federal match. As with CPEs and IGTs, the federal government has 
increased scrutiny on allowable provider taxes as part of program integrity and budget management 
efforts. There are federal requirements for approval of state provider taxes and assessment. 


PROPOSED METHODOLOGY AND APPROACH 
As part of development of the briefing paper on Financial Impact of MCO expansion, HMA will work 
with designated state staff to understand the State’s existing provider taxes, and assess their ongoing 
viability under the selected Managed Care expansion options and the new Medicaid managed care 
regulations. HMA will document the results of this assessment, and the resulting potential impacts will 
be presented and discussed as part of the decision making process leading to finalization of 
recommendations to be provided to executive staff and the Nevada Legislature. 


TIMELINE FOR COMPLETING THE WORK 
The Timeline for Completing the Work of 3.4.3 is included in the Table for Section 3.4’s overall tasks 
and is not repeated here for the sake of economy of presentation. 
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3.5 Consulting Services and Project Management for MCO 
expansion 
Successful delivery of this type of initiative on an accelerated timeframe requires robust project 
management capability. HMA’s team have managed multiple similar projects both as consultants and 
as former state and federal officials, and appreciate the challenges state officials face to plan and 
implement a possible managed care expansion. We have successfully completed large scale projects 
on time and on budget and this team has the extensive project management skills needed to ensure 
Nevada meets its objectives of this RFP. HMA will look broadly across the requested activities to align 
and inform the final deliverables and build a close working relationship with the state staff, bringing 
broad expertise in Medicaid to share national best practices to inform final decisions. 


3.5.1 Develop and design project plan upon approval of MCO expansion 
PROPOSED METHODOLOGY AND APPROACH 
Drawing from experienced project managers, meticulous processes, and proven tools, the project 
team will develop and design a project plan that reflects the complex and multidisciplinary effort 
required to implement a Medicaid MCO expansion. The project team will help the State team identify 
the activities needed to implement expansion and will conduct a gap analysis of current operations 
and capabilities to help develop the full scope plan.  


The lead project manager will facilitate a meeting with the State and key project team members to 
present a draft project plan outline and solicit input. Materials to be distributed prior to the meeting 
include a project charter, project milestones, and a project plan outline. Sign-off on the key milestones 
and outline will be required. The meeting will also be designed to identify subject matter experts and 
accountable staff.  


The project plan will include the level of detail agreed to at the project plan kick off meeting, and will 
at a minimum include tasks, initiation and end dates, accountable staff, contingencies and 
interdependencies. Tasks, dates, and contingencies/interdependencies will be initially determined by 
the lead project manager, with input from the team, based on the needs of the MCO expansion 
project, goals of the state, external variables, staff capacity and best practices from project planning, 
such as critical path analysis, and similar MCO expansion work from across the country. Accountable 
staff will be populated based on input from the State. Examples of project plan activities include hiring 
and training staff across functions, IT infrastructure build and testing, including testing encounter data 
files with new MCOs, RFP development and management, and contracting efforts. It is the project 
team’s goal to provide the level of project support and subject matter expertise that best 
complements and supports State staff dedicated to this effort. As a collaborative partner, we will be 
directly responsive to the State’s needs and design the project plan to reflect the joint approach clearly 
laid out by the parties upon approval of MCO expansion. 


The lead project manager will maintain the project plan and will be responsible for all updating, 
distribution, change management, and progress tracking. The project plan will be maintained on a 
SharePoint or other state-approved shared site to allow 24/7 view access to all participants. 
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TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Develop Draft Project Plan Materials  May 2016  May 2016 
Project Plan Kick-Off Meeting May 2016  May 2016 
Develop and Disseminate SharePoint Site May 2016  May 2016 
Design and Develop Full Project Plan (and sub-plans as 
appropriate) 


May 2016 June 2016 


3.5.2 Assist in completion of a timeline for implementation of the approved plan 
and identify critical path(s) 


PROPOSED METHODOLOGY AND APPROACH 
The project team will leverage our direct project management, coupled with our Medicaid managed 
care expansion experience, to assist the State in identifying tasks required to successfully execute MCO 
expansion, completing the implementation timeline, identifying critical paths, and incorporating these 
outputs into the project plan. 


Upon approval of MCO expansion, the project team will convene a meeting with the State to review 
the expansion plan, identify key milestones, identify key stakeholders, and develop a timeline going 
backward from the desired implementation date. The purpose of the meeting will be for the project 
team to provide an overview of what to expect based on other states’ experiences and understand the 
State’s priorities, capacity, and initial target dates, and identify external factors that might drive or 
influence the timeline. A mutually agreed upon level of engagement with State staff will be discussed 
to ensure access to their input to fully inform all activities and tasks.  Once that background is 
complete, the project team will develop the timeline and finalize the project plan based on prior 
experience, lessons learned, industry knowledge, MCO expansion success factors, and State input.   


The input from this meeting will also be used to identify the critical paths, assessing the timing and 
predecessors attached to each activity. A subsequent critical path meeting will be held with 
operational staff to perform a formal analysis facilitated by the project team.  A best practice in 
project management, this critical path analysis feeds directly into the development of the full project 
plan and accurate allocation of timing and resources to each task. This exercise will also help identify 
potential risks and develop associated risk mitigation plans. The project team recognizes the need to 
be flexible and will have a formalized process for making adjustments to the work plan and critical 
paths should circumstances require them, assessing and reporting out the impact of the changes on 
the overall plan and timeline.   


TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Develop Meeting Materials May 2016  May 2016 
Implementation Planning Kick-Off Meeting May 2016  May 2016 
Critical Path Analysis/Meeting May 2016  May 2016 
Develop Risk Mitigation Plan based on Identified Risks June 2016 June 2016 
Incorporation of implementation timeline and critical path 
analysis in Project Plan 


June 2016 June 2016 
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3.5.3 Ensure project is completed within approved timeframe(s) and/or notify 
management of delay(s), reason for any delay(s), and possible solutions to resolve 
any delay(s)  
PROPOSED METHODOLOGY AND APPROACH 
A key aspect of effective project management is to ensure timelines are met. The planning, processes 
and tools to support this include: 


• Assigning the right timeline upfront, which can be achieved through 
o Understanding what is involved in completing each task  
o Understanding staff capacity 
o Understanding internal and external variables 
o Getting input and buy-in from accountable staff 
o Critical Path Analysis (discussed in 3.5.2) 


• Predicting barriers to meeting timelines through frequent communication, continuous 
environmental assessment, and tight management of the project plan 


• A project management infrastructure that includes regular updates and escalation channels 
• Development of a risk management plan  
• Creating a project plan that includes contingencies and interdependencies that are tracked 


and tied 


Through diligent project management, with a lead project manager accountable, the project team will 
manage the project, including the project plan and risk management plan, with great attention to 
detail, a clear channel of communication, pre-established roles and responsibilities across the project, 
and documentation and follow up. As described in the bullets above, this starts with sound planning 
and requires continuous assessment and project team engagement. 


TIMELINE FOR COMPLETING THE WORK 
The work associated with 3.5.3, assuring timeliness of project, is across sections, including 3.5.1, 3.5.2, 
3.5.5, 3.5.6 and 3.5.7. This is an ongoing aspect of project management and will be built into every 
task. 


3.5.4 Identify stakeholders 
PROPOSED METHODOLOGY AND APPROACH (3.5.4) 
Internal and external stakeholders are critical to the success of a project of this nature and magnitude. 
Internal stakeholders will include project team members, senior leadership across the organization, 
support functions such as Information Systems and Legal, and other staff who might be impacted by 
the project. For external stakeholders, the project team will start with the list of stakeholders 
identified for Scope of Work Section 3.3. This list, along with recommended internal stakeholders 
based on position, will be presented to the State during the Implementation Planning Kick Off. The 
group will collaboratively update the list based on the final MCO expansion plan approved and the 
impact on implementation. The project team will make additional recommendations based on past 
experience and lessons learned in MCO expansion efforts. 
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All stakeholders will be identified at the start of the project and shared with the project team. 
Stakeholder communications and trainings will be developed and delivered in accordance with the 
communication plan or as needed to ensure success of the project. 


TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Develop Draft List of Internal and External Stakeholders June 2016 June 2016 
Implementation Planning Kick-Off Meeting May 2016 May 2016 
Finalize Stakeholder List  June 2016 June 2016 
Incorporation of Stakeholder List into Communication Plan June 2016 June 2016 


3.5.5 Design and manage communication plan 
PROPOSED METHODOLOGY AND APPROACH 
A formal, detailed communication plan developed in collaboration with stakeholders is critical to a 
successful project. As a standard practice, the project team will develop a communication plan outline 
to be completed and approved by a group of designated project staff led by a project team facilitator. 
The core components of the plan will include:  


• Plan Purpose and Approach 
• Communication Goals and Objectives 
• Communication Roles 
• Communication Tools and Methods 
• High Level Project Communication Messages 
• Communication escalation process   
• Project Communication Action Plan  


o Stakeholder or Audience  
o Message or Topic 
o Communicator  
o Schedule or Frequency  
o Delivery Method  
o Status 


The lead project manager will be responsible for managing the plan, including continuous review and 
update as necessary with input from the project team. 


TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Develop Meeting Materials  June 2016 June 2016 
Communication Plan Meeting June 2016 June 2016 
Finalize Communication Plan June 2016 July 2016 


3.5.6 Manage meetings 


PROPOSED METHODOLOGY AND APPROACH 
Effective meeting management is a core function of a project manager. The project team will manage 
all project meetings as outlined in the Communication Plan and approved by the State, as well as any 







Proposal to Provide Evaluation and Planning Services for the Potential Expansion of the Medicaid Managed Care 
Organization Program for the State of Nevada | RFP # 2103 | February 19, 2016 


Part I A – Technical Proposal 


Page 62 


ad hoc meetings scheduled to support the project. The project team will apply the following to ensure 
effective meeting management: 


• A written agenda, including meeting purpose, key communication and/or decision points, and 
intended outcomes, sent out in advance of the meeting 


• Materials to be reviewed or approved at the meeting sent out in advance, with enough time to 
be reviewed beforehand by all participants 


• An established timekeeper 
• An established note taker 
• Use of a “Parking Lot” to manage off topic discussions 
• Assignment of accountability and deadlines for each deliverable identified in the meeting 
• Distribution of meeting notes and action items with accountability and deadlines sent out 


within two business days of the meeting 


TIMELINE FOR COMPLETING THE WORK 
The work associated with 3.5.6, manage meetings, applies across all sections where a meeting is 
indicated or later required. All meeting time and meeting prep work is included under the relevant 
sections. 


3.5.7 Manage task status of tasks assigned to all parties involved 


PROPOSED METHODOLOGY AND APPROACH 
The lead project manager will be accountable for managing task status as driven by the project plan, 
communication plan, and risk management plan. Activities will include: 


• Regular status meetings with individuals or teams to review project plan deliverables for the 
week, or other established timeframe, and proactively identify issues 


• Regular project management meetings with project team to review project plan as a whole 
and adjust tasks as appropriate 


• Daily reports of items due in the coming week (distributed at established frequency) 
• Follow up on tasks overdue or at risk (via phone and email outreach with accountable staff)  
• Weekly status reports distributed to project steering committee 
• Escalate at risk or overdue tasks which impact critical paths to project steering committee 


TIMELINE FOR COMPLETING THE WORK 
The work associated with 3.5.7, manage task status, applies across multiple sections. A schedule for 
status meetings, project management meetings, and project steering committee meetings will be 
established at project kick off. It is anticipated that status meetings would be monthly to start and 
then weekly as the project progresses; project management meetings would start at every other 
month and move to monthly; and steering committee meetings would be monthly throughout the 
project (subject to cancellation if no issues). 
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3.5.8 If LTSS recommended as part of MCO expansion, prepare documents for CMS 
approval /authority under 1115(a); and/or 1915(b) and/or 1915(c) and/or 1915(i) 


PROPOSED METHODOLOGY AND APPROACH 
HMA will leverage our experience implementing these integrated solutions for special populations and 
working with states and CMS to ensure the proper authority for implementing these models. We will 
leverage our depth of waiver experience, using lessons learned from other states to determine the 
best path for Nevada. We will present our recommendations, and once approved, assist the state in 
CMS planning discussions and document preparation. 


This task includes the following activities:  
• If/when the decisions are made to include LTSS in the expansion, incorporate waiver-related 


activities and deadlines in the master project plan.  
• Draw on the experience of the project team and that of the larger HMA team to review and 


document state efforts to get federal waiver approval for LTSS, and the results and 
implications of the different waiver authorities.  


• Develop a summary document with information on the options and their relative merits, 
drawbacks and implications.  


• Present and discuss waiver options with State leadership in order to determine the State’s 
preferred path based on information provided.  


• Provide a summary of the documents required for submission to CMS, along with an overview 
of resources and timing considerations. Assist with the development of waiver documents for 
CMS review and approval.  


TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Research and Document State Options  June 2016 June 2016 
Present and get approval of final option January 2017 February 2017 
Summary of Documents to be prepared developed, distributed 
and reviewed 


February 207 February 2017 


Incorporate Waiver Activities into Project Plan February 2017 March 2017 
Draft Waiver Documents February 2017 April 2017 
Submit Waiver Documents to CMS April 2017 April 2017 


3.5.9 Develop transition plan for MCO expansion 


PROPOSED METHODOLOGY AND APPROACH 
Typically executed during the implementation phase, it is important to have a sound transition plan as 
you move from implementation to operations. Transitioning from a fee for service environment to a 
managed care environment is a significant change for providers, members, and impacted staff. 
Transition planning is the change management aspect of the planning cycle and needs to focus on 
both processes and people. For example, sufficient and comprehensive communication and training is 
required at the right intervals. Communication should include many different forums, such as open 
meetings and town halls, and involve interested parties such as member advocates, physician 
champions and media outlets. Communication opportunities with providers may include social events, 
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in-office visits and association meetings, as well as provider newsletters and provider inserts. 
Providers may also require technical assistance with submitting claims and requesting authorizations, 
especially non-traditional LTSS providers if included. Members may be fearful and require assurances, 
so messages must be designed to address fears and materials developed to be clear and culturally 
competent. Staff training should start early and include supplemental materials and online training 
opportunities. 


As part of implementation planning, the lead project manager will develop a transition plan with 
State input. The transition plan will address each area of impact and include a mitigation strategy, 
impacted stakeholders, and clear timelines and accountability for each activity. The transition plan 
will be closely coordinated with the Communication Plan. The objectives of the plan are to minimize 
disruption, promote stakeholder engagement and support, and support a seamless transition to a new 
model of care.  Similar to the other plans described, the project team will draft the plan based on 
initial input at the Implementation Planning Kick-Off, and present to an identified team to review, 
complete, and approve. 


The lead project manager will be responsible for managing the plan in coordination with management 
of the project plan and communication plan, including continuous review and update as necessary 
with input from the project team. 


TIMELINE FOR COMPLETING THE WORK 
Task Start Date End Date 
Develop Meeting Materials  March 2017 March 2017 
Transition Plan Meeting March 2017 April 2017 
Finalize Transition Plan April 2017 April 207 


3.6 With assistance from state staff identify the potential loss of 
revenue to the Medicaid agency such as IGT and drug rebates. 
HMA will confirm its proposed approach with State staff following contract award. The following 
approach is consistent with and excerpted in part from the approach described in Section 3.2 for 
assisting State staff in providing recommendations to executive staff and the Nevada Legislature 
regarding the potential MCO expansion, but is specific to the objective of assisting State staff identify 
potential loss of revenue to the Medicaid agency such as IGT and drug rebates. The described 
methodology is inclusive of the broader range of activities associated with developing 
recommendations for executive staff and the Nevada Legislature because the process is cumulative, 
but the timeline for completing the work is limited to those tasks specific to identifying potential loss 
of revenue to the Medicaid agency. 


PROPOSED METHODOLOGY AND APPROACH 
Following contract award and start date, HMA will meet with the State’s designated lead for this task 
to review the proposed approach and confirm a joint plan for developing recommendations regarding 
implementation options that may limit cash flow concerns or adverse impact. 


HMA will assess candidate expansion populations, services, and expansion locations and conduct cost 
benefit analyses of the presented options relative to the status quo. This information will be used to 







Proposal to Provide Evaluation and Planning Services for the Potential Expansion of the Medicaid Managed Care 
Organization Program for the State of Nevada | RFP # 2103 | February 19, 2016 


Part I A – Technical Proposal 


Page 65 


develop an Impact Analysis Crosswalk, with potential new managed care services including additional 
populations (including those in various areas of the state) that could shape Nevada’s Medicaid 
managed care program under expansion. 


The analysis and crosswalk be used in the HMA-State staff discussions of draft recommendations, 
supporting State staff decision making on options to be included in final recommendations for 
presentation to executive staff and the Nevada Legislature. 


Research and analysis will inform the development of the following:   


• Candidate Implementation Approaches—consider the range of implementation options, 
informed by both information on other state implementations and the constellation of 
expansion options that State staff have selected for presentation based on discussion of prior 
briefing papers. The implementation options presented will include a cost benefit analysis 
relative to the other implementation options presented in the paper. 


• Identification of Potential Loss of Revenue—assess the potential loss of revenue to state 
agencies as well as IGT, CPE and drug rebates relative to the selected suite of MCO expansion 
options, in the context of potential financial levers available to Nevada’s Medicaid program.  


HMA will work with State staff to examine the State’s current special financing practices. The 
examination will identify what can be preserved, what can be incorporated into the managed care 
capitation rates, and options for converting to different mechanisms where necessary to accomplish 
the same purpose (e.g., convert IGTs to provider taxes or supplemental payments to DSH payments)—
all toward the goal of minimizing negative impact to the State during the expected timeframe for this 
assessment, CMS’ new managed care regulations should be published as final and will be taken into 
consideration. The regulations will affect options available to states. 


HMA and designated State staff will discuss the draft recommendations and confirm or amend the 
candidate implementation option(s) selected for presentation to executive staff and the Nevada 
Legislature regarding potential MCO expansion. HMA will facilitate the discussion and document the 
proceedings, including decision points on which candidates are selected for finalization and 
presentation, and reasons for exclusion of other candidates.  


Following decision making sessions and review of potential impacts to revenue of the selected 
expansion options, HMA will finalize MCO expansion recommendations, describing the selected 
recommended options, implementation approach, and outlining potential loss of state revenue. HMA 
and designated State staff will confer on the format of this document for presentation to executive 
staff. HMA assumes that that designated state staff will review the draft and provide written 
actionable comments within agreed timeframes; that HMA and the designated State staff will conduct 
a review session during which the HMA and State staff will discuss State staff review comments; and 
following which HMA will modify the document and provide a final recommendations document to 
the State. 


HMA will participate in the development of presentation materials and the presentation of 
recommendations to executive leadership, as requested by State staff. HMA is prepared to develop 
presentations and assist State staff in the presentations, and facilitate conversations as needed. HMA 
will document proceedings, including decision points. HMA assumes that two HMA staff will be on site 
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for these decision sessions. HMA assumes that if the executive state staff decision is to reject or 
significantly revise the recommendations presented by the joint HMA and State staff team that HMA 
and the Nevada Division of Health Care Financing and Policy will negotiate an amendment to the 
Agreement as necessary to accommodate any unplanned exploration of options requested by 
executive State staff. 


Based on concurrence by executive State staff of presented or modified recommendations, HMA will 
work with designated State staff to develop presentation materials to the Nevada Legislature 
outlining recommendations for MCO expansion.  


TIMELINE FOR COMPLETING THE WORK 
The table below outlines the tasks, their anticipated start and end dates, and deliverables for 
Statement of Work Section 3.2. 


Task Start Date End Date 
Confirm a joint plan for developing recommendations regarding 
potential MCO expansion 


May 2016 May 2016 


Research and Analysis  May 2016 June 2016 
Recommend expansion opportunities June 2016 July 201 


3.7 Assist in the initial procurement process of MCO vendors; 
HMA will provide expert assistance to State staff in the design and development of the application 
and process for procuring MCO vendors, including RFI development, review of RFI responses and 
assistance drafting the Request for Proposals from qualified MCO vendors. As states have moved to 
more accountable contracts with P4P and heightened quality expectations, both the development of 
the RFI and/or RFP and the later review of the proposals require an expanded analytical tool kit for 
the State staff to be adequately prepared for a timely implementation.  


It is our experience that the procurement process benefits from the development of a procurement 
project plan with defined a timeline and accountabilities during the review and analysis. While pre-
planning takes time at the start, having a well-defined strategy ahead of time will save time and 
resources. We would work with the Division to develop a procurement plan and draw on data analysis 
from earlier phases of the project that will inform the RFI process as well as the development of the 
MCO RFP documents. To ensure efficient use of state resources, this process will draw on the work 
planned under in other sections of the scope of work (particularly those in 3.1, which are indicated 
with a *).  


Pre-procurement activities include: 
• Review current MCO contract and state MCO contractor policy and operations manual*; 
• Create a list of MCO performance and operations improvement areas*;  
• Review or develop a detailed description of covered managed care benefits and limitation;  
• Develop a preliminary actuarial template for plan bids (including adjustments, contingencies, 


and rate ranges); 
• Review existing and new regulatory requirements*;  
• Create a matrix of contractor roles and financial responsibilities; 
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• Describe any required model of care requirements for specific beneficiary populations; and  
• Develop a potential agency strategy for proposal review, including need for subject matter 


expertise for each specific section and outline of a decision-making process for final selections 


3.7.1 Develop Request for Information to solicit interested MCO vendors 
HMA will use the information and documents described above to assist in the RFI development. The 
RFI will be organized to solicit specific information about best practice approaches to address new 
service requirement areas (e.g. LTSS, behavioral health, adult population), benefit design changes, 
model of care, or operational requirements (e.g. impact of delivery system transformation and value 
based payment requirements), or new regulatory requirements. The RFI will solicit information about 
plan experience with similar requirements in other states, as well as identify any challenges with 
potential new requirements. HMA will: 


• Incorporate information collected prior to the procurement activities (including information 
from other work task sections) into the draft RFI;  


• Develop questions that should be addressed in the RFI and response template; and  
• Assist the State with finalizing the RFI document.  


3.7.2 Review Request for Information submissions by interested MCO vendors 
HMA will assist the State Medicaid staff with organizing and analyzing the responses received from 
the RFI. HMA will help analyze the responses and identify specific suggestions, best practices, or 
identified challenges that warrant consideration by the state Medicaid leadership.  The State will 
determine which suggestions or recommendation gleaned from the RFI responses should be addressed 
in the development of the MCO RFP. HMA will break down the RFI questions and responses into 
categories and tables. We will provide an analysis and make recommendations to the State staff 
regarding the responses and any important insights provided by the RFI respondents.  HMA will 
identify any major areas of concern expressed by the respondents and include our knowledge of 
potential MCO Medicaid managed care approaches that might mitigate those issues.    


3.7.3 Assist in drafting the Request for Proposal to procure MCO vendors in Nevada 
HMA will assist State staff with designing the overall RFP submission process and schedule. We will 
assist with integrating the information and recommendations identified by the staff based on the 
results of the RFI and other work tasks associated with this work. This includes assistance with both 
structure and content of the RFP. We will help the State incorporate into the RFP contract language 
changes, benefit design descriptions, new service requirements, and descriptions of operational, 
financial, and performance requirements.  HMA will also assist the State with development of RFP 
response templates and formats. Upon approval by the State of the RFP solicitation approach and 
proposal submission schedule, HMA will assist the State with developing the necessary evaluation 
tools, proposal scoring templates, and evaluator reference documents for proposal evaluation.   


If the State has the option of a single proposal submission process or a multi-step process that 
separates the responses to the operations, medical management, and performance requirements from 
the rate bidding process, HMA will assist the State with determining the most advantageous proposal 
submission approach and schedule. Our experience is that most states score the qualitative part of the 
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proposal separate from the bid rate part of the proposal. The qualitative aspects of the MCO bid 
proposals could include scoring the MCOs managed care operational and IT capabilities, proposed 
models of care for target populations, medical management approach, any innovative approach to 
managing the care of high risk beneficiaries, network adequacy, and quality improvement process, as 
well as references from previous performance in Nevada or other states etc.  States typically separate 
the competitive rate bidding part of the evaluation process. This typically involves the state setting a 
target rate range and accepting rate bids within the range.  Many states reward the lowest qualified 
rate bid with preferred beneficiary auto assignment. This incentivizes MCOs to bid to the lower end of 
the rate range.  Regardless of whether the State chooses a one step or two or more step bid process, 
HMA is prepared to work under the direction and leadership of State staff, to assist the State with 
developing the necessary bid procedures, evaluation tools, and templates. HMA is prepared to assist 
the State with: 


1. Design of the overall MCO contractor procurement process and phasing; 
2. Drafting the RFP and reference materials; 
3. Establishing the RFP timeline and schedules of key events; 
4. Communication materials and FAQ documents; 
5. Addressing bidders’ questions regarding the RFP; 
6. Development of evaluation instruction, evaluation templates, rate bid templates, and scoring 


tools and reference documents, and 
7. Organization of bidder conference; 


The estimated hours and schedule for this work has been scoped based on full project team 
participation in all activities, and can be amended based on State preferences for contractor level of 
participation and leadership. We anticipate that the State will propose any changes during the 
contracting process. 


Task (include section # 3.7.1, 3.7.2, and 3.7.3 from 
RFP)  


Start Date End Date 


3.7 Pre-planning  April 2017 April 2017 
3.7.1 Development of RFI May 2017 May 2017 
3.7.2 Review and analysis of RFI Responses  September 2017 November 2017 
3.7.3 Development of draft RFP November 2017 January 2018 
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TAB VII – SECTION 4 – COMPANY BACKGROUND AND REFERENCES 
4.1 Vendor Information 


4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 
Company name: Health Management Associates, Inc. 
Ownership (sole proprietor, partnership, etc.): Corporation 
State of incorporation: Michigan 
Date of incorporation: 1985 
# of years in business: 30 
List of top officers: Jay Rosen, President 


Marilynn Evert, Vice President 
Vern Smith, Vice President 
Eileen Ellis, Secretary 


Location of company headquarters: Lansing, Michigan 
Location(s) of the company offices: Atlanta, Georgia 


Austin, Texas 
Boston, Massachusetts 
Chicago, Illinois 
Columbus, Ohio 
Denver, Colorado 
Harrisburg, Pennsylvania 
Indianapolis, Indiana 
Lansing, Michigan 
New York, New York 
Olympia, Washington 
Portland, Oregon 
San Francisco, California 
Sacramento, California 
Seattle, Washington 
Southern California 
Tallahassee, Florida 
Washington, DC 


Location(s) of the office that will provide the services 
described in this RFQ: 


Columbus, Ohio 
Denver, Colorado 
Olympia, Washington  
Portland, Oregon 
San Francisco, California 


Number of employees locally with the expertise to 
support the requirements identified in this RFQ: 


0 


Number of employees nationally with the expertise to 
support the requirements in this RFQ: 


70 (estimate)  
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Question Response 
Location(s) from which employees will be assigned for 
this project: 


Columbus, Ohio 
Denver, Colorado 
Olympia, Washington  
Portland, Oregon 
San Francisco, California 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 
of another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded 
vendor, unless specifically exempted by NRS 80.015. 


HMA is in the process of submitting an application to register as a foreign corporation with the State 
of Nevada Secretary of State’s Office. 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76.  Information 
regarding the Nevada Business License can be located at http://sos.state.nv.us.  


Question Response 
Nevada Business License Number: NV20121763199 
Legal Entity Name: Health Management Associates, Inc. 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes X No  


If “No”, provide explanation. 


Not applicable 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors 
shall be proactive in verification of these requirements prior to proposal submittal.  Proposals that 
do not contain the requisite licensure may be deemed non-responsive. 


HMA understands and will comply with this requirement. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


Yes  No X 


If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 


Question Response 
Name of State agency: N/A 



http://sos.state.nv.us/
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Question Response 
State agency contact name: N/A 
Dates when services were performed: N/A 
Type of duties performed: N/A 
Total dollar value of the contract: N/A 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


Yes  No X 


If “Yes”, please explain when the employee is planning to render services, while on annual leave, 
compensatory time, or on their own time? 


Not applicable 


If you employ (a) any person who is a current employee of an agency of the State of Nevada, or 
(b) any person who has been an employee of an agency of the State of Nevada within the past 
two (2) years, and if such person will be performing or producing the services which you will be 
contracted to provide under this contract, you must disclose the identity of each such person in 
your response to this RFQ, and specify the services that each person will be expected to perform. 


Not applicable 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 
involving a contract with the State of Nevada or any other governmental entity.  Any pending 
claim or litigation occurring within the past six (6) years which may adversely affect the vendor’s 
ability to perform or fulfill its obligations if a contract is awarded as a result of this RFQ must also 
be disclosed.  Does any of the above apply to your company? 


Yes  No X 


If “Yes”, please provide the following information.  Table can be duplicated for each issue being 
identified. 


Question Response 
Date of alleged contract failure or breach: N/A 
Parties involved: N/A 
Description of the contract failure, contract 
breach, or litigation, including the products or 
services involved: 


N/A 


Amount in controversy: N/A 
Resolution or current status of the dispute: N/A 
If the matter has resulted in a court case: Court Case Number 


N/A N/A 
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Question Response 
Status of the litigation: N/A 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3040. Does your organization currently have or will your organization be able to 
provide the insurance requirements as specified in Attachment E. 


Yes X No  


Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and Conditions of RFP.  
Exceptions and/or assumptions will be taken into consideration as part of the evaluation process; 
however, vendors must be specific.  If vendors do not specify any exceptions and/or assumptions 
at time of proposal submission, the State will not consider any additional exceptions and/or 
assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance identifying 
the coverages as specified in Attachment E, Insurance Schedule for RFP 3040. 


4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFQ.  Limit response to no more than five (5) pages. 


Health Management Associates (HMA) is a consulting firm with decades of experience in Medicaid 
planning, implementation and operations. Many of our staff joined HMA after full careers in state 
government, including twelve former Medicaid directors and numerous leaders from states across the 
country, and use their experience to assist clients nationwide. With deep expertise across all domains 
of publicly funded health care, we are leaders in delivery system restructuring, strategic planning, 
behavioral health, long-term services and supports, managed care policy and operations, and 
consultation to state and local governments. HMA is widely regarded as a leader in providing 
strategic, technical, analytical and implementation services to health care purchasers, payers, and 
providers, with a special concentration on those that address the needs of the medically indigent and 
underserved.  


Turning Analysis into Action. We bring to this project both the subject matter expertise and the 
knowledge of how to move from information to implementation. While some firms provide research 
and analysis reports that sit on the shelf, HMA specializes in making analysis actionable. Our project 
team members, as well as our firm more generally, has experience developing and expanding 
managed care programs in states across the country. Through lived experience as state officials, we 
understand the complexity involved in moving from traditional Medicaid programs to utilizing care 
management, alternative benefit plans and provider incentives to transform how care is delivered and 
paid for. We have worked directly with state executive leaders, legislators and federal partners, 
negotiating through challenging conversations and bringing data and analysis to bear on complex 
decision-making processes.  


We Understand States’ Challenges. We are aware that Nevada has experienced significant change in 
its Medicaid program over the past several years. In the post-expansion period, Nevada has seen a 
large jump in its covered population, experiencing more than twice the program growth seen in other 
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expansion states. Recent news has lauded the state for its improvements in covering minority children 
and reaching out to populations previously not included under state coverage. At the same time, the 
state is still in recovery from the national recession. Its tourism-based economy has improved recently, 
but there are still many Nevadans in need. While the State has utilized managed care in urban Clark 
and Washoe counties, like many states it faces a new frontier in looking at expanding to more rural 
areas, populations previously kept in fee-for-service, and services historically carved out of Medicaid 
managed care.  


While each state faces its own unique challenges in population, geography, budget and other factors, 
HMA’s experience with other state Medicaid program puts us in a strong position to assist the State’s 
efforts to analyze opportunities to expand the use of managed care. Our experience helping states as 
diverse as Wyoming, Maryland, and Alaska gives us the breadth and depth of knowledge to support 
Nevada’s efforts to improve its program, ensure good outcomes for recipients, and contain program 
costs.  


HMA stands out because of our extensive Medicaid experience. As former state Medicaid leaders, we 
have done the work requested in this RFP. Our project team members have planned, implemented and 
expanded Medicaid managed care programs; conducted fiscal analysis and Medicaid financing; run 
state-wide stakeholder sessions that included targeted data collection and a feedback loop to keep 
stakeholders engaged and informed; and experts in project management, and Medicaid contracting 
and procurement.  


The information in Table 2 below provides an overview of the HMA Project Team members’ relevant 
skills and experience. Following the table is some brief information about past HMA projects that relate 
to the work requested under this RFP.  


TABLE 2: HMA STAFF RELEVANT EXPERIENCE  
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Medicaid Contracting           
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Medicaid Financing and Fiscal Analysis           
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Project Management           
Working with Executive and Legislative 
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Procurement/ proposal development           
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Key Project Staff 


NORA LEIBOWITZ 
Principal - Portland, Oregon 
Nora Leibowitz will be the Project Lead, providing project management and subject matter expertise. 
Nora is an experienced health policy and operations professional with subject matter expertise in 
Medicaid/CHIP, the private health insurance industry, market reforms and health care quality. Before 
joining HMA, Nora directed policy development and implementation as Chief Policy Officer for 
Oregon’s health insurance exchange. Nora developed the state exchange's individual market eligibility 
and enrollment policy and operations and managed corporate policies and procedures, compliance, 
and evaluation activities. She planned and implemented resolutions to high priority, public challenges 
facing the organization. As a key leader, Nora actively engaged in strategic and project planning, risk 
management and resource allocation. 


Previously, Nora successfully worked to pass Oregon's state exchange authorizing legislation. In her 
role as Exchange Development Director, Nora led the initial planning and implementation of Oregon's 
exchange, including bringing in over $50 million in grant funding, directing the exchange planning 
team and partnering closely with legislators, Medicaid and technology staff. Nora also served Oregon 
as manager of its Medicaid Actuarial Services Unit, Interim Director of Policy for the Office for Oregon 
Health Policy and Research, and a Senior Policy Analyst for Health Reform, and built Medicaid 
managed care programs for special needs populations as a consultant to Rhode Island Medicaid. She 
was also Lead Program Analyst for the federal Department of Health and Human Services Office of 
Inspector General. Nora earned her Master’s in Public Policy from the University of Chicago's Irving B. 
Harris Graduate School of Public Policy and a Bachelor of Arts in History from Reed College. 


LEE REPASCH 
Principal – Denver, Colorado 
Technologically savvy and detail oriented, Lee Repasch brings more than 20 years of experience in 
health policy research and analysis to HMA. Lee focuses on the intersection of policy and information 
technology, with specialized knowledge of Medicaid health IT policy and development and has an in-
depth understanding of health care reform. Prior to joining HMA, Lee worked as a health IT/ health 
insurance specialist with the U.S. Department of Health and Human Services, Centers for Medicare and 
Medicaid Services, where she specialized in translating policy into application to industry, as well as 
communicating between industry and government. She worked closely with states – including 
Colorado, Utah, Wyoming and Arkansas on funding, developing and implementing enrollment and 
eligibility systems that met the requirements of the ACA. She also provided technical assistance and 
policy guidance to states implementing the both the Affordable Care Act and Health Information 
Technology for Economic and Clinical Health Act (HITECH). She also worked with the Division of 
Medicaid and Children’s Health Operations in Region 8 as a health reform specialist, providing 
technical assistance to states in implementing and interpreting ACA policies. 


For 14 years, Lee was a research/policy analyst with the George Washington University Department of 
Health Policy, where she worked with the department’s growing research arm on projects centered 
around access to care for poor and vulnerable populations, with a focus on Medicaid and FQHCs, as 
well as served as project manager for the multiple health IT projects the department had 
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undertaken. Lee also served as the department’s public affairs liaison and as an adjunct professor. She 
has a master’s degree in International Politics and Social Development/Political Economy from the 
Korbel School of International Studies at the University of Denver, and a bachelor’s degree in 
international studies from Lock Haven University of Pennsylvania. 


SUKEY BARNAM 
Principal - Columbus, Ohio 
Sukey Barnum is an experienced professional in healthcare policy and program development, and 
healthcare information technology management. Over the last 18 years she has held a range of 
positions in state agencies, healthcare consulting organizations, and healthcare IT services and 
solutions organizations. She has developed a passion for helping her clients and her teams to hone 
problem and issue identification leading to more efficient assessment, solutioning and resolution. Her 
broad-based background gives her the ability to tackle questions, challenges and problems—even the 
most ambiguous—and to identify a path forward. 


Before joining HMA, Ms. Barnum was helping Kunz, Leigh and Associates to establish a practice in 
Columbus, Ohio. KL&A is a healthcare IT firm providing both product/solution development services, 
and Project Management Office and IV&V services primarily to state health and human service 
customers. KL&A opened an office in Columbus in April of 2014. Ms. Barnum was responsible for the 
delivery side of establishing and managing KL&A’s Ohio practice. 


Prior to joining KL&A, Ms. Barnum was the Executive Account Manager for CNSI’s Washington State 
account. CNSI built and operates Washington’s MMIS and also its system for administering the 
Electronic Health Record Medicaid Incentive Payment Program. In the Account Manager role, and in 
her prior roles with CNSI including Project Manager and Functional Manager, Ms. Barnum enhanced 
her Medicaid knowledge and experience to encompass not just a policy perspective but also an 
enhanced operational perspective; and also gained invaluable experience and insight into Healthcare 
IT Project Management and operations. Ms. Barnum’s particular areas of interest with respect to 
Healthcare IT management is governance and the establishment of effective systems and processes 
within State Medicaid Agencies and their IT contractors, and between the two. 


HEIDI ROBBINS BROWN 
Principal – Olympia, Washington 
Heidi Robbins Brown has an extensive Medicaid background and expertise in oversight and 
compliance. Heidi worked for the Washington State Medicaid program for almost 15 years, most of 
that time as deputy Medicaid Director. In this role she led the redesign of the state’s program integrity 
functions, oversaw procurement, implementation and operations of the state’s new payment system, 
and launched evidence-based savings initiatives that led to $150 million in savings.  


Heidi led a variety of strategic initiatives, including those involving implementation of health care 
reform requirements. They include establishment of the Health Benefit Exchange, consolidation of 
health care purchasing for Medicaid and state employees/retirees into a single agency, and 
establishment of LEAN tools and culture into government operations. She also directed efforts to 
transition more Medicaid recipients into managed care, realizing improved quality of care as well as 
financial savings.       
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Heidi is a nationally recognized expert in the areas of Medicaid program integrity and information 
systems and was elected to a three-year term as president of the National Association for Medicaid 
Program Integrity. She serves as faculty at the Medicaid Integrity Institute and is a LEAN/Six Sigma 
Green Belt. She received her Bachelor of Arts degree from Gonzaga University and her Juris Doctor 
from Seattle University. 


TINA EDLUND 
Managing Principal – Portland, Oregon 
Tina Edlund has a long and distinguished career in both health policy and health services research. Her 
career spans positions serving three Oregon governors, academia and the private sector. Prior to 
joining HMA, Tina served in the governor’s office as the federal liaison for health care. Tina served as 
the acting director of OHA for a brief time before working in the Governor’s office where she led the 
transition of eligibility and enrollment functions from Oregon's health insurance exchange to the 
federally facilitated marketplace.  


As chief of policy in the newly created Oregon Health Authority (OHA), Tina was instrumental in 
Oregon’s recent efforts to transform its health care delivery system. She led the team that negotiated 
the terms and conditions for Oregon's recent 1115(a) waiver amendment and renewal process, which 
paved the way for transforming Oregon’s Medicaid health care delivery system to one based on a 
model of coordinated care. She was also one of the lead authors of Oregon’s State Innovation Model 
(SIM) grant, which strengthens and supports the spread of Oregon’s coordinated care model to public 
employees, Oregon educators, and Medicare beneficiaries. Tina is a graduate of the University of 
Oregon and has a master’s degree in urban affairs from Portland State University. 


STEVE FITTON 
Principal – Lansing, Michigan 
Steve Fitton has extensive expertise in Medicaid financing, federal waivers and reinventing healthcare 
delivery systems. As Michigan’s Medicaid director, he oversaw a budget of more than $15 billion with 
programs that served over two million residents. Steve played a key leadership role in the approval 
and implementation of the Healthy Michigan program, the state’s expansion of Medicaid. Steve led 
the creation and implementation of several Medicaid programs and initiatives to improve access and 
quality of care while increasing efficiencies and lowering costs. He initiated Michigan’s dual-eligibles 
demonstration program, played a prominent role in multiple stakeholder forums, and oversaw each 
phase of development. His leadership spurred such initiatives as the extension of managed care to 
special populations, numerous quality improvement efforts, implementation of a new MMIS system 
which is now becoming available to the State of Illinois Medicaid program, and expansion of the 
Healthy Kids Dental program. 


As director of the Michigan Bureau of Medicaid Policy and Actuarial Services, he oversaw Medicaid 
policy and critical rate setting and financial analysis functions and played a lead role in developing 
federal waivers, negotiating the state plan and managing the state-federal relationship. As director of 
the department’s actuarial division, he oversaw all actuarial and rate-setting functions for Medicaid 
and other programs, such as Children’s Special Health Care Services and the State Medical Program, as 
well as provider tax and intergovernmental transfer programs. 
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Steve worked 20 years in Michigan’s Children’s Special Health Care Services program, where he helped 
formulate a plan for a specially designed managed care program for special needs children, resulting 
in boutique HMOs for the population. This experience in maternal and child health equips Steve to be 
a bridge between it, public health and Medicaid with an understanding of each of those often 
completely separate worlds. He earned his bachelor’s degree from Michigan State University and has 
completed graduate coursework in public administration and research and evaluation. 


DONNA LAVERDIERE 
Senior Consultant – San Francisco, CA 
While at HMA, Donna has worked closely with Medicaid managed care plans to develop new 
initiatives to help these plans better serve vulnerable populations. She also has worked with county 
and state governments on designs for new public programs to expand coverage for the uninsured in 
addition to her work with Medicare Advantage plans and provider organizations. Donna has also 
developed expertise in dental managed care. 


Prior to joining HMA, Donna was a founding member of CMS’ Center for Consumer Information and 
Insurance Oversight (CCIIO), focusing on Marketplace implementation. Donna authored the first state 
Marketplace grants and crafted federal regulations related to Marketplace establishment and health 
plan standards. She also led the implementation of key elements of the implementation of the 
Federally-Facilitated Marketplace and managed CCIIO’s relationships with health plans. Donna 
previously supported the Secretary of Health and Human Services through policy and budgetary 
analysis of Medicaid and CHIP. In this role she led a department-wide effort to estimate administrative 
costs for the ACA. Working for the Health Subcommittee of the Energy & Commerce Committee in the 
U.S. House of Representatives, she helped author legislation related to Medicaid home and 
community-based services and FDA reform. Donna received her master’s degree in public policy from 
the Sanford School of Public Policy at Duke University and her bachelor’s degree from Tufts University.  


LISA MAIURO 
Senior Consultant – Sacramento, CA 
Lisa Maiuro has extensive expertise in a range of health policy and research topics including Medicaid 
managed care, health reform, hospital markets, and health care anti-trust regulation. Her specialty is 
program monitoring and evaluation. Recent projects include a quantitative and descriptive analysis of 
the impact of budget cuts on California Medicaid enrollees with the findings summarized in a public 
report and an analytic interactive dashboard. 


A former RAND/UCLA Pew Health Policy Fellow, Lisa served as a consultant at Rand Corporation, 
Santa Monica. As deputy director of the California Office of Statewide Health Planning and 
Development, Health Planning and Policy Unit, Lisa directed a research unit that published analysis on 
a range of issues from hospitals outcomes and charity care to health care finance. 


Following her work with the state, Lisa provided independent consulting services for a variety of 
clients including UC Berkeley, First Five of California, the California Department of Justice, and several 
California foundations. She led a team of analysts on a $35 million contract evaluating California 
Medicaid cost, quality and access issues using MIS/DSS data. She has worked extensively with 
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statewide hospital financial and discharge data and Medicaid data that has culminated in dozens of 
publications and presentations. 


TONY RODGERS 
Principal – San Francisco, 
During his more than 30-year career, Tony has made an indelible impact on local, state, and federal 
healthcare agencies, providing Medicare and Medicaid policy and program leadership, strategic 
planning and directing execution of those plans. Tony helps clients navigate delivery system redesign 
and network development, payment reform strategies, and development of healthcare information 
and health analytics infrastructure and performance reporting. 


Most recently, Tony served as deputy administrator at CMS where he worked with the Innovation 
Center to design and develop the State Innovation Models Initiative. The initiative provided financing 
and policy authority to states to plan and design innovative state level multi-payer accountable care 
delivery system designs and payment reforms. As a CMS deputy administrator, he had access to the 
CMS administrator and the Secretary of Health and Human Services’ executive leadership. In this 
capacity, Tony also had the opportunity to work with HRSA, AHRQ, and the CDC on broad integrated 
policy initiatives focused on maximizing the policy authorities provided in the ACA.  


Prior to joining CMS, Tony was director of the Arizona Medicaid Agency. Previously, he was general 
manager for WellPoint Health Networks (now Anthem Healthcare) and the CEO that started up the 
L.A. Care Medicaid health plan in Los Angeles. Tony spent the first part of his career as the executive 
leader of major health systems, including the Maricopa Integrated Health System in Phoenix, Arizona; 
Olive View Medical Center of Sylmar, California; and the H. Claude Hudson Comprehensive Health 
Center in Los Angeles. Tony started his career with the L.A. County Department of Health Services and 
developed its first strategic facilities master plan. He has a Master of Science in public health and a 
Bachelor of Arts in economics and political science from UCLA.  


JEANENE SMITH 
Principal – Portland, OR 
Dr. Jeanene Smith has led the development and implementation of major health policy initiatives, 
including two 1115 Medicaid waivers, for three Oregon governors. Jeanene most recently served as 
chief medical officer for the Oregon Health Authority (OHA) and administrator of the Office for Oregon 
Health Policy and Research (OHPR). She provided leadership and alignment of medical policy across 
the OHA which includes the Medicaid program, Public Employees Benefit Board, Addictions and 
Mental Health Services, Public Health Division and the Transformation Center.  


Dr. Smith’s clinical advice and guidance played a key role in a range of OHA and statewide efforts to 
support Governor Kitzhaber’s coordinated care model. She also served as the principal investigator for 
Oregon’s State Innovation Model (SIM) grant. She has provided technical and policy support to the 
Oregon Health Plan, as well as legislative and executive branch decision-making on statewide health 
policy.  


Jeanene has practiced family medicine in both private practice and community clinics for over 20 
years, and continues to see patients at a federally-qualified community health center. She graduated 
from Oregon Health Sciences University (OHSU) School of Medicine and completed a residency in 
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Family Medicine at Jefferson University Hospital in Philadelphia, Pennsylvania. She received a Master 
in Public Health from Portland State University. 


ADDITIONAL HMA RESOURCES 
To support the work of the project team, HMA has access to the experience and knowledge of the 
entire firm: over 165 professional health care leaders, managers and analysts with up to 30 years of 
experience in the health and human services fields, including practicing clinicians, behavioral health 
experts, senior staff with extensive experience in clinical and administrative leadership of hospitals 
and health systems, managed care organization administrators, information technology experts, 
former state Medicaid and other program directors, and former federal officials. Our staff have 
expertise in areas including State Innovation Model programs, delivery and payment reform, 
behavioral health integration, primary care transformation, program development and evaluation, 
data analysis, and other skill areas that may prove useful to the State of Nevada as the project 
develops. The core team and Project Manager will lead the project throughout, but if there are other 
HMA resources that meet a particular need, we will work closely with the State to adjust to project 
needs as they unfold.  


HMA has clients across the country, including state, local and the federal government; foundations; 
health plans; providers; and major safety net health systems. The firm has extensive experience and 
expertise in the design and implementation of health programs, particularly with respect to system 
development, managed care, long-term services and supports, and behavioral health care. HMA has 
decades of unique experience integrating approaches between government bodies that oversee 
health care for vulnerable populations, health plans that pay for it and providers who deliver it. 


HMA is a private, for-profit “C” 
corporation, incorporated in the 
State of Michigan in good standing 
and legally doing business as Health 
Management Associates, Inc. 
Founded in 1985, Health 
Management Associates has offices 
in Atlanta, Georgia; Austin, Texas; 
Boston, Massachusetts; Chicago, 
Illinois; Columbus, Ohio; Denver, 
Colorado; Harrisburg, Pennsylvania; 
Indianapolis, Indiana; Lansing, 
Michigan; New York, New York; 
Olympia and Seattle, Washington; Portland, Oregon; Sacramento, San Francisco, and Southern 
California; Tallahassee, Florida; and Washington, DC. 


Relevant Past Projects 
In Table 3 we provide a number of HMA’s recent past projects that reflect the experience and 
knowledge needed for Nevada’s scope of work. The table displays the project titles and relevant 
activities. Following the table are brief descriptions of each project. 
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TABLE 3: RELEVANT PAST PROJECTS 
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Medicaid Redesign and 
Expansion Technical Assistance 
Initiative 


         


Maryland Health Services Cost 
Review – Project Support and 
Technical Assistance 


         


South Dakota Eligibility and 
Enrollment          


Colorado Department of 
Health – 1115 Waiver          


South Dakota: HCS Workgroup 
Facilitation          


Michigan State Innovation 
Model (SIM) Test          


Illinois – Development of the 
CMMI State Healthcare 
Innovation Plan 


         


L.A. Care Health Plan: MSSP 
Planning          


SOUTH DAKOTA: ELIGIBILITY AND ENROLLMENT SYSTEM DEVELOPMENT. MARCH 2013 – 
PRESENT 
HMA was engaged by the South Dakota Department of Social Services (DSS), Division of Economic 
Assistance for the DSS Project Manager position related to the procurement and implementation of an 
Eligibility & Enrollment System. The project comes out of previous work in the state focused on ACA 
compliance (see HMA reference), and now centers on advancing the state’s eligibility and enrollment 
system improvements. HMA has responsibility for: managing the project schedule and scope; leading 
and directing the development of any requests for proposals for various development, 
implementation, and IV&V activities; development of any Advanced Planning Documents; interfacing 
directly with Federal partners including CMS, FNS and ACF; managing daily project operations 
including resource assignments; managing budget and schedule and performing management 
activities for the project, IV&V vendor and project team; managing project risks, issues, and schedule 
and keeping management advised of project status with formal project reports; and communicating 
with internal and external stakeholders. 
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MARYLAND HEALTH SERVICES COST REVIEW – PROJECT SUPPORT AND TECHNICAL 
ASSISTANCE. OCTOBER 2014 – PRESENT 
In 2014 HMA was contracted by the Maryland Health Services Cost Review Commission (HSCRC) and 
the Chesapeake Regional Information System for our Patients (CRISP), the State’s HIE,  to provide a 
series of deliverables in support of Maryland’s All-Payer Model Waiver from CMS (a 5 year 
demonstration project). In October of 2014, HMA began working with state agencies and key 
stakeholders to design strategies necessary to create an effective, sustainable care coordination 
infrastructure in Maryland that integrates population-based and patient-centered care. In order to 
implement the care coordination infrastructure and create provider alignment, HMA is currently 
working with Maryland and CMMI to amend the current All-Payer Model agreement to add waivers 
needed to foster provider engagement and protect those participating in value-based payment 
programs being developed, such as gainsharing and pay for performance. HMA has also provided 
comprehensive technical assistance to eight newly formed Regional Partnerships around the State 
comprised of hospitals, other providers and community-based participants, including a 6-month series 
of webinars and learning collaboratives. 


MEDICAID REDESIGN AND EXPANSION TECHNICAL ASSISTANCE INITIATIVE. JUNE 2015 – 
APRIL 2016 
HMA Assisted the Alaska Department of Health and Social Services effort to make changes to the 
Medicaid program to improve health and lower costs, including: researching reforms in other states; 
developing and analyzing reforms; engaging stakeholders via webinars, group and one-on-one 
meetings; collecting and incorporating input as part of recommendation development; writing and 
editing reports, presentations and other materials; and presenting to legislative committees.  


COLORADO DEPARTMENT OF HEALTH – 1115 WAIVER. SEPTEMBER 2013 – JUNE 2014 
HMA provided consulting and technical assistance to the Colorado Department of Health to assist 
Medicaid in the development of payment and program designs that complement and support the 
SIM/SHIP and provides a framework for the State to pilot test selected Medicaid payment and delivery 
system reforms. Assist the Department in the development and submission of a waiver that preserves 
existing Upper Payment Limit (UPL) funds and allows for the expansion of Medicaid managed care. 


SOUTH DAKOTA: HCS WORKGROUP FACILITATION. OCTOBER 2015 – DECEMBER 2015 
HMA is supporting the work of South Dakota's State Health Care Solutions Coalition and the 
Department of Social Services, which are charged with improving health outcomes and garnering 
100% Federally-funded health care access for individuals eligible for both Medicaid and Indian 
Health/Tribal Health services in South Dakota. Through this contract HMA is providing work group 
facilitation services, Medicaid program research, support with the development of materials and 
information to lead work group activities related to Medicaid financing and expansion efforts. 


MICHIGAN STATE INNOVATION MODEL (SIM) TEST. MARCH 2015 – SEPTEMBER 2015 
HMA assisted the Michigan State Innovation Model (SIM) Test project through: participation in work 
planning; conducting stakeholder presentations; assisting in the development of assessment tools and 
evaluation of Accountable System of Care and Community Health Innovation Regions; assisting in the 
development of healthcare and operation policies related to model testing; assisting with project 
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management and deliverables required for the implementation and operation of the model test; 
providing subject area expertise on model test operations, payment modeling, and model test 
performance; providing research assistance and written materials; and participating in on-site 
meetings with stakeholders, Michigan Public Health Institute, and Michigan Department of 
Community Health. 


ILLINOIS – DEVELOPMENT OF THE CMMI STATE HEALTHCARE INNOVATION PLAN. MARCH 
2013 – OCTOBER 2013 
HMA was engaged by the State of Illinois to, over the course of a year, 1) develop a State Healthcare 
Innovation Plan (SHIP) as prescribed by the Center for Medicaid and Medicare Innovation (CMMI), and 
2) draft a proposal to CMMI for testing the elements of the SHIP. HMA worked with the Governor’s 
Office and the leadership of the State’s Medicaid, Mental Health, Information Technology, Aging and 
Public Health Departments to establish an executive team that oversaw the development of the SHIP 
and constructed a new Governor’s Office level integrated entity to oversee SHIP implementation. 
Work groups—including State and public and private sector stakeholders, were appointed in the areas 
of Delivery System and Payment Reform, Population Health, Workforce and IT and worked over the 
course of six months to put together the elements of the SHIP. A broad-based Steering Committee 
provided input and, ultimately, endorsement of the SHIP. Subsequent to the approval of the SHIP, 
HMA assisted the State with the development of the CMMI proposal for “Model Testing” of the 
elements of the plan. 


L.A. CARE HEALTH PLAN: MSSP PLANNING. JANUARY 2015 – PRESENT 
HMA is providing consulting services to L.A. Care Health Plan (L.A. Care) to support its efforts to adapt 
and integrate the existing Multipurpose Senior Services Program (MSSP) into L.A. Care’s managed 
care network. This effort will result in the production of an integrated, person-centered care 
management and care coordination model of care. HMA is assisting the L.A. Care staff to achieve this 
goal through thoughtful and continuous engagement with MSSP providers and other key community-
based stakeholders, leading to the presentation of a proposed model of integrated care management 
to the California Departments of Health Care Services, Aging, and Managed Health Care by August, 
2016. 


4.1.10 Length of time vendor has been providing services described in this RFQ to the public 
and/or private sector.  Please provide a brief description. 


Founded in 1985, HMA has since grown to eighteen offices serving clients throughout the country.  
Over 30 state governments, two territories, and the District of Columbia have engaged HMA for 
various projects over the years. We continue in long-standing contracts with many of these states, and 
enjoy return engagements with many others. In addition, HMA is involved in on-going projects for our 
foundation and not-for-profit clients to assess and analyze program and policy trends in all 50 state 
Medicaid programs, and the District of Columbia. These include surveys and analysis around Medicaid 
budgets and fiscal policy, long-term services and supports, eligibility, and state benefit structures.  The 
published results of these analyses are widely used by states, stakeholders and others to keep 
informed about trends and emerging issues.  HMA has also assisted federal agencies with 
understanding the effect of federal legislation on state Medicaid programs, and has provided 
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technical assistance on behalf of federal agencies to help states prepare for program changes arising 
from major federal legislation.  


4.1.11 Financial information and documentation to be included in Part III, Confidential Financial 
of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial.  
4.1.11.1 Dun and Bradstreet Number  
4.1.11.2 Federal Tax Identification Number 
4.1.11.3 The last two (2) years and current year interim: 


A. Profit and Loss Statement 
B. Balance Statement 


This information has been provided in Part III – Confidential Financial Proposal. 


4.2 Subcontractor Information 
4.2.1 Does this proposal include the use of subcontractors?  Check the appropriate response in 
the table below. 


Yes  No X 


4.3 Business References 
4.3.1 Vendors should provide a minimum of three (3) business references from similar projects 
performed for private, state and/or large local government clients within the last three (3) years. 


4.3.2 Vendors must provide the following information for every business reference provided by 
the vendor and/or subcontractor: 


The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 
subcontractor.   


HMA is providing the following clients as references. Attachment F, Reference Questionnaire, has also 
been submitted to the Purchasing Division from each client. 


Reference #: 1 
Company Name: Health Management Associates, Inc.  


Identify role company will have for this RFP project (Check appropriate role below): 
X VENDOR  SUBCONTRACTOR 
Project Name: Maryland Health Services Cost Review Commission  


Primary Contact Information 
Name: Alice Burton 
Street Address: 7160 Columbia Gateway Drive, Suite 230 
City, State, Zip Columbia, Maryland 21046 
Phone, including area code: 410-215-9964 
Facsimile, including area code: 443-817-9587 
Email address: aliceburton@burtonpolicy.com 


Alternate Contact Information 







Proposal to Provide Evaluation and Planning Services for the Potential Expansion of the Medicaid Managed Care 
Organization Program for the State of Nevada | RFP # 2103 | February 19, 2016 


Part I A – Technical Proposal 


Page 84 


Name:  
Street Address:  
City, State, Zip  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


In 2014 HMA was contracted by the Maryland 
Health Services Cost Review Commission (HSCRC) 
and the Chesapeake Regional Information System 
for our Patients (CRISP), the State’s HIE,  to provide 
a series of deliverables in support of Maryland’s 
All-Payer Model Waiver from CMS (a 5 year 
demonstration project). In October of 2014, HMA 
began working with state agencies and key 
stakeholders to design strategies necessary to 
create an effective, sustainable care coordination 
infrastructure in Maryland that integrates 
population-based and patient-centered care. In 
order to implement the care coordination 
infrastructure and create provider alignment, HMA 
is currently working with Maryland and CMMI to 
amend the current All-Payer Model agreement to 
add waivers needed to foster provider engagement 
and protect those participating in value-based 
payment programs being developed, such as 
gainsharing and pay for performance. HMA has 
also provided comprehensive technical assistance 
to eight newly formed Regional Partnerships 
around the State comprised of hospitals, other 
providers and community-based participants, 
including a 6-month series of webinars and 
learning collaboratives. 


Original Project/Contract Start Date: October 2014 
Original Project/Contract End Date: Ongoing 
Original Project/Contract Value: $1,881,100 
Final Project/Contract Date: TBD 
Was project/contract completed in time 
originally allotted, and if not, why not? 


NA (still in progress)  


Was project/contract completed within or 
under the original budget/ cost proposal, and 
if not, why not? 


Yes 
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Reference #: 2 
Company Name: Health Management Associates 


Identify role company will have for this RFQ project (Check appropriate role below): 
X VENDOR  SUBCONTRACTOR 
Project Name: South Dakota Eligibility and Enrollment Modernization Project 


Primary Contact Information 
Name: Carrie Johnson, Division Director, Economic 


Assistance 
South Dakota Department of Social Services 


Street Address: 700 Governors Drive 
City, State, Zip Pierre, South Dakota 57501 
Phone, including area code: 605.773.5228 
Facsimile, including area code: NA 
Email address: Carrie.johnson@state.sd.us 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software 
applications, data communications, etc.) if 
applicable: 


Since 2013, HMA has been providing Project 
Management and Consulting services for the 
state’s efforts to become and remain ACA 
compliant.  Additionally HMA has led the planning 
effort toward the acquisition of a new integrated 
eligibility and enrollment system. The following 
provides a brief discussion of our efforts assisting 
the State: 
Year one – The focus was on Initial ACA compliance 
implementation by 10/1/13 and 01/01/14.  
HMA was brought in to assess the progress on 
ACA implementation in 2013 and bring together 
all of the key players (State staff, Technical 
Assistance Vendor, CMS) to ensure South Dakota 
was able to meet deadlines for implementation 
of the ACA. Since initial compliance in early 2014, 
HMA has served as project manager and 
consultant support to the State on the path 
towards replacing the legacy integrated 
eligibility and enrollment system that supports 
the Division of Economic Assistance programs. 
The project included a MITA assessment, 
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ongoing project management, ongoing liaison 
work with CMS, coordination and planning of 
vendor demonstrations, development of an RFP 
and IAPD for the system procurement and 
various subject matter expertise assistance. The 
outcome was the successful ACA 
implementation and transition of over 116,000 
Medicaid lives.  The State continues to finalize 
the RFP that HMA developed and is looking to 
release it in the near future. 


Original Project/Contract Start Date: March 2013 
Original Project/Contract End Date: December 2015 
Original Project/Contract Value: Over $2.5 million 
Final Project/Contract Date: ongoing 
Was project/contract completed in time 
originally allotted, and if not, why not? 


Yes. Project was extended through 2018, to have 
HMA provide project management support for the 
implementation of the Eligibility and Enrollment 
System replacement and, if applicable, Medicaid 
Expansion. 


Was project/contract completed within or 
under the original budget/ cost proposal, and 
if not, why not? 


Yes, Project was extended and scope expanded, 
with resulting additional budget associated.  


 


Reference #: 3 
Company Name: Health Management Associates 


Identify role company will have for this RFQ project (Check appropriate role below): 
X VENDOR  SUBCONTRACTOR 
Project Name: Hawaii Health Connector Transition Project 


Primary Contact Information 
Name: Judy Mohr-Peterson, Med-QUEST Administrator 


Dept. of Human Services 
Street Address: 1001 Kamokila Blvd 
City, State, Zip Kapolei, HI 96707 
Phone, including area code: Desk: (808) 692-8050  Cell:(808) 457-0703 
Facsimile, including area code: NA 
Email address: jmohrpeterson@medicaid.dhs.state.hi.us 


Alternate Contact Information 
Name: Jeri Kido (Secretary/Assistant) 
Street Address: 1001 Kamokila Blvd 
City, State, Zip Kapolei, HI 96707 
Phone, including area code: (808) 692-8056 
Facsimile, including area code: NA 
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Email address:  NA 


Project Information 


Brief description of the project/contract and 


description of services performed, including 


technical environment (i.e., software 


applications, data communications, etc.) if 


applicable: 


HMA provided the following services:  


‐project planning, oversight and monitoring to 


ensure successful completion of the transition of 


the Hawaii Connector to a Supported State‐Based 


Marketplace by November 1, 2015.  


‐ongoing strategic and technical guidance on the 


transition of the Hawaii Connector to a Supported 


State‐Based Marketplace, including key provisions 


such as delegation of exchange authorities to the 


state, transfer of state functions, the exchange cost 


allocation plan, onboarding of current Qualified 


Health Plans to the federally facilitated 


marketplace, effective transition of current 


enrollees, and recommendations for a state‐based 


SHOP given Hawaii’s unique position with the 


Prepaid Healthcare Act. 


‐participation in CMS and CCIO calls to review 


proposals and negotiate requirements, timelines 


and provisions of the SSBM. 


Original Project/Contract Start Date:  August 2015 


Original Project/Contract End Date:  February 2016 


Original Project/Contract Value:  $440,483 


Final Project/Contract Date:  Began and ended as noted above 


Was project/contract completed in time 


originally allotted, and if not, why not? 


Yes 


Was project/contract completed within or 


under the original budget/ cost proposal, and 


if not, why not? 


Yes 


4.3.3  Vendors must also submit Attachment F, Reference Questionnaire to the business 


references that are identified in Section 4.3.2.   


4.3.4  The company identified as the business references must submit the Reference 


Questionnaire directly to the Purchasing Division.  


4.3.5  It is the vendor’s responsibility to ensure that completed forms are received by the 


Purchasing Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion 


in the evaluation process.  Reference Questionnaires not received, or not complete, may adversely 


affect the vendor’s score in the evaluation process.   


4.3.6  The State reserves the right to contact and verify any and all references listed regarding 


the quality and degree of satisfaction for such performance.   
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TAB VIII – ATTACHMENT G – PROPOSED STAFF RESUMES 
 


Company Name Submitting Proposal:  Health Management Associates 


 
Check the appropriate box as to whether the proposed individual is prime contractor staff or 


subcontractor staff. 


Contractor:  X  Subcontractor:   


 
The following information requested pertains to the individual being proposed for this project. 


Name:  Nora Leibowitz 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title:  Principal 


# of Years in Classification:  1  # of Years with Firm:  1 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


 Eighteen years of health policy and operations experience at the federal and state level, focused 


primarily on Medicaid/CHIP, health reform and insurance marketplaces 


 Extensive experience negotiating and partnering with federal and state agencies, interpreting 


and implementing statute and regulation 


 History of leading change in an extremely dynamic, start‐up environment, including 


implementing individual market eligibility and enrollment policy and operations 


 Over five years of experience with strategic and project planning, risk management and 


resource allocation.  


 Experience leading teams including managing and directing direct reports and other staff 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 


 
Principal, Health Management Associates, Inc., Portland, Oregon.   March 2015 – Present  


 HMA project manager, Alaska Medicaid Redesign and Expansion project (June 2015 – February 


2016). HMA was subcontractor providing Medicaid subject matter expertise, analysis and 


recommendations. Project activities included:  


o Conducted environmental scan of state Medicaid reform and expansion options and 


experience;  
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o Held multiple large group stakeholder sessions and individual stakeholder input sessions 


throughout the process in order to gain input and feedback throughout the 


development of the reform proposals;  


o Developed range of proposals for Medicaid redesign, including proposals for expansion 


population and Medicaid program as a whole, including managed care options and other 


efforts to contain costs and ensure quality and access; 


o Analyzed options, winnowed to a smaller group of options recommended for the Alaska 


context, taking into account cost impacts, implementation issues, special populations 


(including but not limited to Alaska Natives/Native Americans), and developing 


operational plans and timelines;  


o Wrote and edited draft and final report and worked with state client to refine proposals 


and document results;  


o Presented materials to the public via several webinars over the course of the project and 


presentations to Legislative committees;  


o Prepared high level evaluation plan; and 


o Provided project management for HMA team; partnered with local Alaska firm on overall 


project management.  


 Supported State of Hawaii’s transition from independent health insurance marketplace to 


federally‐supported state based exchange using federal technology.  


o Provided project management for state staff during development of state‐agency 


administered small group market function, including managing timelines, deliverables 


and key decision‐making;  


o Worked closely with state staff, exchange team and participating carriers managing 


through highly public and politically sensitive process;  


o Wrote successful application requesting Hawaii’s establishment of a direct enrollment 


process, for CMS approval 


o Provided subject matter expertise on small group market and Section 1332 waivers.  


 


Chief Policy Officer, Cover Oregon, Durham, Oregon.  June 2011‐October 2014 


 Partnered with state, carrier, consumer and federal stakeholders to design and build state 


health insurance exchange 


 Planned and implemented individual market eligibility and enrollment policy and operations, led 


inter‐organizational definition of business rules, process flows, use cases and other artifacts 


 Planned and implemented resolutions to high priority, public issues  


 Directed and supervised policy, compliance, evaluation and appeals staff 


 Managed corporate policies and procedures, compliance, evaluation activities 
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 Represented organization with legislature, administration, insurers and other stakeholders 


 Conducted strategic and project planning, risk management and resource allocation 


 Built and oversaw Cover Oregon appeals function that successfully resolved over 200 eligibility 


appeals with only 2 cases moving to an administrative hearing over the 12 month period 


 


Exchange Development Director, Oregon Health Authority, Salem, Oregon.  October 2010 – June 2011 


 Managed initial development of Oregon’s health insurance exchange, including writing 


successful federal grant proposals worth over $50 million.  


 Worked with legislators and staff to craft health insurance exchange authorizing legislation, 


including providing analysis, legislative presentations, stakeholder management 


 Directed exchange planning team and partnered closely with Medicaid and IT staff engaged in 


exchange development 


 


Senior Policy Analyst for Health Reform, Oregon Health Authority, Office for Health Policy & Research, 


Salem, Oregon.  October 2006 – June 2010 


 Provided analysis and recommendations to senior executive staff on health reform in Oregon 


 Staffed legislatively created health reform committees 


 Facilitated market reform and exchange workgroups, researched, analyzed and drafted 


proposals 


 


Manager, Oregon Department of Human Services, Actuarial Services Unit, Salem, Oregon.  July 2004 – 


June 2005 


 Oversaw Medicaid managed care rates development, explained rates development process, 


responded to program and other changes affecting rates 


 Managed relationships with managed care organizations and other stakeholders Worked with 


federal CMS partners to ensure rates development and results were in compliance with federal 


requirements 


 Managed rates development team 


 


Provider Tax Analyst, Oregon Department of Human Services, Salem, Oregon.  November 2003 – June 


2004 


 Drafted state statutes for hospital, Medicaid managed care, and nursing facility taxes 


 Worked with stakeholders to develop policies and procedures for tax collection and reporting 
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 Assessed taxes and developed rates for future tax periods 


 


Consultant to Rhode Island Department of Human Services, ACS, Inc., Cranston, Rhode Island.  


September 2000 – June 2003 


 Designed and implemented Medicaid managed care programs for special needs populations 


 Achieved program buy in from affected stakeholders, including families of and advocates for 


special needs individuals, participating Medicaid carriers, administration staff 


 Conducted evaluation of current and planned Medicaid projects in the state; developed public 


presentations and reports for internal and external use 


 


Lead Program Evaluator, Federal Department of Health and Human Services, Office of Inspector 


General, Office of Evaluation & Inspections, Chicago, Illinois.  July 1997 – September 2000 


 Led program evaluations of Medicare, Medicaid and other programs funded or administered by 


the federal Department of Health and Human Services  


 Developed project budgets, evaluation plans and timelines, research frames, interview protocols 


and data collection strategies 


 Led team of evaluators conducting on site qualitative and quantitative data collection 


 Wrote reports detailing findings, methodology, recommendations 


 Presented to, led discussions with HHS leadership regarding report findings, recommendations 


 


EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and 


date completed/received. 


 
Master of Public Policy, University of Chicago, Harris Graduate School of Public Policy, Chicago, IL, 1997 


Certificate in Health Administration and Policy, University of Chicago, Graduate Program in Health 


Administration and Policy, Chicago, IL 1997 


Bachelor of Arts in History, Reed College, Portland, OR, 1993 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   
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Thea Agnew‐Bemben 


Managing Principal 


Agnew::Beck 


(907) 222‐5424 (voice) 


(907) 222‐5426 (fax)  


thea@agnewbeck.com 


 


Royden T. Koito 


Program Support and Coordination Chief 


(808) 586‐9153 (voice) 


(808) 586‐9219 (fax) 


Royden.T.Koito@hawaii.gov 


 


Howard “Rocky” King 


Executive Director (retired) 


Cover Oregon 


(503) 508‐4420 (voice)  


No fax 


Rocky1946@hotmail.com 
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Company Name Submitting Proposal:  Health Management Associates 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  X  Subcontractor:   


 
The following information requested pertains to the individual being proposed for this project. 


Name:  Lee Repasch 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title:  Principal 


# of Years in Classification:  1  # of Years with Firm:  1.5 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Lee Repasch brings more than 20 years of experience in health policy research and analysis to HMA.  She 
focuses on the intersection of policy and information technology, with specialized knowledge of 
Medicaid, and health IT policy and development, and has an in‐depth understanding of health care 
reform, including the Health Information Technology for Economic and Clinical Health Act (HITECH) and 
the Patient Protection and Affordable Care Act (ACA).  


Prior to joining HMA, Lee worked as a health  insurance and health IT specialist with the U.S. 
Department of Health and Human Services, Centers for Medicare and Medicaid Services, where she 
specialized in translating policy into application to industry, as well as communicating between industry 
and government. She worked closely with states on funding, developing and implementing enrollment 
and eligibility systems that met the requirements of the ACA. She also provided technical assistance and 
policy guidance to states implementing the HITECH.  


Lee previously worked as a research/policy analyst with the George Washington University Department 
of Health Policy for 14 years, where she worked with the department’s growing research arm on a wide 
variety of sponsored projects centered around access to care for poor and vulnerable populations, with 
a focus on Medicaid and FQHCs, as well as served as project manager for the multiple health IT and 
Medicaid contracting projects the department had undertaken. Lee also served as the department’s 
public affairs liaison and as an adjunct professor. 


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 


HMA: Principal (10/2015‐present) 


 Project Management, Subject Matter Expertise – State of South Dakota ICD‐10 implementation 
project. 


 Project Management, Subject Matter Expertise – State of Alaska, Health Reform – developed and 
evaluated health reform initiatives for Medicaid expansion population for State Department of 
Social Services.   
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 State of Hawaii – Worked as part of team assisting Hawaii in the transition of the state‐based 
marketplace to the federally facilitated marketplace 


 Research, evaluation, and consulting services for major firm clients, including the State of Colorado, 
Molina Healthcare and Maximus. 


Centers for Medicare and Medicaid Services (CMS), Consortium of Medicaid and Children’s Health 
Operations (CMCHO), Health Insurance Specialist, 9/2011‐9/2014 


 Regional Coordinator for the Medicaid Health Information Technology for Economic and Clinical 
Health (HITECH) Program (4Regions/24 States) – Reviewed Federal funding requests, provided 
technical assistance with implementation of HITECH, SME on clinical quality measures, health 
centers. 


 Lead and point of contact for Arkansas, Colorado, Utah, Wyoming (and co‐lead for Montana, North 
Dakota, South Dakota) in regard to the development of Medicaid Eligibility and Enrollment Systems 
in order to become compliant with the Affordable Care Act, at unprecedented levels of coordination 
and federal financial participation (FFP). 


Centers for Medicare and Medicaid Services (CMS), Division of Medicaid and Children’s Health 
Operations, Denver Regional Office, Health Insurance Specialist, 9/2010‐9/2011 


 Review and analyze the impact of provisions of the Affordable Care Act on CMS and state Medicaid 
programs; review State Plan Amendments for compliance with Regulations (Region 8 – CO, MT, ND, 
SD, UT, WY). 


 Evaluate and develop Medicaid policy issues, particularly as relates to health reform. 


 Develop and review state and Federal Medicaid policy documents on a wide range of issues 
affecting Medicaid and the Children’s Health Insurance Program. 


 Evaluate State Plan Amendments (SPAs) and 1115 Waiver requests (UT). 


 Research “hot topic” issue areas on behalf of leadership on a wide range of health care topics. 
The George Washington University, Department of Health Policy, Lead Research Scientist, 9/1995‐2014 


 Project Management.  Key projects included: 
o Health Information Technology Adoption Initiative – multi‐sponsor five year 


assessment of health IT adoption in the U.S.  
o Secure Messaging – evaluation of secure messaging/e‐visit implementation. 
o Privacy and Security Whitepapers – evaluate different aspects of privacy and 


security issues in health IT and with the use of Electronic Health Records. 
o Medicaid and Children’s Health Insurance Program (CHIP) managed care 


contracting practices – state level multi‐year assessment of managed care 
contracting practices  


 Research: Medicaid, CHIP, managed care, private insurance, health care safety net and health 
centers, access to health care, health IT, and health reform.  


o Produced issue briefs, policy briefs, and other analyses of issues affecting the 
health care safety net; health IT; and public and private health insurance.  


o Editor of qualitative, legal, and quantitative Department publications. 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


1995  Master of Arts (MA), Korbel School of International Studies, University Of Denver, Denver, CO 
1988  Bachelor of Arts (BA), International Affairs, Lock Haven University, Lock Haven, PA 
  University of Valencia, Valencia, Spain  (1986)    
  Bulmershe College, Reading, England  (1988) 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   


 
Jessica Kahn, Director, Data and Systems Group (DRG), CMS. 
Jessica.kahn@cms.hhs.gov 
410.786.9361 
 
Jeff Hinson, Regional Administrator for Denver/Kansas City  
Jeff.Hinson@cms.hhs.gov 
303.844.2111 
 
Colleen Sonosky, Associate Director, Department of Health Care Finance, District of Columbia 
Colleen.sonosky@dc.gov 
202.442.5913 
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Company Name Submitting Proposal:  Health Management Associates 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  X  Subcontractor:   


 
The following information requested pertains to the individual being proposed for this project. 


Name:  Sukey Barnum 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title:  Principal 


# of Years in Classification:  1  # of Years with Firm:  1 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Ms. Barnum is an experienced professional in healthcare policy and program development and 


healthcare information technology management. A diverse set of roles includes experience as an 


account executive, program manager, project manager, delivery manager, consultant and analyst. 


Working environments include working with public, private, and non‐profit sector health care 


organizations and businesses; at federal, state and local levels; and in programmatic, technological, and 


legislative arenas. Specialty domains include Medicaid, SCHIP, Medicare, and Employee Health Benefits. 


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 


HEALTH MANAGEMENT ASSOCIATES, INC., COLUMBUS, OHIO, PRINCIPAL, DECEMBER 2014‐PRESENT 


Provide assistance to states, information technology firms, health plans, and other health care related 


organizations related to health reform implementation and policy, managed care, beneficiaries with 


complex needs, operations, behavioral health, and long terms services and supports. Recent relevant 


projects include: 


 Coach State Medicaid Agencies on performance improvement related to programming for 
beneficiaries with complex needs with specific focus on improving data capabilities for 
identifying beneficiaries with complex needs including risk stratification and predictive modeling 
strategies; developing and implementing value based payment strategies, and replicating 
promising models. 


 Develop system requirements to automate business processes for a Medicaid managed care plan 
implementing new program features, and develop policies and procedures for the managed care 
plan to document compliance with new program requirements. 
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KUNZ, LEIGH AND ASSOCIATES, COLUMBUS, OHIO, DELIVERY MANAGER, MARCH 2014‐DECEMBER 


2014  


Responsible for establishing KL&A’s Columbus practice in partnership with a business development 


practice lead; and managing the delivery of services for KL&A’s new market and office in Columbus, 


Ohio. Responsibilities included: talent recruitment; opportunity assessment and proposal development; 


staff management; development of delivery guidelines for Ohio business; oversight of staff and project 


delivery; client relationship management; strategic planning for business capture; contract management; 


project management of targeted projects including automate Medicaid processing of Medicare Denied 


Claims, implement changes to Ohio Medicaid’s Coordination of Benefits with Medicare in the context of 


Ohio’s dual eligible Managed Care program, and National Health Plan Identifier assessment of 


implementation requirements and options. 


CNSI, OLYMPIA, WASHINGTON, EXECUTIVE ACCOUNT MANAGER, JULY 2010‐MARCH 2014 


Account Manager for CNSI’s contract with the State of Washington. Responsible for overseeing all 


aspects of CNSI’s Washington Business including: MMIS Certification and operations and maintenance; 


design, development, implementation and operations of Washington’s system supporting the Electronic 


Health Record Medicaid Incentive Payment Program and subsequent enhancements to support 


meaningful use requirements; the design, development, and implementation of the MMIS 5010 


compliance initiative; introduction of social service billing and payment models into the MMIS; and 


planning for interactions with and impacts of other healthcare reform initiatives such as health 


information exchange, health insurance exchange and Medicaid expansion under the ACA, and transition 


to ICD‐ 10. 


CNSI, OLYMPIA, WASHINGTON, PROJECT MANAGER, SEPTEMBER 2006‐JUNE 2010 


Project Manager for CNSI’s contract with the State of Washington MMIS (Medicaid Management 


Information Systems) replacement project. Responsible for leading the Design, Development and 


Implementation (DDI) of the new MMIS system and providing operations and maintenance services 


following implementation. Led governance processes including issue resolution, change, and risk 


management; led work planning, monitoring and status reporting; oversaw project deliverables and 


artifacts creation and quality; conducted resource planning and management; managed subcontracts 


and subcontractor deliverables and services; created and approved system development lifecycle and 


related processes including requirements validation,  design,  development,   testing, training, business 


process  re‐engineering,   t ransition planning, implementation, operations and maintenance,  and 


Federal Certification. 


CNSI, OLYMPIA, WASHINGTON, FUNCTIONAL MANAGER, FEBRUARY 2005‐SEPTEMBER 2006 


Managed16 functional teams each of which was leading the requirements verification and design 


processes for a subsystem which would subsequently be integrated into a MITA aligned software 


application/solution to replace the State of Washington’s legacy MMIS. 


WASHINGTON STATE HEALTH CARE AUTHORITY: OLYMPIA, WASHINGTON, SENIOR HEALTH POLICY 


ANALYST, MARCH 2004‐FEBRUARY 2005 


Provided leadership in analyzing and presenting options to the State, legislators, and Washington’s Public 


Employees Benefit Board to improve the efficacy of health care and other benefits; maintain compliance 


with state and federal mandates; maximize opportunities from new federal and state initiatives in both 
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the public and private sector; and increase customer satisfaction with benefits. Primary areas of focus 


included Medicare Modernization Act and implementation of Medicare Part D, analysis of use of 


evidence based medicine for coverage policy, analysis of pay‐for‐performance initiatives and options, 


analysis of consumer directed health care options and initiatives, and analysis of employer sponsored 


wellness programs. 


HEALTH MANAGEMENT ASSOCIATES, INC., COLUMBUS, OHIO, SENIOR CONSULTANT, JANUARY 2003‐


DECEMBER 2003 


Consulted with public and private sector clients specializing in Medicaid, the State Children’s Health 


Insurance Program, and other public sector health coverage programs. 


OFFICE OF OHIO HEALTH PLANS, OHIO DEPARTMENT OF JOB AND FAMILY SERVICES (ODJFS), 


COLUMBUS, OHIO, CHIEF, BUREAU OF CONSUMER AND PROGRAM SUPPORT, FEBRUARY 1999‐


NOVEMBER 2002 


Responsible for direct support to Ohio’s Medicaid Director; and oversight of the Bureau of Consumer and 


Program Support including: conducting strategic planning and budget development, conducting 


constituent and stakeholder relations’ management, managing Ohio’s Medical Care Advisory Committee, 


managing communications, publications, and marketing, providing policy support for new federal 


options, managing daily operations of a 30 person bureau, overseeing Medicaid eligibility and 


application process policy, implementing and monitoring  the State Children’s Health Insurance Program, 


overseeing county administration of Medicaid eligibility and EPSDT, developing consumer education 


programming, coordinating between Medicaid and other agency programs (TANF, Food Stamps, Child 


Care, Child Welfare, Child Support, and WIA). 


OFFICE OF OHIO HEALTH PLANS, ODJFS, COLUMBUS, OHIO, ASSISTANT CHIEF, BUREAU OF CONSUMER 


AND PROGRAM SUPPORT DECEMBER 1998‐FEBRUARY 1999 


Responsible for strategic planning and management of Office and Bureau activities listed above. 


OFFICE OF OHIO HEALTH PLANS, ODJFS, COLUMBUS, OHIO, PROJECT MANAGER, FEBRUARY 1996‐


DECEMEBR 1998 


Oversaw the development and implementation of state legislative and administrative initiatives 


supporting the strategic focus of the Office. Projects included: planning and development of Ohio’s State 


Children’s Health Insurance Program, de‐linking of Medicaid from TANF, roll‐out of managed health care 


enrollment for Medicaid eligible populations, development and implementation of Ohio’s Medicaid 


consumer hotline, development of consumer satisfaction surveys coordinated with the national 


Consumer Assessment of Health Plans (CAHPs) instrument, and management of constituent and 


stakeholder relations. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


Master of Public Administration, The Ohio State University, School of Public Policy and Management, 


Columbus Ohio, 1995 


Bachelor of Arts, Oberlin College, Oberlin, Ohio, 1991 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


PMP (Project Management Professional), Project Management Institute, Newton Square, Pennsylvania, 


2007, PMP# 471189 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   


 
John Anderson 
Project Manager 
Washington State Health Care Authority 
John.anderson@hca.wa.gov 
360‐970‐4414 
 
Michelle Faletti 
Senior Vice President 
CNSI 
Michelle.faletti@cns‐inc.com 
301‐634‐4638 
 
Brian Smith 
Portfolio Manager 
Ohio Department of Medicaid 
Brian.smith@medicaid.ohio.gov 
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Company Name Submitting Proposal:  Health Management Associates, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  X  Subcontractor:   


 
The following information requested pertains to the individual being proposed for this project. 


Name:  Heidi Robbins Brown, JD 
Key Personnel: 


(Yes/No) 
 


Individual’s Title:  Principal 


# of Years in Classification:    # of Years with Firm:   


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Prior to joining Health Management Associates, Heidi spent close to 15 years working with the 
Washington State Medicaid program, most of those years as deputy Medicaid director over all Medicaid 
operations including managed care within the Washington Health Care Authority. In her role as the 
state’s deputy Medicaid director, she spearheaded a redesign of the state’s program integrity functions, 
added the SSI population into managed care, oversaw all aspects of compliance with the ACA including 
Medicaid expansion, launched evidence‐based savings initiatives that realized $150 million in savings, 
and oversaw procurement implementation and operations of the state’s new payment system.  


Heidi led a variety of strategic initiatives, including those involving implementation of health care reform 
requirements. They include establishment of the Health Benefit Exchange, reprocurement of the state’s 
managed care contracts, consolidation of health care purchasing for Medicaid and state 
employees/retirees into a single agency, and establishment of LEAN tools and culture into government 
operations. She also directed efforts to transition more Medicaid recipients into managed care, realizing 
improved quality of care as well as financial savings.   


Heidi is a nationally recognized expert in the areas of Medicaid program integrity and information 
systems and was elected to a three‐year term as president of the National Association for Medicaid 
Program Integrity. She serves as faculty at the Medicaid Integrity Institute and is a LEAN/Six Sigma Green 
Belt. 


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 


 
September 2010‐September 2012; Washington State Health Care Authority (HCA), Olympia, 
Washington; HCA Deputy Director  
December 2002‐August 2012; Department of Social and Health Services, Olympia, Washington; Deputy 
Medicaid Director  
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June 2001‐ December 2002; Department of Social and Health Services, Olympia, WA; Program Integrity 
Director 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
B.A.  Gonzaga University, 1988 


Juris Doctor Seattle University School of Law, 1994 


 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
LEAN Green Belt Certification, University of Washington 2013 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   


 
Insert here a maximum of three (3) references with the above information. 
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Company Name Submitting Proposal:  Health Management Associates 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  X  Subcontractor:   


The following information requested pertains to the individual being proposed for this project. 


Name:  Tina Edlund 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title:  Principal 


# of Years in Classification:  8 mths.  # of Years with Firm:  8 mths 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Tina has a long and distinguished career that includes leading the second largest agency in Oregon state 
government, developing and implementing health policy and in health services research. Her career 
spans positions serving three Oregon Governors, academia and the private sector.  As chief of policy in 
the Oregon Health Authority (OHA), Tina was instrumental in Oregon’s recent efforts to transform its 
health care delivery system. She led the team that negotiated the terms and conditions for Oregon's 
recent 1115(a) waiver amendment and renewal process, which paved the way for transforming 
Oregon’s Medicaid health care delivery system to one based on a model of coordinated care. She was 
part of the leadership team directing the agency’s $1 billion procurement that resulted in contracting 
with Oregon’s 16 Medicaid Coordinated Care Organizations. She was also one of the lead authors of 
Oregon’s State Innovation Model (SIM) grant, which strengthens and supports the spread of Oregon’s 
coordinated care model to public employees, educators, and Medicare beneficiaries.  


Tina briefly served as the acting director of OHA before working in the Governor’s office where she led 
the transition of eligibility and enrollment functions from Oregon's health insurance exchange to the 
federal marketplace as well as serving as the Governor’s federal liaison for healthcare.   


She has held research and leadership positions within Providence Health System, Oregon Health & 
Science University, Oregon’s Medicaid office and the Oregon Health Authority (OHA).  


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 


Acting Director, Oregon Health Authority, Salem, OR  December 2013 to May 2014 


– Responsible for leading agency with 3,800 employees and a $15 billion biennial budget.  The 
Oregon Health Authority (OHA), created in 2009, consolidates all of Oregon’s health care 
purchasing in a single agency. OHA includes Oregon’s Medicaid, Addictions and Mental Health, 
Public Health, Public Employees’ Benefit Board, Oregon Educators Benefit Board, and the state 
hospital.  


– Responsible for implementation of the Affordable Care Act in OHA. 







Proposal to Provide Evaluation and Planning Services for the Potential Expansion of the Medicaid Managed Care 
Organization Program for the State of Nevada | RFP # 2103 | February 19, 2016 


Part I A – Technical Proposal 


Page 104 


– Served as a member of the Governor Kitzhaber’s five‐member executive leadership team for his 
health policy agenda. 


Chief of Policy, Oregon Health Authority, Salem, OR  July 2009 to December 2013 


– Responsible for all policy development and implementation for the Oregon Health Authority 
during a time that included creation and implementation of Oregon’s Healthy Kids program, major 
improvements in the Medicaid delivery system, creation of Oregon’s innovative coordinated care 
model, and preparation for implementation of the Affordable Care Act. 


– Led the team that negotiated terms and conditions for the Medicaid 1115a demonstration that 
resulted in a $1.9 billion federal investment in Oregon’s health system transformation. 


– Served as lead staff for the Oregon Health Policy Board, a Governor‐appointed citizen panel 
responsible for developing strategic health policy direction for Oregon and the Oregon Health 
Authority. Facilitated stakeholder workgroups to achieve consensus on specific aspects of the 
Coordinated Care model in Oregon, including the development of the CCO global budget.  


– Served as a member of both Governor Kulongoski and Governor Kitzhaber’s executive health 
leadership teams. 


Deputy Administrator, Office for Oregon Health Policy & Research, Salem, OR  2006‐2009 


– Directed analysis of a multiple health policy issues for Governor’s office, legislators, and agency 
directors.  


– Directed staffing of the Oregon Health Fund Board, which was responsible for developing the 
policy framework and legislative recommendations for what became the Coordinated Care Model. 


– Facilitated multiple workgroups focusing on metrics, eligibility and enrollment, and workforce. 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


University of Oregon, BS, 1973. 
Portland State University, MS, 1978. 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


None 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   


Bruce Goldberg MD 
Senior Associate Medical Director, Oregon Rural Practice‐Based Research Network (ORPRN) 
(Former Director, Oregon Health Authority, 2009‐2013) 
Phone: 503‐975‐8932 
Fax: 503‐494‐1513 
goldberg@ohsu.edu 
 
Judy Mohr Peterson 
Med‐QUEST Administrator 
Hawai‘i Dept. of Human Services  
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Kapolei, HI 
jmohrpeterson@medicaid.dhs.state.hi.us  
Desk: (808) 692‐8050 
Cell: (808) 457‐0703  
Judy was the Oregon Medicaid Director during the time Tina was with the Oregon Health Authority. 
 
Sean Kolmer 
Senior Vice President of Policy & Strategy 
Oregon Association of Hospitals and Health Systems 
Office: 503‐479‐6013 
Cell: 503‐351‐0838 
Fax: 503‐636‐8310 
skolmer@oahhs.org 
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Company Name Submitting Proposal:  Health Management Associates 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  X  Subcontractor:   


 
The following information requested pertains to the individual being proposed for this project. 


Name:  Steve Fitton 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title:  Principal 


# of Years in Classification:  7 months  # of Years with Firm:  1/2 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Steve worked in Michigan state government for 43 years, almost all of them in Medicaid or Public 


Health.  He was the Michigan Medicaid Director for the last 6½ years, most notably playing a leadership 


role in the approval and implementation of the Healthy Michigan program, Michigan’s Medicaid 


expansion.  He also was the catalyst for Michigan’s Dual Eligibles Demonstration, a state/federal 


managed care collaboration for persons eligible for both Medicaid and Medicare.  During Steve’s tenure, 


Michigan completed a very successful implementation of a new MMIS system and began the process of 


partnering with the State of Illinois to share Michigan’s state of the art technology. Highlights from 


Steve’s career include serving as point person for negotiating Medicaid waiver and State Plan issues with 


CMS, leadership of Medicaid financing while directing and overseeing the Actuarial Division (including 


both managed care rate‐setting functions and all aspects of special financing), and a leadership role in 


the Children’s Special Health Care Services Program and its evolution into managed care. 


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 


Specifically relevant HMA experience in Steve’s short tenure has included work on Medicaid budget and 


special financing strategy with both the Michigan Health and Hospital Association (MHHA) and the 


University of Michigan Health System.  The MHHA is located at 2112 University Park Dr, Okemos, MI 


48864.  This consultation began in July, 2016 and is ongoing.  The University of Michigan Health System 


is located at 1500 E Medical Center Dr., Ann Arbor, MI 48109.  That consultation also began in July, 2016 


and is ongoing. 


The most relevant and extensive experience is with the State of Michigan Medicaid program.  This 


includes leading the Actuarial Division and rate‐setting functions during Michigan’s adoption and 


implementation of its mandatory capitated managed care program for most populations, including the 


disabled and aged, beginning in 1997.  Steve led the implementation of diagnostic risk adjustment for 


the disabled and aged populations in 2001, a major step toward equitable rates for these higher need 


populations.  Perhaps most importantly, Steve played a central role in the evolution of Michigan’s very 
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aggressive special financing policies, adapting strategies to the changing federal regulatory landscape 


and as payments shifted to HMO capitation.  Steve was intimately involved in the shift of IGT 


arrangements to provider taxes and the introduction of supplemental payments financed by hospital 


taxes into the HMO financing system (beginning in 2006 and likely first in the nation).  He also led a very 


sensitive but ultimately successful renegotiation of a Disproportionate Share Hospital State Plan 


Amendment with CMS. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


Michigan State University in East Lansing, Michigan 
Bachelors of Arts in Multidisciplinary Social Science – high honors from Honors College 
Graduated in March, 1972 
Some graduate work toward Masters in Public Administration at Michigan State University 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   


 
Chris Priest, Deputy Director for Medical Services (Medicaid Director), Michigan Department of Health 
and Human Services 
  Phone: (517) 241‐7882; FAX: (517) 335‐5007 
  Email:  PriestC1@michigan.gov 
 
Peter Schonfeld, Senior Vice President, Policy and Data Services, Michigan Hospital Association 
  Phone: (517) 703‐8601; FAX: (517) 703‐0628 
  Email: pschonfeld@mha.org 
 
Thomas Betlach, Director, AHCCCS (Arizona Medicaid) and Board President of National Association of 
Medicaid Directors 
  Phone: (602) 417‐4711 
  Email: Tom.Betlach@azahcccs.gov 


   







Proposal to Provide Evaluation and Planning Services for the Potential Expansion of the Medicaid Managed Care 
Organization Program for the State of Nevada | RFP # 2103 | February 19, 2016 


Part I A – Technical Proposal 


Page 108 


Company Name Submitting Proposal:  Health Management Associates 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  X  Subcontractor:   


 
The following information requested pertains to the individual being proposed for this project. 


Name:  Donna Laverdiere 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title:  Senior Consultant 


# of Years in Classification:  2  # of Years with Firm:   2 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 Two years of experience while at HMA focused on Medicaid managed care plan support, public 
program implementation, and health policy analysis 


 Four years of experience in the federal government leading the implementation of key 
components of the health insurance exchange program 


 Two years in the federal government in a lead role conducting budget and policy analysis for 
Medicaid and CHIP, including review of regulations, financial analysis, Medicaid forecasting, and 
estimation of administrative costs for new program implementation 


 Leadership in developing operations and IT systems from concept to launch for public health 
care programs 


 Experience leading teams including management of up to ten staff 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 


HEALTH MANAGEMENT ASSOCIATES, San Francisco, CA 
Senior Consultant 


 Supported the San Francisco Department of Public Health in designing a new public benefit 
program to provide assistance to low income city residents to purchase coverage on the state 
health insurance exchange 


 Provided assistance to multiple Medicaid managed care plans, supporting contract analysis and 
compliance, member engagement, community engagement, and data analysis 


 Assisted Medicaid managed care plans with drafting responses to state Medicaid managed care 
procurements, including detailed analysis of Medicaid managed care RFPs 


 Conducted various research and analysis projects related to Medicaid, both nationally and in 
California 


 
OFFICE OF THE SECRETARY, DEPARTMENT OF HEALTH AND HUMAN SERVICES, Washington, DC 
Policy Analyst 


 Office of Budget, January 2008‐May 2010 
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 Led the analysis of the Medicaid and Children’s Health Insurance Program (CHIP) budgets and 
associated policy in the budget office of the Secretary. 


 
CENTER FOR CONSUMER INFORMATION AND INSURANCE OVERSIGHT (CCIIO), Centers for Medicare & 
Medicaid Services (CMS), Bethesda, Maryland 
Director, Issuer and Plan Management Operations, Exchange Policy and Operations Group 
May 2010‐February 2014 
 


 Led the implementation of key aspects of the Affordable Care Act’s health insurance exchange 
program that affect health, progressing from the development of policy to operational 
implementation of IT systems and procedures. 


 Contributed to the drafting of multiple Federal regulations related to the Exchange program. 


 Managed a team of software developers, consultants, and staff on the development of IT 
systems, standard operating procedures, compliance requirements and mechanisms, and 
responses to complex operational challenges. 


 Conducted ongoing stakeholder engagement including relationship management with states 
and with health insurance companies participating in the program. 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


Master of Public Policy, Duke University, Terry Sanford School of Public Policy, Durham, North Carolina, 
2007 
 
Bachelor of Arts in English, Tufts University, Medford, Massachusetts, cum laude, 2002 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   


 
Robert Beaudry, Executive Vice President and Chief Operating Officer, California Primary Care 
Association, phone: 916‐440‐8170 x 1107, fax: 916‐440‐8172, rbeaudry@cpca.org 
 
Aneeka Chaudhry, Senior Advisor, Health Policy, Office of Mayor Edwin M. Lee, City and County of San 
Francisco, phone: 415‐554‐5262, (no fax number), aneeka.chaudhry@sfgov.org 
 
Gina Zdanowicz, Director of Plans and Benefit Review, Center for Consumer Information and Insurance 
Oversight, Centers for Medicare and Medicaid Services, phone: 310‐492‐4451, 
gina.zdanowiz@cms.hhs.gov 
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Company Name Submitting Proposal:  Health Management Associates, Inc. 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  X  Subcontractor:   


 
The following information requested pertains to the individual being proposed for this project. 


Name:  Lisa Simonson Maiuro, MSPH, PhD 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title:  Senior Consultant and Lead Project Manager 


# of Years in Classification:  9  # of Years with Firm:  9 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Served as Deputy Director for the CA Office of Statewide Health Planning and Development (OSHPD) 
health policy and research unit. Managed analytic staff, including PhDs, a budget of approximately $4 
million and more than a dozen legislatively mandated health research programs and other health care 
projects.  
 
Directed staff providing research and analyses on Medi‐Cal physician, hospital, and pharmacy policy 
issues based on a multiyear $36 million contract with CA Medicaid for their Management Information 
and Decision Support System (MIS/DSS). Work resulted in the identification of more than $100,000,000 
in savings to Medi‐Cal. 
 
Cultivated clients and millions of dollars’ worth of contracts leading to research and publications on a 
range of healthcare topics including health IT issues and statistical and qualitative analysis of claims. 
Served as an expert witness and provided expertise on more than a dozen health care antitrust cases 
requiring financial, competitor, and fraud and market analyses for the CA Attorney General, FBI, US DOJ 
and private clients. Served as expert witness on successful Medicaid multimillion dollar fraud case for 
FBI.  
 
Disseminated and presented information in formats sensitive to the interests and expertise of dozens of 
audiences. Experienced with databases, data analysis, and statistical analyses using a variety of 
software. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 


HEALTH MANAGEMENT ASSOCIATES, INC., Sacramento, CA, Senior Consultant, 2007‐present 


 Provided dozens of evaluations for a variety of public and private national clients including: a return‐
on‐investment analysis for a major east coast Medicaid managed care plan covering 230,00 lives 
thereby allowing the plan to improve their program; healthcare antitrust analyses for the CA AG;  an 
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assessment of a Texas based Medicaid pediatric subspecialty pilot program; analyses on utilization 
and costs of medical services based on claims and eligibility data, several of which also included the 
development of interactive dashboards for performance measurement and reporting and more 
effective strategic planning.  


 Provided research on pharmacy issues including: an assessment of the potential financial and health 
impacts of Medi‐Cal provider cuts to pharmacists for a trade association provided a summary of the 
impact of health reform for a major pharmaceutical company. 


 Provided more than a half dozen public reports and analyses to inform the CA Dept. of Healthcare 
Services and the public on Medi‐Cal. Topics included CA Children’s Services, Medi‐Cal Share of Cost, 
the Medi‐Cal Pharmacy benefit, Medi‐Cal cost drivers and the Medi‐Cal dental program.  


THE MEDSTAT GROUP, Principal Investigator and Consulting Manager 2004 – 2007 


 Managed staff of analysts providing research on Medi‐Cal physician, hospital, and pharmacy claims 
based on a multiyear $36 million annual contract with CA for their Management Information and 
Decision Support System (MIS/DSS).  


 Provided and managed analyses for CA Healthcare Foundation (CHCF) publications on Medi‐Cal 
medical care and dental care. The former was the top CHCF pdf download.  


 Worked on projects resulting in the identification of more than $100,000,000 in savings to Medi‐Cal. 
Served as expert witness to US DOJ on case that resulted in conviction of a provider accused of 
$60M in fraud.  


INFOTREE CONSULTING, President, July 1, 1999 – 2004 


 Managed various projects for the U of C, Berkeley, Nicholas C Petris Center including statistical and 
financial analyses on hospital closures in California and other health care issues that subsequently 
resulted in a publication and report to the Attorney General Office; data and policy analysis related 
to the provision of charity care by non‐profit hospitals for several clients. Some of the products were 
used for development of legislation; Acquired Foundation funding of $300,000 to examine changes 
in the availability of hospital services and their effects on CA communities 


 Provided First 5 of California with analyses of hospital charity care attributable to children for the 
purposed of increasing resources available for children's health insurance.  


 Provided market and general antitrust analyses on a dozen California hospital transactions, including 
patient origin data analysis, calculation of market shares and Hirschmann‐Herfindahl Indices (HHIs), 
for the California Attorney General's Office and other private and government clients.  


 Provided market analyses for a physician group with antitrust claims against a second group holding 
exclusive contracts with area hospitals.  


 Conducted statewide analyses of the provision of charity care by hospitals for consumer interest 
groups.  


 Served on California's Health Data and Policy and Information Committee. 


BALLROOM OF ELK GROVE, INC., President May 2001 – March 2002 


 Established a 5,500 sf ballroom dance and fitness studio, a community resource for health and 
fitness. Developed an architectural plan, established administrative and operational procedures. Sold in 
March 2002, it is still operating and providing community services. 
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CALIFORNIA OFFICE OF STATEWIDE HEALTH PLANNING & DEVELOPMENT (OSHPD), Health Planning 


and Policy Division, Deputy Director, December 1995 – June 1999 


 Managed an applied health policy research unit with a budget of more than $2 million and a 
multidisciplinary staff of 20 plus contracts for 20 additional UC‐based consultant‐researchers.  


 Provided expert consulting services to the Federal Trade Commission and California Attorney 
General Offices on more than one half dozen merger cases. Provided market analyses, e.g. for 
Summit/ Sutter and UCSF/Stanford mergers.  


 Managed a multiyear project to examine hospital risk‐adjusted outcomes for patients with acute 
myocardial infarction (AMI) and other conditions. Produced public reports with individual hospital 
performance rankings to improve information on quality of care.  


 Managed collaboration between OSHPD and the Pacific Business Group on Health (PBGH), and the 
Society for Thoracic Surgeons (STS) to look at risk adjusted performance measures for patients 
undergoing Coronary Artery Bypass Graft (CABG), also referred to as bypass surgery. 


 Worked with community groups, hospitals and policy makers to implement legislation requiring not‐
for‐profit hospitals to provide the state with community benefits plans as required by SB697. 
Produced a report documenting benefits provided by California non‐profits.  


CALIFORNIA OFFICE OF STATEWIDE HEALTH PLANNING & DEVELOPMENT (OSHPD), Health Planning 


and Policy Division, Senior Researcher/Health Economist, 1993 – 1995 


 Provided statistical and analytical expertise on a variety of health care issues related to quality and 
cost.  


 Led the development of the award winning OSHPD BBS, a bulletin board system for interactive 
immediate access to hospital financial and utilization data.  


 Procured $35K funding from Robert Wood Johnson Foundation (RWJ) to examine the impact of 
hospital mergers in California between 1985 and 1990 based on data through 1994. 


RAND CORPORATION, Santa Monica, California, Consultant, 1990 – 1992 


 Specialized in analyzing and modeling hospital costs, profits and efficiency using large databases.  


UCLA/ RAND CENTER FOR HEALTH POLICY, Santa Monica, California, Pew Health Policy Fellow, 1986 – 


1989 


 Specialized in analyzing competition and its effects on hospital costs and finances. Provided litigation 
support in a case involving a Texas hospital that was being investigated for violating its mission as a non‐
profit hospital. Worked at the Congressional Budget Office.  


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


UCLA / RAND Center for Health Policy Studies, Los Angeles, CA, PhD, Pew Health Policy Fellow, 1989 
Concentration: Health Services Research/ Minor in Business at UCLA Graduate School of Management 
Dissertation: Competition and the Financial Performance of Hospitals 
 
UCLA School of Public Health, Los Angeles, CA, MSPH, 1986 
 
University of Illinois, Champaign‐Urbana, Champaign, IL, cum laude: BS, Psychobiology, 1982 







Proposal to Provide Evaluation and Planning Services for the Potential Expansion of the Medicaid Managed Care 
Organization Program for the State of Nevada | RFP # 2103 | February 19, 2016 


Part I A – Technical Proposal 


Page 113 


 
Financial Accounting (2001), LSU, 2004, Access Level 4, IsInc., 2005, Tableau Intermediate Training; 
Software training and experience includes SAS, Stata, Access, Tableau, Access, MapInfo, MS Office, & 
NVIVO 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


Not applicable 


 
REFERENCES 


A minimum of three (3) references are required, including name, title, organization, phone number, 
fax number and email address.   


 
Reference name: Jacquelyn Paige, Former Director California Health Policy and Data Advisory 
Commission 
Contact: Jacquelyn Paige 
Address: 5908 Cousteau Court Elk Grove, California  95758 
Phone: # (916) 684‐3123   
Fax/Internet address:  
 
Reference name: David Coronado Former Senior Vice President, Navigant Consulting 
Contact: David Coronado 
Fax/Internet address: dacoronado@hotmail.com 
 
Reference name: Michigan Department of Corrections, Bureau of Health Care Services  
Contact: Joanne Sheldon, Health Services Administrator 
Address: Grandview Plaza 206 WE. Michigan Avenue, Lansing MI  48933 
Phone: # (517) 241‐0587   
Fax/Internet address: sheldonj@michigan.gov 
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Company Name Submitting Proposal:  Health Management Associates 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  X  Subcontractor:   


 
The following information requested pertains to the individual being proposed for this project. 


Name:  Anthony Rodgers 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title:  Principal 


# of Years in Classification:  4  # of Years with Firm:  4 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Anthony Rodgers has over 30 years of healthcare executive management experience in public and 
private health plans, hospital systems, county, state and federal health care agencies.  


Mr. Rodgers joined Health Management Associates (HMA) in 2012 as one of the firm’s principals. HMA is 
a national consulting firm with federal, state, and local governments, health plans, health systems, 
healthcare technology companies, and safety net providers among the firm’s clients.  


Prior to joining HMA, Mr. Rodgers was appointed by the Secretary for Health and Human Services to the 
position of CMS Deputy Administrator and directed the CMS Center for Strategic Planning. The Center 
was responsible for long range strategic plans, enterprise operations planning, demonstration research 
and evaluation, Medicare and Medicaid policy and regulatory review, Medicare and Medicaid 
performance analysis, healthcare research, and state innovation models.  


Mr. Rodgers has also held positions as the Agency Director of the Arizona Health Care Cost Containment 
System (AHCCCS), which is the Arizona Medicaid program. Other positions held include CEO LA Care 
Health Plan; General Manager, WellPoint Health Networks, and CEO Maricopa Integrated Healthcare 
System Phoenix Arizona, and Associate Hospital Administrator UCLA/Olive View Medical Center, Sylmar 
California. He also has been a member of numerous public commissions and Boards of Directors. 


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 


2013‐2015 Principal Consultant, Michigan State Innovation Models Planning and Design, Lancing 
Michigan, subject area expert on payment reform and delivery system redesign.  
2/2015‐4/2015 Principal Consultant, Blue Shield Foundation of California, Sacramento, California, 
developed a State Innovation Model cross walk to State of California 1115 Medicaid Waiver.  
2013‐2014 Principal Consultant, Lumetra Healthcare Solutions, San Francisco, California provide 
Business Plan and strategic advices on EHR local extension program funded by Office of National 
Coordinator 
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2013‐2014 Principal Consultant, State of Illinois State Innovation Models Planning and Design, Chicago, 
Illinois, subject area expert on data design and reporting. 
2013 Principal Consultant, San Francisco General Hospital, San Francisco, California, subject area expert 
on Medicaid managed care contracting and organization structure 
 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


Mr. Rodgers has a Master of Science Public Health degree 1975 and BA degree in Economics and 
Political Science 1972 from University of California at LA (UCLA), Los Angeles, California  
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Fellowships 
National Public Health Association Fellowship: Public Hospital Health Information Systems Planning 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   


 
Clare Tanner, Michigan Public Health Institute, Program Director, Michigan State Innovation Models 
(517) 324‐7384, ctanner@mphi.org 
 
Peter Long, President and CEO, Blue Shield Foundation of California, (415) 229‐5041, 
peter.long@blueshieldcafoundation.org. 
 
Kim Snyder, Director, Lumetra Healthcare Solutions, (415) 677‐2162, ksnyder@lumetrasolutions.com,  
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Company Name Submitting Proposal:  Health Management Associates 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  X  Subcontractor:   


 
The following information requested pertains to the individual being proposed for this project. 


Name:  Jeanene Smith MD, MPH 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title:  Principal, Portland Office 


# of Years in Classification: 
October 
2015 


# of Years with Firm: 
October 
2015 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


 Fifteen years of experience under three governors developing major health policy initiatives and 
working on their implementation for overall health system transformation. This has included the 
development and implementation of two major 1115 Medicaid waivers; 


 Over a decade of partnerships with health services researchers on evaluation of policy initiatives, 
translating findings to inform policymaking and the public both locally and nationally. 


 Extensive experience with evidence‐based benefit development and accountable purchasing for the 
Medicaid and the State Employee populations, working with managed care, coordinated care 
organizations, and commercial health plans 


 Recent two years of aligning clinical policy as Chief Medical Officer for the state agency that 
purchases healthcare for one in four Oregonians, and coordinates behavioral and population health 
efforts statewide. 


 Maintain clinical practice skills in a community health clinic serving low‐income vulnerable 
populations in a patient‐centered primary care home team setting.  


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 


held during the term of the contract/project and details of contract/project. 


 
Oregon Health Authority (2007‐2015) Administrator, Office for Oregon Health Policy and Research 
(Also Acting Interim Administrator for 10 months in 2006) 


OHPR conducts impartial, non‐partisan policy analysis, research and evaluation, and provides technical 
assistance to support health reform planning and implementation in Oregon. The Office serves in an 
advisory capacity to the Oregon Health Policy Board, the Oregon Health Authority, the Governor and the 
Legislature. Selected by Governor Kulongoski with Senate confirmation, I directly reported to the 
Governor’s Office initially.  As the Office became part of the Dept. of Human Services in July 2007, and 
eventually the Oregon Health Authority when it formed in July 2009, I work closely with both the agency 
leadership and the Governor’s Office.  
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Key areas of focus and accomplishments: 


 Oversee the Office’s policy development team as they currently staff the Oregon Health Policy 
Board, the Board’s Workforce Committee, the Medicaid Advisory Council, and the Integrative 
Medicine Advisory group. OHPR had also supported the majority of the policy development 
public meeting for the Coordinated Care Model Transformation and the underlying work 
required for Oregon’s recent 1115 Medicaid waiver.  


 Principal Investigator on Oregon’s $45 million State Innovation Model (SIM) Round 1 test state 
grant and responsible for the coordination of its varied activities fueling health system 
transformation. Was part of the original design and writing of Oregon’s application and work 
closely across the agency, Dept. of Human Services, other grantee states, and with our federal 
partners at the Center for Innovation at the Center for Medicare and Medicaid Services (CMS). 


 Oregon’s Project director for the State Health Network collaboration with 10 states on 
implementing health reform, a means of technical assistance and sharing learnings for states 
funded by the Robert Wood Johnson Foundation 


 Led the development of Oregon’s Patient Centered Primary Care (PCPCH) Standards Program, 
an integral aspect of Oregon’s Coordinated Care model and healthcare transformation. Oversaw 
an extensive public process to develop statewide Standards for PCPCHs, with now 560 state‐
recognized clinical sites.  


 Partnered with Oregon’s Health Fund Board and its Director as the Office staffed the Board and 
its 7 committees through over 120 public meetings to create recommendations for health 
reform in Oregon to Governor Kulongoski and the Legislature. This resulted in HB 2009 and HB 
2116 that passed in July, 2009. The legislation expanded access to healthcare to more adults and 
all children in the state via Healthy Kids and directed reform of Oregon’s healthcare delivery 
system just prior to the passage of the Affordable Care Act.  
 


Dept. of Administrative Services (2002‐2007) Deputy Administrator, Office for Oregon Health Policy 
and Research (OHPR)  


For the previous 5 years prior to becoming the Administrator, I served as Deputy at OHPR, working with 
the past two Administrators, Dr. John Santa and Dr. Bruce Goldberg, to analyze and inform the 
Governor’s office and the Legislature on health policy issues. The office’s duties at that time also 
included collection and analysis of the uninsured, access to the Oregon Health Plan (Oregon’s Medicaid 
program), statutory‐required data from hospitals, nursing homes, and ambulatory surgical centers. I 
directed the health services research the office performed or in partnership with local and national 
researchers.   


 Extensive experience in evidence‐based policy development and stakeholder engagement: 
o Worked with Oregon’s Health Policy Commission whose membership included both 


legislators and other stakeholder to advise the Governor and the Legislator on key health 
policy strategies. My focus was to provide research findings in the areas of Access, Quality, 
Health Status and Cost for evidence‐based policy and in the Commission’s efforts towards 
broad healthcare reform, leading to its report to the Governor, “Roadmap to Reform” This 
resulted in partnering with the legislature to create HB 329 in 2007, which created the 
Oregon Health Fund Board and led to further health reform legislation in 2009 


o When first starting at OHPR, I worked with the Director and Medical Director of the Health 
Services Commission in their prioritization of benefits for OHP Standard benefit package and 
in developing further benefit management approaches in adjusting the Prioritized List of 
Healthcare Services.  
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Dept. of Administrative Services (2000‐2002) Clinical Analysis Benefits Manager, Office for Oregon 
Health Policy and Research (OHPR) 
This was my initial state government position to work as a small team funded by Oregon’s HRSA State 
Planning Grant (SPG) to develop expansion models for the Oregon Health Plan (OHP).  
Key areas of focus and accomplishments: 


 Extensive research and work with actuaries and Oregon’s Health Services Commission in the 
development of a new benefit package for the Medicaid population served by the Oregon Health 
Plan 


 One of the lead writers of the “OHP2” 1115 Medicaid Waiver document and participated in the 
negotiation with the Centers for Medicaid and Medicare (CMS) that was approved in 2002. 


 Wrote and then was funded by Oregon’s Robert Wood Johnson Foundation State Coverage 
Initiatives (SCI) Grant in November of 2001. Served as the Project Benefits Manager, and in 2002 
became Project Director of both the HRSA SPG and the RWJF SCI grants.  


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
College 
University of Oregon‐Honors College Sept. 1976‐June 1980 
Eugene, OR 97401 
Degree: B. A. Chemistry 
Honors Thesis: “ACTH/Endorphin Precursors‐Effects of opiates on release in 
mouse pituitary tumor cells” 
 
Medical School 
Oregon Health Sciences University Sept. 1980‐ June 1984 
School of Medicine 
3181 SW Sam Jackson Park Rd. 
Portland, OR 97201 
Degree: M.D. June 8, 1984 
 
Post‐Doctoral (Residency) Training 
Dept. of Family Medicine June 1984‐July 1987 
Thomas Jefferson University Hospital 
11th and Walnut 
Philadelphia, PA 19107 
 
Clinical Fellowship 
Clinical/Research Fellowship in Obstetrics July 1987‐Dec. 31, 1987 
Dept. Family Med. and Dept. of Ob‐Gyn. 
Thomas Jefferson University Hospital 
Paper: “Gestational Diabetes: The role of the Family Physician” 
 
Master’s in Public Health 
Oregon Masters in Public Health Program Sept. 1998‐June 19, 2001 
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Portland State University 
Degree: MPH ‐ Health Administration and Policy Track June 19, 2001 
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Licensure/Certification 
Diplomat – National Board of Medical Examiners July 1, 1985 
Oregon Medical License # MD15518 (July 1987) 
Diplomat – American Board of Family Medicine July 10, 1987 
Recertification ‐ 1993, 2000, 2007 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 


fax number and email address.   


 
Bruce Goldberg MD 
Senior Associate Medical Director, Oregon Rural Practice‐Based Research Network (ORPRN) 
(Former OHPR Administrator and Oregon Health Authority agency director) 
Phone: 503‐975‐8932 
Fax: 503‐494‐1513 
goldberg@ohsu.edu 
 
 
Sherril B. Gelmon, DrPH 
Professor of Public Health 
Director, PhD in Health Systems and Policy Program 
Mark O. Hatfield School of Government 
College of Urban and Public Affairs 
Portland State University 
503‐725‐3044 
gelmons@pdx.edu 
 
 
Judy Mohr Peterson Ph.D 
Med‐QUEST Administrator (Medicaid Program) 
Dept. of Human Services  
Kapolei, HI 
Desk: (808) 692‐8050 
Cell:(808) 457‐0703  
jmohrpeterson@medicaid.dhs.state.hi.us  
No Fax 
Jeri Kido (Secretary/Assistant) 
(808) 692‐8056 
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TAB IX – OTHER INFORMATIONAL MATERIAL 


Vendors must include any other applicable reference material in this section clearly cross 


referenced with the proposal. 


Not applicable 
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TAB I – TITLE PAGE 
 


Part II – Cost Proposal 
RFP Title: Evaluation and Planning Services for the Potential 


Expansion of the Medicaid Managed Care 
Organization Program 


RFP: 2103 
Vendor Name: Health Management Associates, Inc. 
Address: 120 N. Washington Square, Suite 705 


Lansing, MI 48933 
Opening Date: February 19, 2016 
Opening Time: 2:00 PM 
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TAB II – COST PROPOSAL 
Vendor’s response for the cost proposal must be included in this tab. 


Vendors must provide detailed fixed prices for all costs associated with each goal and objectives 
listed in (refer to Section 3 – Scope of Work).  Clearly specify the nature of all expenses anticipated 
(refer to Attachment H, Cost Schedule). 


ATTACHMENT H – DELIVERABLE PAYMENT SCHEDULE 


Vendor: Health Management Associates 
Activity 
Number Description of Activity Estimated  


Timeframe 
Activity 


Estimated Price 
3.1 Review the current Medicaid MCO Program 


and make recommendations for 
improvement. Activity Estimated Price 
should be a total amount of 3.1.1, 3.1.2 and 
3.1.3. 


May 2016 – July 
2016 


$68,005 


3.1.1 Recommend revisions to strengthen and 
improve the Division’s oversight, 
recommendations must comply with federal 
and state requirements. 


May 2016 - June 
2016 


$39,879 
 


3.1.2 Recommend revisions to the MCO contract 
as it relates to improving program oversight 
and compliance. 


June 2016 $8,396 
 


3.1.3 Recommend revisions to contract terms and 
payment structure to incentivize MCO 
vendors to reduce costs through pay for 
performance measures. 


July 2016 $19,730 
 


    
3.2 Assist state staff in providing 


recommendations to executive staff and the 
Nevada Legislature regarding the potential 
MCO expansion.  Activity Estimated Price 
should be a total amount of 3.2.1, 3.2.2 and 
3.2.3. 


May 2016 – 
February 2017 


$26,740 


3.2.1 Recommendations may be based on 
population, geographical location and/or 
services such as Long Term Support Services. 


May 2016 – 
September 2016 


$8,200 


3.2.2 Recommendations may be a phase in 
approach to limit financial cash flow 
concerns and/or adverse impact. 


May 2016 – 
September 2016 


$8,540 


3.2.3 With assistance from state staff 
recommendation(s) must contain a cost 
benefit analysis which includes the potential 
loss of revenue to state agencies as well as 
Intergovernmental Transfer of Funds, 


May 2016 – 
September 2016 


$10,000 
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Activity 
Number Description of Activity Estimated  


Timeframe 
Activity 


Estimated Price 
Certified Public Expenditures and drug 
rebates. 


    
3.3 With assistance from state staff, identify the 


potential impact of the possible expansion 
of the State Medicaid MCO Program. 
Activity Estimated Price should be a total 
amount of 3.3.1, 3.3.2, 3.3.3, 3.3.4, 3.3.5, 
3.3.6 and 3.3.7. 


May 2016 – 
September 2016 


$45,310 


3.3.1 Assist state staff in identifying the potential 
impact to communities through the 
continuation of town hall meetings to gather 
public and stakeholder’s input. 


May 2016 – 
September 2016 
(or as needed)  


$10,000 
 


3.3.2 With assistance from state staff identify the 
potential impact to recipients, data 
regarding MCO adequacy of providers and 
access to care in Nevada is available. 


June 2016 – July 
2016 


$10,000 
 


3.3.3 Identify the potential impact to providers. May 2016 – July 
2016 


$10,000 
 


3.3.4 With assistance from state staff, identify the 
potential impact to local government as it 
relates to reimbursement for administrative 
and medical services. 


June 2016 – July 
2016 


$6,541 
 
 


3.3.5 With assistance from state staff, identify the 
potential impact to Native American tribes. 


June 2016 – July 
2016 


$2,923 
 


3.3.6 With assistance from state staff, identify the 
potential impact to state agencies that 
provide billable administrative and medical 
services such as potential downsizing of 
staff, etc. 


June 2016 – July 
2016 


$2,923 
 


3.3.7 Report any potential impact the state may 
not be aware of and should consider based 
on the vendor’s experience and/or 
knowledge of other states’ MCO expansion. 


June 2016 – July 
2016 


$2,923 
 


    
3.4 With assistance from state staff identify 


ways to leverage existing resources if MCO 
expansion occurs.  Activity Estimated Price 
should be a total amount of 3.4.1, 3.4.2 and 
3.4.3. 


May 2016 – 
September 2016 


$22,200 


3.4.1 Certified Public Expenditures May 2016 – July 
2016 


$7,400 


3.4.2 Intergovernmental Transfer of Funds May 2016 – July 
2016 


$7,400 
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Activity 
Number Description of Activity Estimated  


Timeframe 
Activity 


Estimated Price 
3.4.3 Provider Tax and Assessment May 2016 – July 


2016 
$7,400 


    
3.5 Provide consulting services and project 


management for MCO expansion.  Activity 
Estimated Price should be a total amount of 
3.5.1, 3.5.2, 3.5.3, 3.5.4, 3.5.5, 3.5.6, 3.5.7, 
3.5.8 and 3.5.9. 


Throughout 
contract – May 
2016 – April 
2018 


$195,850 


3.5.1 Develop and design the project plan upon 
approval of a MCO expansion. 


May 2016 $21,173 
 


3.5.2 Assist in the completion of a timeline for 
implementation of the approved plan and 
identify critical path(s). 


May 2016 $28,231 
 
 


3.5.3 Ensure project is completed within approved 
timeframe(s) and/or notify management of 
delay(s), reason for any delay(s), and 
possible solutions to resolve any delay(s). 


Throughout 
contract – May 
2016 – April 
2018 


$17,644 
 


3.5.4 Identify stakeholders.  $9,529 
3.5.5 Design and manage communication plan.  $14,115 
3.5.6 Manage meetings. Throughout 


contract – May 
2016 – April 
2018 $17,644 


3.5.7 Manage and track status of tasks assigned to 
all parties involved. 


Throughout 
contract – May 
2016 – April 
2018 $17,644 


3.5.8 In the event Long Term Support Services 
(LTSS) are recommended and approved as 
part of the MCO expansion, assist state staff 
in preparing the necessary documents that 
meet CMS’s requirements in obtaining 
proper authority under an 1115 (a) 
demonstration waiver; and/or 1915 (b) 
waivers’ and/or 1915 (c); and/or 1915 (i) 
accordingly. 


January 2017 – 
March 2017 


$55,755 
3.5.9 With assistance from state staff develop a 


transition plan for the MCO expansion. 
March 2017 – 
April 2017 $14,115 


    
3.6 With assistance from state staff identify the 


potential loss of revenue to the Medicaid 
agency such as IGT and drug rebates. 


July 2016 – 
September 2016 


$24,780 
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Activity 
Number Description of Activity Estimated  


Timeframe 
Activity 


Estimated Price 
3.7 Assist in the initial procurement process of 


MCO vendors. Activity Estimated Price 
should be a total amount of 3.7.1, 3.7.2 and 
3.7.3. 


April 2017 – 
April 2018 


$32,470 


3.7.1 Develop Request for Information to solicit 
interested MCO vendors. 


May 2017 
$9,550 


3.7.2 Review Request for Information submissions 
by interested MCO vendors. 


September 2017 
– November 
2017 $5,730 


3.7.3 Assist in drafting the Request for Proposal to 
procure MCO vendors in Nevada. 


February 2018 – 
April 2018 $17,190 


 
 
The classification title and hourly rate are being requested to estimate how the proposing vendor 
arrived at their costs, so DHCFP can check for reasonability and also for any change orders or ad 
hoc requests that may come up during the contract period. 


Classification Title Hourly Rate 


Managing Principal $344 
Principal $327 
Senior Consultant  $281 
Consultant $191 
Research Assistant $145 
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EVALUATION AND PLANNING SERVICES FOR THE
POTENTIAL EXPANSION OF THE MEDICAID MANAGED NEVADA
CARE ORGANIZATION PROGRAM DEPARTMENT OF HEALTH AND HUMAN SERVICES
REQUEST FOR PROPOSALS (RFP) 2103 DIVISION OF HEALTH CARE FINANCING AND POLICY


Tab III
Attachment I, Cost Proposal Certification of
Compliance with Terms and Conditions of RFP


A) Attachment I with an original signature by an individual authorized to bind the
organization must be included in this tab.


B) In order for any cost exceptions and/or assumptions to be considered, vendors must
provide the specific language that is being proposed in Attachment I.


C) Only cost exceptions and/or assumptions should be identified on Attachment I.


D) Do not restate the technical exceptions and/or assumptions on this form.


E) The State will not accept additional exceptions and/or assumptions if submitted after
the proposal submission deadline. If vendors do not specify any exceptions and/or
assumptions in detail at time of proposal submission, the State will not consider any
additional exceptions and/or assumptions during negotiations.


Mercer provides Attachment I of the REP in this tab.


MERCER 8







EVALUATION AND PLANNING SERVICES FOR THE
POTENTIAL EXPANSION OF THE MEDICAID MANAGED NEVADA
CARE ORGANIZATION PROGRAM DEPARTMENT OF HEALTH AND HUMAN SERVICES
REQUEST FOR PROPOSALS (RFP) 2103 DIVISION OF HEALTH CARE FINANCING AND POLICY


ATTACHMENT I — COST PROPOSAL CERTIFICATION OF COMPLIANCE
WITH TERMS AND CONDITIONS OF RFP


I have read, Understand and agree to Comply with all the terms and conditions speCified
in this Request for Proposal.


YES I agree to Comply with the terms and Conditions specified in this REP.


NO X I do not agree to Comply with the terms and conditions specified in this REP.


lithe exception and/or assumption require a change in the terms in any section of the
REP, the contract, or any incorporated documents, vendors must provide the specific
language that is being proposed in the tables below. Ii vendors do not Specify in detail
any exceptions and/or assumptions at time of proposal submission, the State will not
consider any additional exceptions and/or assumptions during negotiations.
Note: Only cost exceptions and/or assumptions should be identified on this
attachment. Do not restate the technical exceptions and/or assumptions on this
attachment.


Mercer Health & Benefits LLC


z:r:’


Branch McNeal 2/77/16
Print Name Date


Vendors MUST use the following format. Attach additional sheets if necessary.


RFP RFP EXCEPTION
SECTION PAGE (Complete detail regarding exceptions must be
NUMBER NUMBER identified)


5, Cost 1$ of 4$ While Mercer has provided estimated prices for each
activity number listed in Attachment H, we request that
the fixed price be for the entire scope of work (i.e.,
tasks 3.1 through 3.7). If that is not possible, then we
would request there be a fixed price for the highest-
level activity number (i.e., 3.1, 3.2, 3.3, 3.4, 3.5, 3.6,
and 3.7).


2 6.2, Billing 1$ of 4$ In response to question #53 in Amendment I (Will
payment be based on hourly rates and expenses,
deliverables, or another approach), the State stated:


MERCER 9







EVALUATION AND PLANNING SERVICES FOR THE
POTENTIAL EXPANSION OF THE MEDICAID MANAGED
CARE ORGANIZATION PROGRAM
REQUEST FOR PROPOSALS (RFP) 2103


NEVADA
DEPARTMENT OF HEALTH AND HUMAN SERVICES


DIVISION OF HEALTH CARE FINANCING AND POLICY


RFP RFP EXCEPTION
EXCEP


SECTION PAGE (Complete detail regarding exceptions must be
TION #


NUMBER NUMBER identified)


“Payments should be based on deliverables; however,


other proposed approaches made by the vendor will be
considered during contract negotiations.”


Given that the timeframes for activities cross several


months, Mercer requests payment on a monthly basis
for hours worked (at the rates specified in Attachment


H) and incurred travel expenses (at the rates allowed


for State employees), up to the applicable fixed price.


ASSUMPTION SUMMARY FORM


RFP RFP ASSUMPTION
ASSUMP-


SECTION PAGE (Complete detail regarding assumptions must be
NUMBER NUMBER identified)


3, Scope of 9 of 48 As further specified in the technical proposal, and consistent
Work with Q&A #27 in Amendment 1, given the limited budget


for this contract, Mercer assumes that its activities would be
focused on providing guidance, recommendations, and
focused technical assistance, with limited data analysis,
modeling, or document drafting.


2 3.3 9 of 4$ Mercer assumes that this activity will continue through
submission of the plan to the legislature on February 8 as
indicated on the timeline included in Amendment 1 (e.g.,
Q&A #14), but that the majority of the activity will be
completed in time for the agency request budgets (August
31, 2016).


3 3.7.3, ii of 4$ While Q&A #69 and 85 in Amendment I indicate that
Assist in activity 3.7.3 is for the current MCO model, Mercer’s
drafting proposal assumes that it is for the expanded MCO model.
RFP Mercer also assumes that the State will take the lead in


drafting the RFP and contract requirements, and Mercer will
provide targeted technical assistance, Including reviewing
and providing feedback on key sections of the contract,
helping the to develop RFP questions, and responding to
vendor questions.


This document must be submitted in Tab Ill of vendor’s cost proposal.
This form MUST NOT be included in the technical proposal.
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EVALUATION AND PLANNING SERVICES FOR WE
POTENTIAL EXPANSION OF THE MEDICAID MANAGED
CARE ORGANIZATION PROGRAM
REQUEST FOR PROPOSALS (RFP) 2103


_____


NEVADA
DEPARTMENT OF HEALTH AND HUMAN SERVICES


DIVISION OF HEALTH CARE FINANCING AND POLICY


Tab I


Tab I: Title Page


Da I A — Technical Proposal
REP Title: Evaluation and Planning Services for the


Potential Expansion of the Medicaid
Managed Care Organization Program


REP: 2103
Vendor Name: Mercer Health & Benefits LLC
Address: 2325 E. Camelback Road, Suite 600


Phoenix, AZ 85016
Opening Date: February 19, 2016
Opening Time: 2:00 PM
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EVALUATION AND PLANNING SERVICES FOR THE
POTENTIAL EXPANSION OF THE MEDICAID MANAGED NEVADA
CARE ORGANIZATION PROGRAM DEPARTMENT OF HEALTH AND HUMAN SERVICES
REQUEST FOR PROPOSALS (RFP) 2103 DIVISION OF HEALTH CARE FINANCING AND POLICY


Tab II
Tab II: Table of Contents


Tab I: Title Page I


Tab II: Table of Contents 2


Tab Ill: Vendor Information Sheet 3


Tab IV: State Documents 5


Tab V: Attachment B — Technical Proposal Certification of Compliance with
Terms and Conditions of REP 15


Tab VI: Section 3 — Scope of Work 22


Tab VII: Section 4 — Company Background and References 48


Tab VIII: Attachment G — Proposed Staff Resumes 62


Tab IX: Other Informational Material 101
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EVALUATION AND PLANNING SERVICES FOR THE
POTENTIAL EXPANSION OF THE MEDICAID MANAGED
CARE ORGANIZATION PROGRAM
REQUEST FOR PROPOSALS tRFP) 2103


NEVADA
DEPARTMENT OF HEALTH AND HUMAN SERVICES


DIVISION OF HEALTH CARE FINANCING AND POLICY


Tab III


Tab III: Vendor Information Sheet


Vendor Must:


A) Provide all requested information in the space provided next to each numbered
question. The information provided in Sections Vi through V6 will be used for
development of the contract;


B) Type or print responses; and


C) Include this Vendor Information Sheet in Tab Ill of the Technical Proposal.


Vi Company Mercer Health & Benefits LLC
Name


N Street Address N 2325 E. Camelback Road, Suite 600V2


V3 City, State, Phoenix, AZ 85016
ZIP


N Telephone Number
V4 N Area Code: 602 II Number: 522-6500 N Extension:


V5
Facsimile Number
Area Code: 602 Number: 522-6499 II Extension:


V6
Toll Free Number none
Area Code: N Number: II Extension:


V7


Contact Person for Questions / Contract Negotiations,
includinc, address if different than above


Name: Branch McNeal


Title: Senior Partner
Address: 2325 E. Camelback Road, Suite 600, Phoenix AZ 85016


Email Address: branch.mcneal@mercer.com


V8
Telephone Number for Contact Person
Area Code: 602 Number: 522-6599 Extension:
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EVALUATION AND PLANNING SERVICES FOR THE
POTENTIAL EXPANSION OF THE MEDICAID MANAGED
CARE ORGANIZATION PROGRAM
REQUEST FOR PROPOSALS (RFP) 2103


NEVADA
DEPARTMENT OF HEALTH AND HUMAN SERVICES


DIVISION OF HEALTH CARE FINANCING AND POLICY


V9
FacSimile Number for Contact Person
Area Code: 602 Number: 522-6499 Extension:


yb
Name of Individual Authorized to Bind the Organization


Name: Branch McNeal Title: Senior Partner


Signature (Individual must be legally authorized to bind the vendor per NRS
333.337) 1 -4


Date: 2/18/16


((
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Tab IV
Tab IV: State Documents


A) The signature page from all amendments with an original signature by an individual
authorized to bind the organization.


B) Attachment A — Confidentiality and Certification of Indemnification with an original
signature by an individual authorized to bind the organization.


C) Attachment C — Vendor Certifications with an original signature by an individual
authorized to bind the organization.


D) Attachment J — Certification Regarding Lobbying with an original signature by an
individual authorized to bind the organization.


E) Copies of any vendor licensing agreements and/or hardware and software
maintenance agreements.


F) Copies of applicable certifications and/or licenses.


Mercer Health & Benefits LLC (Mercer) provides the required State documents in
this section of our proposal.
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A) SIGNATURE PAGE FROM AMENDMENTS


See signed amendment on the following page.
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DIVISION OF HEALTH CARE FINANCING AND POLICY


State of Nevada


Department of Administration


Purchasing Division


515 E. Musser Street, Suite 300


Carson City. NV 89701


SUBJECT:


RFP TITLE:


DATE OF AMENDMENT:


DATE OF RFP
RELEASE:


OPENING DATE:


Amendment ito Request for Proposal 2103


Brian Sandoval


Govemor


Jeffrey Haag


Administrator


Evaluation and Planning Services for the Potential
Expansion of the Medicaid Managed Care Organization
Program


February 9, 2016


January21, 2016


February 19, 2016


OPENING TIME: 2:00 PM


CONTACT: Annette Morfin, Procurement Staff Member


The following shall be a part of RFP 2103. If a vendor has already returned a proposal
and any of the information provided below changes that proposal, please submit the
changes along with this amendment. You need not re-submit an entire proposal prior to
the opening date and time.


Vendor Name:


Authorized Signature:


Title:


Vendor must sign and return this amendment with proposal submitted.


Mercer Health & Benefits LLC


This document must be submitted in the “State
Documents” section/tab of vendors’ technical


proposal.
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B) ATTACHMENT A — CONFIDENTIALITY AND CERTIFICATION OF
INDEMNIFICATION


Submitted proposals, which are marked “Confidential” in their entirety, or those in which
a significant portion of the submitted proposal is marked “confidential” will not be
accepted by the State of Nevada. Pursuant to NRS 333.333, only specific parts of the
proposal may be labeled a trade secret” as defined in NRS 600A.030(5). All proposals
are confidential until the contract is awarded; at which time, both successful and
unsuccessful vendors’ technical and cost proposals become public information.


In accordance with the Submittal Instructions of this RFP, vendors are requested to
submit confidential information in separate binders marked “Part I B Confidential
Technical” and “Part Ill Confidential Financial”.


The State will not be responsible for any information contained within the proposal.
Should vendors not comply with the labeling and packing requirements, proposals will be
released as submitted. In the event a governing board acts as the final authority, there
may be public discussion regarding the submitted proposals that will be in an open
meeting format, the proposals will remain confidential.


By signing below, I understand it is my responsibility as the vendor to act in protection of
the labeled information and agree to defend and indemnify the State of Nevada for
honoring such designation. I duly realize failure to so act will constitute a complete
waiver and all submitted information will become public information; additionally, failure
to label any information that is released by the State shall constitute a complete waiver
of any and all claims for damages caused by the release of the information.


This proposal contains Confidential Information, Trade Secrets and/or Proprietary
information as defined in Section 2 ‘“ACRONYMS/DEFINITIONS.”


Please initial the appropriate response in the boxes below and provide the
justification for confidential status.


Part I B — Confidential Technical Information


YES NO X


Justification for Confidential Status
N/A


A Public Records CD has been included for the Technical and Cost Proposal


YES NO (See note
below)


Note: By marking “NO” for Public Record CD included, you are authorizing the
State to use the “Master CD” for Public Records requests.
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Part III — Confidential Financial Information


YES X NO


Justification for Confidential Status


As stated by the RFP requirements.


Mercer Health & Benefits LLC
Compan Name


Signature /7


Branch McNeal 2/18/1 6
Print Name Date
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C) ATTACHMENT C - VENDOR CERTIFICATIONS


Vendor agrees and will comply with the following:


1) Any and all prices that may be charged under the terms of the contract do not and
will not violate any existing federal, State or municipal laws or regulations concerning
discrimination and/or price fixing. The vendor agrees to indemnify, exonerate and
hold the State harmless from liability for any such violation now and throughout the
term of the contract.


2) All proposed capabilities can be demonstrated by the vendor.


3) The price(s) and amount of this proposal have been arrived at independently and
without consultation, communication, agreement or disclosure with or to any other
contractor, vendor or potential vendor.


4) All proposal terms, including prices, will remain in effect for a minimum of 180 days
after the proposal due date. In the case of the awarded vendor, all proposal terms,
including prices, will remain in effect throughout the contract negotiation process.


5) No attempt has been made at any time to induce any firm or person to refrain from
proposing or to submit a proposal higher than this proposal, or to submit any
intentionally high or noncompetitive proposal. All proposals must be made in good
faith and without collusion.


6) All conditions and provisions of this RFP are deemed to be accepted by the vendor
and incorporated by reference in the proposal, except such conditions and provisions
that the vendor expressly excludes in the proposal. Any exclusion must be in writing
and included in the proposal at the time of submission.


7) Each vendor must disclose any existing or potential conflict of interest relative to the
performance of the contractual services resulting from this RFP. Any such
relationship that might be perceived or represented as a conflict should be disclosed.
By submitting a proposal in response to this RFP, vendors affirm that they have not
given, nor intend to give at any time hereafter, any economic opportunity, future
employment, gift, loan, gratuity, special discount, trip, favor, or service to a public
servant or any employee or representative of same, in connection with this
procurement. Any attempt to intentionally or unintentionally conceal or obfuscate a
conflict of interest will automatically result in the disqualification of a vendor’s
proposal. An award will not be made where a conflict of interest exists. The State will
determine whether a conflict of interest exists and whether it may reflect negatively
on the State’s selection of a vendor. The State reserves the right to disqualify any
vendor on the grounds of actual or apparent conflict of interest.


8) All employees assigned to the project are authorized to work in this country.


9) The company has a written equal opportunity policy that does not discriminate in
employment practices with regard to race, color, national origin, physical condition,


MERCER 10







EVALUATION AND PLANNING SERVICES FOR THE
POTENTIAL EXPANSION OF THE MEDICAID MANAGED NEVADA
CARE ORGANIZATION PROGRAM DEPARTMENT OF HEALTH AND HUMAN SERVICES
REQUEST FOR PROPOSALS (RFP) 2103 DIVISION OF HEALTH CARE FINANCING AND POLICY


Creed, religion, age, sex, marital status, sexual orientation, developmental disability
or handicap.


10) The company has a written policy regarding compliance for maintaining a drug-free
workplace.


11) Vendor understands and acknowledges that the representations within their proposal
are material and important, and will be relied on by the State in evaluation of the
proposal. Any vendor misrepresentations shall be treated as fraudulent concealment
from the State of the true facts relating to the proposal.


12) Vendor must certify that any and all subcontractors comply with Sections 7, 8, 9, and
10, above.


13) The proposal must be signed by the individual(s) legally authorized to bind the
vendor per NRS 333.337.


Mercer Health & Benefits LLC
Vendor c9mpany Name


Branch McNeal 2/18/1 6
Print Name Date
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D) ATTACHMENT J — CERTIFICATION REGARDING LOBBYING


Certification for Contracts, Grants, Loans, and CooperatiVe Agreements


The undersigned certifies, to the best of his or her knowledge and belief, that:


(1) No Federal appropriated funds have been paid or will be paid, by or on behalf of the
undersigned, to any person for influencing or attempting to influence an officer or
employee of any agency, a Member of Congress, an officer or employee of
Congress, or an employee of a Member of Congress in connection with the awarding
of any Federal contract, the making of any Federal grant, the making of any Federal
loan, the entering into of any cooperative agreement, and the extension,
continuation, renewal, amendment, or modification of any Federal contract, grant,
loan, or cooperative agreement.


(2) If any funds other than Federally appropriated funds have been paid or will be paid to
any person for influencing or attempting to influence an officer or employee of any
agency, a Member of Congress, an officer or employee of Congress, or an employee
of a Member of Congress in connection with this Federal contract, grant, loan, or
cooperative agreement, the undersigned shall complete and submit Standard Form
LLL, “Disclosure of Lobbying Activities,” in accordance with its instructions.


(3) The undersigned shall require that the language of this certification be included in the
award documents for all sub awards at all tiers (including subcontracts, sub grants,
and contracts under grants, loans, and cooperative agreements) and that all sub
recipients shall certify and disclose accordingly.


This certification is a material representation of fact upon which reliance was placed
when this transaction was made or entered into. Submission of this certification is a
prerequisite for making or entering into this transaction imposed by section 1352, U.S.
Code. Any person who fails to file the required certification shall be subject to a civil
penalty of not less than $10,000 and not more than $100,000 for each such failure.


By:


_______________


2/18/16
Signature of Official Authohied to Sign Ap,btcation Date


For: Mercer Health & Benefits LLC
Vendor Name


Evaluation and Planning Services for the Potential Expansion of the Medicaid
Managed Care Organization Program
Project Title
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E) Copies of any vendor licensing agreements and/or hardware and software
maintenance agreements.


At this time, no vendor licensing agreements and/or hardware and software
maintenance agreements are needed for this contract.
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F) Copies of applicable certifications and/or licenses.


For purposes of this proposal submittal, no certifications or licenses are needed.
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TabV
Tab V: Attachment B — Technical Proposal
Certification of Compliance with Terms and
Conditions of RFP


A) Attachment B with an original signature by an individual authorized to bind the
organization must be included in this tab.


B) If the exception and/or assumption require a change in the terms or wording of any
section of the RFP, the contract, or any incorporated documents, vendors must
provide the specific language that is being proposed on Attachment B.


C) Only technical exceptions and/or assumptions should be identified on Attachment B.


D) The State will not accept additional exceptions and/or assumptions if submitted after
the proposal submission deadline. If vendors do not specify any exceptions and/or
assumptions in detail at time of proposal submission, the State will not consider any
additional exceptions and/or assumptions during negotiations.


Mercer provides Attachment B in this section of our proposal.
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ATTACHMENT B - TECHNICAL PROPOSAL CERTIFICATION OF
COMPLIANCE WITH TERMS AND CONDITIONS Of RFP


I have read, understand and agree to comply with alt the terms and conditions specified in
this Request for Proposal.


YES I agree to comply with the terms and conditions specified in this RFP.


NO X I do not agree to comply with the terms and conditions specified in this RFP.


If the exception and/or assumption require a change in the terms in any section of the
RFP, the contract, or any incorporated documents, vendors must provide the specific
language that is being proposed in the tables below. If vendors do not specify in detail
any exceptions and/or assumptions at time of proposal submission, the State will not
consider any additional exceptions and/or assumptions during negotiations.


Mercer Health & Benefits LLC


Compn; Name


ignature


Branch McNeal 2/18/7 6
Print Name Date


Vendors MUST use thefottowingformat. Attach additional sheets if necessary.


EXCEPTION RFP SECTION RFP PAGE EXCEPTION
# NUMBER NUMBER (PROVIDE A DETAILED


EXPLANATION)
Attachment D 2 of 9 Any such audit should be conducted upon


9.b. Inspection and reasonable prior written notice to Contractor,
Audit be at the expense of the State, be conducted


during normal business hours and shall be
limited to those books and records directly
related to Contractor’s performance of the
services.


Due to the confidential and proprietary nature
of Contractor’s operations and to protect the
integrity and security of its operations,
Contractor reserves the right to limit the
scope of such security reviews or
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EXCEPTION RFP SECTION RFP PAGE EXCEPTION
# NUMBER NUMBER (PROVIDE A DETAILED


EXPLANATION)
inspections with respect to its electronic or
computer related records, and require that
such inspections (a) be preceded by written
request of no less than 30 days prior to the
start date (b) be conducted by a mutually
agreed upon security assessment specialist,
if conducted bya third party, (c) occurno
more than once in any twelve (12) month
period, barring exigent circumstances, such
as State’s reasonable concern of an actual or
imminent material breach of security, in
which case an inspection may be performed
in response to such circumstance, and at a
time mutually agreed by the parties (d)
pertain to only those systems used to provide
the services under this Contract, and (e)
subject to appropriate confidentiality and
non-disclosure provisions.


2 Attachment D 4 of 9 Last 2 sentences of Section 12 to be replaced
12. Limited Liability by the following:


Except for claims of bodily harm or property
damage, the aggregate liability of Contractor
and its officers, directors, employees
(“Contractor Parties”) (whether in contract,
tort, negligence, strict liability in tort or by
statute or otherwise) to the State or its agents
for any and all damages, claims, liabilities,
and losses arising out of or relating to
Contractor Parties’provision of its services
or this Contract shall not exceed 150% of the
Contract maximum “not to exceed” value.


In no event shall either party be liable in
connection with this Contract or the
performance of services for any loss of profit,
indirect, special, incidental or consequential
damages.


3 Attachment D 4 of 9 Contractor’s indemnity obligations shall be
14. and Appendix E limited to the extent proximately caused by


Indemnification the negligent acts or omissions or bad faith
conduct of Contractor and its officers,
employees and subcontractor, if any, in the
performance of services under this Contract;
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EXCEPTION RFP SECTION RFP PAGE EXCEPTION
# NUMBER NUMBER (PROVIDE A DETAILED


EXPLANATION)
provided, that Contractor shall not be liable
for such damages or claims resulting from
the negligent acts or omissions or bad faith
conduct of the State or its agents


4 Attachment D 5 and 6 of 9 Contractor’s insurance policies and carriers
16. Insurance should not be subject to approval by the


Schedule State.


Attachment D 5 and 6 of 9 Only coverage afforded to the State as an
16. Insurance additional insured may be primary and non-


Coverage contributory for claims arising solely from
Contractor’s provision of services pursuant
to the Contract.


Contractor shall endeavor to provide the
State with renewal or replacement evidence
of insurance no less than thirty (30) days
before the expiration or replacement of the


- required insurance.


Attachment D 5 and 6 of 9 The State of Nevada, its officers, employees
16. General and immune contractors as defined in NRS


Requirements: 41.0307 will be included as an additional
a. Additional insured under the Commercial General


Insured Liability insurance policies with respect to
the State’s vicarious liability arising from
Contractor’s provision of services pursuant
to the Contract.


Attachment D 5 and 6 of 9 Waiver of subrogation does not apply to
16. General Professional Liability insurance.


Requirements:
b. Waiver of
SubrogatIon


Attachment D 5 and 6 of 9 This provision should be deleted as
16. General deductibles or self insured retentions should


Requirements. not be subject to approval or a maximum
d. Deductibles and requirement by the State.


Self-Insured
Retentions
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EXCEPTION RFP SECTION RFP PAGE EXCEPTION
# NUMBER NUMBER (PROVIDE A DETAILED


EXPLANATION)
Attachment D 5 and 6 of 9 All insurance policies contain a 30 day notice


16. General of cancellation to the insured. In the event
Requirements. Mercer receives such notice, Mercer shall


e. Policy immediately notify the State.
Cancellation


Attachment D 5 and 6 of 9 Al! of Contractor’s insurance policies, with
16. General the exception of its Professional Liability, are


Requirements. subject to an AM Best rating of A- VII or
f. Approved better and authorized to do business in the


Insurer State of Nevada. Contractor’s Professional
Liability insurance is provided through a
captive insurer owned by Contractor’s
ultimate parent company which is licensed in
the State of New York and does not have an
AM Best rating.


Attachment D 5 and 6 of 9 The Genera! Liability and Automobile Liability
Evidence of insurance policies contain a manuscript
Insurance blanket additional insured endorsement


2) Additional which includes the State as an additional
Insured insured where required by written contract


Endorsement for the State’s vicarious liability arising from
Contractor’s provision of services pursuant
to the agreement.


Attachment D 5 and 6 of 9 Contractor treats insurance contracts as
Evidence of proprietary and confidential information.
Insurance Only copies of applicable endorsements will


Review and be released to the State.
Approval


5 Attachment D 7 of 9 To the extent that the terms or any word,
19 Severability phrase, clause or sentence in this Contract is


found to be illegal or unenforceable, such
word, phrase, clause or sentence shall be
modified, deleted or interpreted in such a
manner so as to afford the Party for whose
benefit it was intended the fullest benefit
commensurate with making this Contract as
modified, enforceable and the balance of this
Contract shall not be affected thereby.


6 Attachment D 7 of 9 Only materials created by the Contractor
27. State specifically and exclusively for the State


Ownership of under the Contract should be the sole
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EXCEPTION RFP SECTION RFP PAGE EXCEPTION
# NUMBER NUMBER (PROVIDE A DETAILED


EXPLANATION)
Proprietary property of the State. The Contractor should
Information retain all of its rights in its own intellectual


capital (such as methodologies, know how,
models, tools and any graphic or digitized
representation of any of these) developed or
possessed by the Contractor prior to, or
acquired during, the performance of the
services and the Contractor should not be
restricted in any way with respect thereto.


7 Attachment D 8 of 9 Contractor expressly disclaim any warranty,
26. Warranties express or implied, including but not limited


to any implied warranty of merchantability
and fitness for a particular purpose.


8 Attachment D 8 of 9 The exclusive jurisdiction should be in a
30. Jurisdiction federal or state court located in Nevada.


Attachment D — Additional Provisions — The resultant Contract should contain the
following additional provisions:


Provision of Information and Assistance: Contractor shall use all information and data
supplied by or on behalf of the State without having independently verified the accuracy
or completeness of it. If any documentation or information supplied to Contractor at any
time is incomplete, inaccurate or not up-to-date, or its provision is unreasonably
delayed, or if adequate access to (and being able to spend time with) employees of the
State and other individuals (including third parties such as the State’s other advisers) is
not provided, then Contractor will not be responsible for any delays or liability arising
therefrom, and will be entitled to charge the State in respect of any resulting additional
work actually carried out.


Personal Information: The Agreement is made on the basis that each party is entitled to
assume that the other has complied and will continue to comply with its obligations
arising from data protection and privacy laws in force from time to time to the extent
applicable to the Agreement and the Services, any obligation of the State to obtain any
required consent(s) in respect of the transfer of information relating to an identified or
identifiable individual that is subject to applicable data protection, privacy or other
similar laws (“Personal Information”) by the State or any third party to Contractor, the
creation or collection of additional Personal Information by Contractor, and the use,
disclosure and transfer by Contractor of Personal Information as necessary to perform
the Services. The parties acknowledge that any use or processing by Contractor of
Personal Information supplied by or on behalf of the State in connection with the
Services shall be done solely on behalf of the State and for the State’s purposes and
Contractor shall deal with such Personal Information only in accordance with such
reasonable instructions as the State may from time to time provide or as reasonably
necessary for the purpose of providing the Services. Contractor also confirms that it
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has taken appropriate technical and organizational measures against unauthorized or
unlawful processing of personal data and against accidental loss or destructiQn of, or
damage to, personal data in accordance with applicable law.


Advice on Legal Matters: Contractor is not engaged in the practice of law and the
Services provided hereunder, which may include commenting on legal issues or
drafting documents which could constitute legal advice, do not constitute and are not a
substitute, for legal advice.


WAIVER OF JURY TRIAL - EACH PARTY, ON BEHALF OF ITSELF AND ITS AFFILIATES,
TO THE FULLEST EXTENT PERMITTED BY LAW, KNOWINGLY, VOLUNTARILY, AND
INTENTIONALLY WAIVES ITS RIGHT TO A TRIAL BY JURY IN ANY ACTION OR OTHER
LEGAL PROCEEDING ARISING OUT OF OR RELATING TO THIS AGREEMENT OR ANY
SERVICES PROVIDED BY CONTRACTOR OR ITS AFFILIATES. THE WAIVER APPLIES
TO ANY ACTION OR LEGAL PROCEEDING, WHETHER SOUNDING IN CONTRACT, TORT
OR OTHERWISE. EACH PARTYAGREES NOT TO INCLUDEANYEMPLOYEE, OFFICER,
DIRECTOR OR TRUSTEE OF THE OTHER AS A PARTY IN ANY ACTION, PROCEEDING
OR COUNTERCLAIM RELATING TO SUCH DISPUTE.


ASSUMPTION SUMMARY FORM
RFP RFP ASSUMPTIONASSUMPTION
SECTION PAGE (Complete detail regarding


#
NUMBER NUMBER assumptions must be identified)


N/A
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Tab VI
Tab VI: Section 3 — Scope of Work


Vendors must place their written response(s) in bold/italics immediately following the
applicable REP question, statement and/or section.


3.1 Review the current Medicaid MCO Program and make recommendations for
improvement:


Mercer will leverage our experience with over two dozen Medicaid managed care
organization (MCO) programs to help Nevada improve its current Medicaid MCO
program. As further described below, this will include recommending
improvements to Division of Health Care Financing and Policy’s (DHCFP’s)
monitoring and compliance program (e.g., staffing, structure, and business
processes), revisions to Nevada’s MCO contract to improve program oversight
and compliance, and revisions to Nevada’s pay-for-performance program. For this
activity, Mercer proposes to have at least one onsite visit to interview staff and
discuss recommended revisions to Nevada’s MCO contract.


3.1.1 Recommend revisions to strengthen and improve the Division’s oversight,
recommendations must comply with federal and state requirements;


In general, states strive to hold MCOs accountable to providing quality,
accessible, and cost-effective services to enrollees. However, developing
an effective MCO monitoring and compliance program can be a challenge
for various reasons, including insufficient staff, lack of vision, ineffective
business processes, and competing priorities.


Key to an effective oversight program is having an effective framework for
oversight and identifying critical measures of success. The framework
should link the State’s approach to monitoring with the State’s goals and
desired outcomes. Potential critical measures of success might include:


• Compliance activities that hold an MCO accountable for ensuring that
quality medically necessary services are available and accessible to
enrollees. This includes metrics to monitor network compliance,
grievance and appeals, call centers, care management, prior
authorization, and quality management/quality improvement.


• Compliance activities that hold an MCO accountable for administrative
requirements such as encounter data submission and enrollee
marketing materials.


• Effective communication and cross-departmental or cross-functional
teams that capitalize on available content expertise and ensure
consistency in compliance and oversight approaches across MCOs.
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• An organizational structure with defined subject matter expertise and
management with responsibility for oversight of MCO relationships,
operations, and activity.


• An MCO contract that clearly defines MCO responsibilities, including
incentives and sanctions to drive desirable MCO operations and
outcomes;


• Standardized reporting and performance monitoring.
• Streamlined contract management and compliance activity to minimize


administrative burden on the State and MCOs while maintaining balance
between incentives, sanctions, and opportunities for improvement.


Mercer proposes to review DHCFP’s MCO contract, interview a few DHCFP
staff to understand the current oversight process, and make
recommendations applying our experience and best practices in other
states to Nevada’s Medicaid managed care program.


The steps will include:


1. Review documentation including current contract and documentation of
compliance monitoring and outcomes.


2. Structured interviews with key state staff to identify current best
practices and illuminate gaps and opportunities for improvement.


3. Develop recommendations including observations on monitoring and
compliance program strengths and opportunities for improvement, best
practices in place in other states, and recommendations for next steps
to improve DHCFP’s monitoring and compliance program.


Mercer has the experience to conduct a robust process for assessing
DHCFP’s monitoring and compliance program and developing
recommendations for improvement. The review would focus on how the
State is organized (i.e., operational oversight structure and staffing), how it
manages monitoring and compliance activity, and how it coordinates with
its contracted MCOs. Given the time and resource constraints, that is not
part of our current proposal, and can be discussed as an add-on option.


3.1.2 Recommend revisions to the MOO Contract as it relates to improving
program oversight and compliance; and


Effective oversight and MCO compliance is based on clear contract
language that provides measureable, enforceable requirements for MCO
performance.
Mercer will begin this engagement with an immediate review of your current
MCO contract, which will be completed in the first two weeks following
contract execution. Based on our experience drafting, revising, and
operationalizing MCO contracts in various states, the Mercer team will
identify areas where the contract can be strengthened, including, for
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example, clarifying certain requirements, revising sanctions and compliance
language, or changes to reporting.


Our proposed approach includes:


1. A review of Nevada’s current MCO contracts to identify:
• Opportunities to clarify and/or strengthen current language.
• Opportunities to better align oversight and compliance measures


and actions with desired outcomes.
• Compliance with current federal law.


2. Provide examples from other state MCO contracts to identify options for
DHCFP to consider regarding the level of detail and process for
enforcement.


3. Facilitate a discussion of options focused on decisions made in Task
3.1.1 regarding the overall approach to Compliance and Monitoring.


4. Make recommendations for revisions to MCO contract language.


Given the limited timeframe and resources, Mercer proposes to focus our
review and recommendations on the priority areas where the MCO contract
could be revised to improve program oversight and compliance.


3.1 .3 Recommend revisions to contract terms and payment Structure to
incentivize MCO vendors to reduce costs through pay for performance
measures.


The use of pay for performance (P4P) in MCO contracts has great promise
for state Medicaid agencies to hold MCO’s accountable and to increase
value for both the State and recipients. These incentives, however, must be
well thought out in order to effectively reflect the priorities of the state
Medicaid program and to be achievable, objective, and meaningful.


Mercer proposes to focus on improvements to Nevada’s current pay-for
performance program.


One of our first tasks would be to understand Nevada’s current P4P
program to determine what is/is not working and then recommend changes
to further incentivize MCOs to reduce costs. This could include, for
example, adding measures where cost and quality are aligned such as
inappropriate use of the emergency department or potentially preventable
hospital admissions.


Mercer generally assists with all aspects of developing a P4P program
including:


• Identifying the goals of the program
• Identifying the measures, baseline, and targets.
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• Developing eligibility criteria for receiving payment.
• Identifying the method for funding the program (e.g., withhold or pool)
• Calculating the amount of the payments.
• Establishing the timing of payments.


Given the time and resource constraints, these are not part of our current
proposal, and can be discussed as an add-on option.


3.2 Assist state staff in providing recommendations to executive staff and the
Nevada Legislature regarding the potential MCO expansion:


Mercer is well-versed in preparing and providing executive briefings for
governors, executive staff, and legislators. Mercer works closely with the State to
develop the materials, well in advance of the date of the event, to allow DHCFP
colleagues adequate time to review the materials. Mercer is skilled in setting the
tone of the information being presented to help our clients to clearly tell their
story in a way that provides the key points, recommendations, technical data, and
potentially obscure policy points in language that is understandable for
individuals at every level of Medicaid sophistication. Mercer recommends having
an onsite meeting to discuss the recommendations.


3.2.1 Recommendations may be based on population, geographical location
and/or services such as Long Term Support Services;


Mercer understands that Nevada is considering expanding Medicaid
managed care to additional populations (e.g., aged, blind, and disabled),
geographical areas (i.e., counties outside of Clark and Washoe counties),
and new services, including long term support services (LTSS). Nevada is
proposing a thoughtful analysis of the impact of this expansion on various
stakeholders, including beneficiaries, providers, Native Americans, local
governments, and the State. Building on the impact analyses conducted in
Task 3.3, Mercer will assist DHCFP in developing recommendations for
expanding Medicaid managed care, including the populations,
geographical locations, and/or services.


Mercer proposes to focus on providing technical assistance to DHCFP staff
to finalize the recommendations and to review the draft prepared by the
State. Mercer would generally draft the report, including the methodology,
recommendations, basis for the recommendations, and an executive
summary. Given the time and resource constraints, that is not part of our
current proposal, and can be discussed as an add-on option.


3.2.2 Recommendations may be a phase in approach to limit financial cash
flow concerns and/or adverse impact; and


Transitioning from a fee-for-service (FFS) environment to capitated
managed care for new populations and services will impact the financial
cash flow to the State, especially during the transition period when the
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State is paying both fee-for-service claims and prospective capitation
payments. Mercer will help the State identify approaches to manage cash
flow during implementation of expanded Medicaid managed care,
including, for example, phasing in the expansion by geographic area,
population, or service; phasing in expansion across fiscal years; or paying
capitation in arrears.


Mercer proposes to provide technical assistance to the State in terms of
the modeling and recommendations for potential mitigation strategies.
Mercer would generally model the impact on cash flow and the mitigation
strategies. However, given the time and resource constraints, that is not
part of our current proposal, and can be discussed as an add-on option.


3.2.3 With assistance from state staff recommendation(s) must contain a cost
benefit analysis which includes the potential loss of revenue to state
agencies as well as Intergovernmental Transfer of Funds, Certified Public
Expenditures and drug rebates.


Mercer is fortunate to include on our team former Centers for Medicare &
Medicaid Services (CMS) official Dianne Heifron, who has extensive
experience in working with states to redesign reimbursement and funding
strategies to conserve federal revenue streams and leverage state and
local funding streams. Mercer has worked with states to understand state
and local funding sources and limitations and the impact of specific
payment systems on those funding sources. Mercer will provide assistance
to DHCFP in understanding the available reimbursement and financing
options, as well as to provide a cost/benefit analysis. For example, Mercer
will work with DHCFP to determine whetheWhow capitation rates could
recognize historical upper payment limit (UPL) reimbursement to maintain
historical pricing for specific services and local funding sources such as
intergovernmental transfers. Mercer could also help DHCFP design
interagency agreements that leverage various state agency contributions
including administrative oversight and provider delivery systems, as well
as funding opportunities including the use of certified public expenditures.
Mercer will also advise on the pros/cons of seeking a section 1115 waiver.


Mercer has worked with several states through an engagement with the
National Governors Association (NGA) as well as individual states such as
California, Arizona and North Carolina to assist states in transformational
efforts including the use of 1115 waiver strategies. These waiver programs
include the development of Delivery System Reform Incentive Payments
programs (DSRIPs) where states have been able to launch or expand their
managed care programs alongside investments in delivery system
transformation and the adoption of alternative payment strategies and
value based payment strategies.


Mercer also has an extensive and experienced Pharmacy Team that is well
versed in Medicaid drug rebate programs including federal rebate rules
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under the Affordable Care Act that implemented the increased rebate
percentages in fee for service and expanded the rebate program to
Medicaid managed care. Mercer’s Pharmacy Team will help Nevada identify
strategies to maximize rebates in a managed care environment.


3.3 With assistance from state staff, identify the potential impact of the possible
expansion of the State Medicaid MCO Program.


Mercer is well-versed in transitioning states from a fee-for-service environment to
a managed care environment, as well as in implementing Medicaid managed care
initiatives that bring in geographic areas, new benefits or new populations. The
power of the Mercer team is our experience with Medicaid managed care
programs across country; our multi-disciplinary staff, including former state and
federal Medicaid staff, clinicians, lawyers, actuaries, accountants; and our
analytics and rate setting expertise.


When determining whether/how to expand Medicaid managed care, it is important
to thoughtfully consider the impact of the expansion on all stakeholders,
including beneficiaries, providers, local government, and the State. Mercer
understands the potential for service disruptions as a result of the introduction of
managed care, especially for the LTSS population and for those individuals who
live in frontier areas where provider availability may be extremely limited. The
expansion of managed care to include the aged, blind and disabled (ABD)
population, including the “dual eligibles” (Medicare/Medicaid), presents unique
challenges based on the frailty of the population, their high costs, and the special
provisions for an “opt out” of managed care for the dual eligibles and Native
Americans. Mercer also understands the critical importance of providers in
making sure Medicaid managed care is a success. Mercer has also analyzed the
financial impact of transitioning to/expanding Medicaid managed care, including
the impact on local and state government and the State’s financing mechanisms
such as intergovernmental transfers (IGTs), certified public expenditures (CPEs),
upper payment limits (UPL), and provider taxes.


The following sections address Mercer’s approach to assisting the State to
identify the potential impact of expansion on various stakeholders. Mercer
proposes at least one onsite visit to review and discuss the impact analyses.


3.3.1 Assist state staff in identifying the potential impact to communities
through the continuation of town hall meetings to gather public and
stakeholder’s input;


Meaningful community involvement is essential to ensure that all voices
are heard and all relevant stakeholders are included in the process. Town
hall meetings should provide a format to notjust explain changes under
consideration but, perhaps more importantly, allow a public forum for
stakeholders to voice their concern about the impact of Medicaid managed
care expansion on beneficiaries and existing providers. A thorough
stakeholder input process demonstrates that constituents are important
and are being heard.
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Mercer has extensive experience working with states to build active
participation in stakeholder events like town hall and managing
stakeholder meetings (for example, in Idaho and New Mexico), and would
be well positioned to help DHCFP to continue the town halls and other
stakeholder meetings to facilitate and collect relevant and meaningful
stakeholder feedback. However, given the limited resources for this
project, consistent with the questions and answers in Amendment 1,
Mercer proposes to limit its role to advising the State on the stakeholder
process needed to meet CMS requirements, suggestions for the structure
of the stakeholder meetings, and reviewing the information resulting from
the meetings (as compiled by the State) to inform the impact analysis in
Task 3.3.


3.3.1.1 These meetings are Currently being conducted by state staff;


As noted above, Mercer has extensive experience with the
stakeholder process, but given the limited resources and the
responses to the questions in this RFP, Mercer does not propose to
attend those meetings. Instead, Mercer will advise on the number of
meetings and make suggestions for the format and content of these
meetings.


3.3.1.2 Assessment of the information gathered and a report of the
findings/results will need to be completed; and


While Mercer generally would summarize the information from
meetings, including assessing the information gathered, our
understanding from the responses to the RFP questions is that the
State will compile the information from these meetings. Mercer will
review the information to include in the impact analyses for Task
3.3.


3.3.1.3 The State is open to any other recommendations the vendor
may have in this area depending on the State’s available
resources and timeline.


Based on Mercer’s experience with stakeholder processes, we will
recommend additional approaches to collecting stakeholder input.
For example, given the distances involved in travelling throughout
the State of Nevada, tele-town hall or web-based forums are
alternatives available to the State as a way to bridge geographic
attendance barriers. In order to dive deeper into the issues raised at
the town hall meetings, Mercer might recommend convening
roundtables or focus groups with key stakeholders to collect more
targeted information and recommendations from specific identified
groups.
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While town halls can be an effective form of information
dissemination, in order to directly engage with providers, advocates,
consumers, etc., the State may want to consider other forms of
stakeholder engagement. Town halls are not generally effective
vehicles for discussions of the pros and cons or openly debating
issues. However, having forums that allow for this type of
meaningful engagement can be very effective in building
relationships and garnering trust.


3.3.2 With assistance from State staff, identify the potential impact to recipients,
data regarding MCO adequacy of providers, and access to care in
Nevada is available;


In determining whether to implement a program, including transition
to/expansion of Medicaid managed care, it is important to assess the
impact on potential enrollees. Mercer will assist State staff in identifying
the potential impact of expansion on Nevada Medicaid recipients, including
the accessibility and availability of covered services.


A key focus of the impact considerations will be the adequacy of the
provider network as well as access to care (e.g., ability to meet
appointment availability and time and distance standards) throughout all
regions of the State (urban, rural and frontier) to meet the needs of
Nevada’s Medicaid recipients. Mercer could take a more thorough
approach by performing a more complex analysis of network adequacy
(e.g., top ten provider types), but given the limited resources for this
project, Mercer will focus on providing technical assistance and advising
the State on how to address the potential impact of expansion on Nevada
Medicaid recipients.


The federal Medicaid managed care regulations require the MCOs to
maintain an adequate network so recipients will have access to care. That
does not necessarily require the MCO to contract with every current
Medicaid provider, but the MCO has to attest to the state Medicaid agency
that they have an adequate network that provides enrollees access to the
care they need. CMS is expected to take a more stringent approach to
network adequacy when it issues the final Medicaid managed care
regulation in the next several months.


To consider the impact of expansion on recipients, Mercer will consider the
available provider data that can be used to determine the adequacy of the
provider network in the various regions of the state (urban, rural, and
frontier). Mercer would look to any provider data and access to care data
that the State has at its disposal related to the fee-for-service and managed
care programs. One resource will be the recent DHCFP publication “State
Fiscal Year 2014 — 2015 Provider Network Analysis, July 2015” that
provided an analysis to estimate the provider network capacity, geographic
distribution, and appointment availability of the MCO and fee-for-service
(FFS) networks. Mercer will meet with State staff to discuss the network
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adequacy and access to care in the two regions currently served by MCOs.
Mercer will ascertain what data and reports are available from the MCOs
and the State to understand the extent of the MCO provider networks and
what if any issues there are with network adequacy and recipient access to
care.


In discussions with State staff about the impact of expansion on recipients,
staff may also be able to provide anecdotal information about how network
adequacy and access to care may impact the recipients. Knowing the State
staff’s perception may be useful when Mercer analyzes the various data
and reports that are available. Similarly, the information from the various
town halls the State is conducting may provide insight to how expansion
may impact recipients.


In addition to the data obtained directly from DHCFP and the MCOs, there
may be other information such as the Nevada Rural and Frontier Health
Data Book — Seventh Edition, January 2015 (Rural Health Data Book). This
recent publication has a wealth of information on the health care workforce
and health care facilities in the rural and frontier regions of the State.


The greatest emphasis of this work may need to be on the regions of the
state that are not served by the MCOs. Mercer will determine through
discussions and direction from State staff where the greatest efforts need
to be focused. Those recipients residing in the rural and frontier regions of
the State are at the greatest risk of not having access to the appropriate
providers. Per the Rural Health Data Book, approximately 16.7% of the
Medicaid population resides in the rural and frontier regions.


Based on the various analyses of data, reports, discussions with State
staff, review of town hail discussions, and other information that is
reviewed, Mercer will identify the potential impacts of MCO expansion on
recipients. This will include both positive and negative impacts on
recipients. Taking this information on potential impacts, Mercer will meet
with State staff to discuss how managed care program design and MCO
contractual requirements can maintain or improve upon the positive
impacts and prevent or limit any negative impacts of MCO expansion on
recipients.


The following is one example of how the MCO contract could be used to
address network adequacy issues:


If network adequacy of a particular service in a rural region of the
State is identified as a significant issue, the State could
contractually require the MCOs in that particular region to develop a
written plan, to be approved by the State, to resolve the particular
provider gap. Additionally the State could require the MCOs to
report their provider development activities, progress, and barriers
to the State on a regular basis. The added attention and oversight by
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the State could result in a particular issue being resolved several
months sooner but for the required written plan and routine
reporting on progress.


In close collaboration with State staff, Mercer will identify the potential
impact of an expansion of the MCO program on Nevada Medicaid recipients
and provide the State with recommendations for ways to maintain or
improve upon the positive impacts and prevent or limit any negative
impacts on recipients.


3.3.3 Identify the potential impaCt to providers;


Mercer will work with State staff to identify the potential impact of an
expansion of the MCO program on Nevada Medicaid providers.
Determining the potential impact of MCO expansion on providers can build
on the analysis referenced in 3.3.2 above regarding the potential impact of
MCO expansion on recipients.


When Medicaid managed care is being implemented or expanded within a
state, two of the primary concerns raised by providers are not being
offered contracts, or being offered contracts at rates less than the current
Medicaid FF5 rates. The State can address these and other concerns
through contract requirements.


For example, states have required MCOs to offer cQntracts to existing
provider networks for at least the first twelve months of a new or expanded
managed care program. To preserve the existing safety net providers,
Nevada could also require MCOs to contract with certain “essential”
providers such as critical access hospitals and independent personal care
providers in the rural and frontier regions of the State. To address
concerns about reimbursement rates it is not uncommon for a state to
require for the first year or two of a program that the MCOs pay certain
provider types at or above the fee-for-service rate.


To address some of the adverse concerns from providers about MCO
expansion they should understand that the federal Medicaid managed care
regulations require the MCOs to maintain an adequate network so
recipients will have access to care. That does not necessarily require the
MCO to contract with every current Medicaid provider, but the MCO has to
attest to the state Medicaid agency that they have an adequate network that
provides enrollees access to the care they need. CMS is expected to take a
more stringent approach to network adequacy when it issues the final
Medicaid managed care regulation in the next several months.


Providers that have traditionally been providing services to fee-for-service
enrollees will have other concerns. Some of these may include but are not
limited to the following:
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• Instead of having to submit claims to the State the provider now has to
know which MCO the enrollee is enrolled with and submit the claim to
the respective MCO.


• Instead of submitting paper claims to the State, providers may have to
learn how to complete and submit electronic claims.


• Less timely claims payment.
• New processes including credentialing and authorization.


These concerns and others can be addressed by requiring the MCOs to
provide training and technical support to providers prior to program
implementation and on an ongoing basis.


As the potential impacts to providers are identified, Mercer will work with
State staff to identify and design solutions. Solutions can include but are
not limited to revisions to the MCO contract requirements, training and
technical support to providers, and debunking myths about Medicaid
managed care.


3.3.4 With assistance from state staff, identify the potential impact to local
government as it relates to reimbursement for administrative and medical
services;


Mercer understands that counties and local providers often provide a wide
range of administrative and medical services for the state Medicaid
program. Mercer will work with DHCFP to identify local administrative staff
and providers that could be impacted by an expansion of the MCO
program. Mercer understands that states are sensitive to implementing
programs that could impact state employee positions or government
providers that currently have a role in providing Medicaid services. Mercer
will work with DHCFP to determine how best to incorporate existing local
relationships where possible under managed care and ensure that there is
continuity where needed under the MCO contracts. Mercer will also work
with DHCFP to enumerate the possible fiscal impact of expanding the MCO
program on both medical reimbursement services reimbursement
strategies as well as administrative activities and to develop options that
provide the State with choices regarding program design to minimize and
mitigate any negative impacts to program benefits, oversight,
reimbursement and financing.


3.3.5 With assistance from state staff, identify the potential impact to Native
American tribes;


Mercer understands that the welfare of the Paiute and Shoshone nations is
an important concern for the State. Based on our extensive experience
working with the federally mandated Tribal consultation process in Arizona
and New Mexico, Mercer is committed to providing State staff with the tools
to meet early and often with the Tribes.
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Mercer appreciates the importance of the “opt out” option to any
mandatory enrollment of federally recognized native peoples. Even so,
Mercer will present a range of options to offer the Tribes in terms of their
potential integration into expanded managed care in Nevada. At a
minimum, Mercer will advise the State on how to facilitate the inclusion of
Tribal 638 and Indian Health Service facilities into MCO provider networks
with a minimum of credentialing or prior authorization barriers. These
options could also include discussions of the formation of a Tribal or multi-
Tribal Coordinating Care Organization that would be positioned to
participate in a shared savings arrangement with one or more of the
participating MCOs.


Mercer believes that the special status of the Tribal nations must be
protected and preserved. But Mercer also does not preclude innovations in
structure or financing that could potentially benefit the Tribes in terms of
finances, management infrastructure, and most importantly, health
outcomes. Mercer believes that by presenting these options to the Tribes
and the State and respecting the Tribes’ prerogative to be the final decision
makers, we can best accomplish the goals ofpreserving Tribal self-
determination and improving the health status of the First Nations.


Mercer is committed to helping the State with the required consultation
process with all of the 24 Tribal Councils in Nevada. Our consultation
process will take advantage of the existing forums for consultation with the
Tribes and feature dedicated onsite meetings at the Indian Health service
clinics in Elko, Fort McDermitt, including the Schurz facility, and the
tribally-operated 638 facility on the Duckwater Reservation in northeastern
Nevada.


3.3.6 With assistance from state staff, identify the potential impact to state
agencies that provide billable administrative and medical services such as
potential downsizing of staff, etc.; and


While Mercer will be guided by the State’s concern to mitigate the impact
on state agencies of MCO expansion, the implementation of managed care
can provide expanded access to services provided by private providers
and may result in re-thinking the role of state agencies. The expansion of
the MCO program need not necessarily result in staff downsizing or the
elimination of agency sponsored medical providers. Rather it may result in
a redirection and re-purposing of State staff to take on new roles in the
administration of the Medicaid program including MCO oversight and
support. Mercer will work to identify these opportunities based on our work
in other states that have undertaken such strategies.


3.3.7 Report any potential impact the State may not be aware of and should
consider based on the vendor’s experience and/or knowledge of other
states’ MCO expansion.
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Mercer has experience in various states, including California, Arizona, and
Florida, with the many impacts of transition/expansion of Medicaid
managed care expansion. These impacts can potentially be negative, such
as the disruption of existing patient-provider relationships, the impact of
which must be monitored and mitigated through the MCO contracts and
oversight. In addition, there is always the potential for political fallout
arising from economic impacts on providers or service-related issues with
enrollees. In both instances, Mercer’s experience has demonstrated that
good data and full transparency about service utilization is the best way to
identify and address provider and enrollee issues that reach the attention
of the legislative and executive branches of government.


Managed care expansion for new populations and services means that the
encounter data set reported through the MMIS must also be expanded in
order to support State analysis and reporting. The Mercer analytics team
has unparalleled capabilities working with numerous states and can help
Nevada address the challenges of collecting complete, valid, and timely
encounter data.


3.4 With assistance from state staff identify ways to leverage existing resources if
MCO expansion occurs, such as but not limited to:


3.4.1 Certified Public Expenditures;
3.4.2 Intergovernmental Transfer of Funds; and
3.4.3 Provider Tax and Assessments.


States moving from fee for service systems to capitated managed care
must address issues related to funding the program as it moves from a
retrospective, claims-based system to a prospective, comprehensive
payment system. This is particularly true for states that utilize the full
spectrum of Medicaid financing mechanisms and particularly since some
of those financing mechanisms are more difficult to utilize in a capitated
managed care environment, such as certified public expenditures.


Mercer has worked with several states to identify opportunities to
restructure finance strategies. Proposed team member Dianne Heffron has
worked, in her prior role at CMS, to help states develop alternative funding
strategies as their Medicaid programs have evolved. States may utilize
provider taxes and intergovernmental transfers (IGT5) to fund both fee for
service and capitated managed care payments, though the program
structure may need to change to accommodate federal rules associated
with the development of capitation rates and rules regarding state directed
payments to providers in a capitated managed care environment. Federal
rules authorize the use of several local financing strategies for Medicaid
payments, and Mercer has experience with several state clients that utilize
lGTs and provider taxes to support managed care. However, current federal
regulations and policy guidance require care in the development of
capitation rates and MCO contract language that can mitigate the impact on
government providers that supply lGTs to support Medicaid payments.
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Mercer is aware that Nevada utilizes a broad range of financing strategies
that include a nursing home provider assessment and IGT funding that
provides funding, in part, for a hospital UPL program as well as State share
for other payments. Mercer will assist the State in understanding current
financing limitations associated with federal oversight and in developing
options to redesign how current funding is utilized. Mercer will explore
alternative strategies including any potential existing funding that may be
accessed to support federal Medicaid payments.


3.5 Provide consulting services and project management for MCO expansion:


Mercer recognizes that a large complex project like Nevada’s Medicaid managed
care expansion will require a solid project management approach that ensures
effective communication, appropriate level of stakeholder engagement, sound
quality management practices, and clear documentation. Mercer stands ready to
develop the project management plan and to assist DHCFP staff, as appropriate,
in implementing the plan.


Mercer has found that success of our projects, particularly larger, complex
engagements, is highly dependent on our ability to effectively coordinate,
communicate, manage, and monitor the efforts of staff, team members, and
subcontractors. Each project is assigned a project manager, and our project
manager is supported by appropriate subject matter experts (SMEs) to ensure
targeted project approaches. Mercer would bring this same expertise and process
to the Nevada MCO expansion engagement.


Throughout project planning and implementation, the project manager will work
closely with the designated DHCFP staff to determine the best project
management approach and tools to accomplish the uniquely defined goals and
objectives. Mercer will draw upon our repository of available tools, all of which
can be tailored to meet specific client needs. Examples of existing tools include:


• MercerConnect Site — a web based secure platform used to organize, store,
track, and share research and other project deliverables internally and
externally.


• Project Charter Template — the starting point for development of the detailed
project plan and the foundation upon which project communications are
based.


• Project Plan Template — A project plan detailing project phases, tasks and
subtasks, milestones and deliverables, and highlighting task
interdependencies along with Gantt chart displays; our project plans facilitate
regular updating to support monitoring and reporting of activity and
deliverable status.


• Project Implementation Dashboard Report — A report providing a high level
overview of the status of project implementation activities by work stream.


• Risk, Action, Issues, Decisions (RAID) Log — A risk mitigation planning and
tracking tool.
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• Issues and Risks Log — Documents updated regularly to track identified
issues, resolution, disposition of outstanding issues and impact to the overall
project.


• Project Communication Plan Template — A plan noting roles and
responsibilities, team members and other interested parties, including
strategies, messaging, and effective modes of communication to target
specific information needs.


Mercer offers the following as an example of our project management experience
for a comparable complex client engagement. In 2012, Mercer was contracted by
the New Mexico Human Services Department (HSD) to assist with the design,
development, implementation, and ongoing operations of the Centennial Care
program (a fully-integrated Medicaid managed long term services and supports
program). Each phase of the project (design, development, implementation, etc.)
required different resources, had specific requirements, and was subject to
different risks, dependencies, and constraints. Mercer’s scope of work included
various types of consulting services requiring a high degree of hands-on project
management.


The following describes Mercer’s approach to the sub-activities for this activity.


3.5.1 Develop and design the project plan upon approval of a MCD expansion;


Upon approval of MCO expansion, Mercer will immediately turn to
developing and designing the project plan using the Project Plan Template
tool noted above in section 3.5. The project plan will identify key
milestones, project team members and DHCFP staff assigned to complete
each task, a timeline and target completion dates, and an explicit list of
expected deliverables. The project plan will be a living document, reviewed
regularly in order to monitor and accurately reflect project implementation
status and updated to reflect and task.


3.5.2 Assist in the completion of a timeline for implementation of the approved
plan and identify critical path(s);


As noted above in section 3.5.1, the project plan will consist of several
elements, including a timeline for project implementation and target
completion dates. Mercer will work with DHCFP staff to identify the tasks to
be included in the project plan and associated timeframes for completion.
Dates will be determined that drive program results.


3.5.3 Ensure project is completed within approved timeframe(s) and/or notify
management of delay(s), reason for any delay(s), and possible solutions
to resolve any delay(s);


The project plan will be reviewed and discussed during regularly standing
meetings with DHCFP staff Tasks that are at risk of not meeting target
completion dates will be discussed with the objective of identifying
potential solutions. Solutions may include devoting additional resources in
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order to complete or modifying timeframes or obtaining support from
leadership to mitigate unforeseen obstacles. The Issues and Risk Log will
be regularly updated to note identified issues. The Risk, Action, Issues,
Decisions (RAID) Log will be used to note risk mitigation plans and
strategies. These tools will also be discussed as part of regular meetings
with DHCFP staff


3.5.4 Identify stakeholders;


Mercer will work with DHCFP to understand stakeholder composition goals
and current stakeholder relationships. Existing stakeholder relationships
will be leveraged and new stakeholder groups will be reviewed with the
State to develop a stakeholder list that is geographically and
compositionally reflective of the priorities of DHCFP.


The stakeholder identification process should consider the degree of
impact the Medicaid managed care expansion will have on the potential
stakeholder. Consideration of both the impact of the stakeholders on the
Medicaid managed care expansion and impact of the expansion on the
stakeholders is necessary to ensure support and commitment to Nevada’s
goals and objectives. On the other hand, the stakeholder identification
process should also examine the degree of influence that each stakeholder
holds over the success of the Medicaid managed care expansion, either
because they are a subject matter or functional expert, or because their
position or organization is such that they are in a position to speak on
behalf of subgroup or population that will be directly impacted by managed
care expansion.


3.5.5 Design and manage communication plan;


Stakeholder identification must be supported by effective and consistent
communication in order to drive good decision-making and maintain
consensus buy-in. Mercer has worked with many state Medicaid programs
in designing communication plans on various Medicaid managed care
expansion initiatives that reflect the values, vision and cultures unique to
the given state. Mercer will work with DHCFP to develop a communication
plan that reflects the conditions unique to Nevada and the State’s goals for
Medicaid managed care expansion.


Despite best intentions, change can often be a difficult process. Our
experience in designing and implementing modifications to Medicaid
programs underscore the importance of open, multi-directional, and
transparent communication. Mercer proposes to use a broad-reaching
communication strategy that, with input from DHCFP staff, will be based on
the informed input of stakeholders, utilize multiple communication
strategies, and effectively create awareness and readiness for change.
Broadly, Mercer recommends developing a communication plan with
overarching goals that:
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• Communicate a clear vision for the Medicaid managed care expansion.
• Delivers a consistent message to all stakeholders.
• Uses the right language to provide an effective, audience-appropriate


message.
• Communicates with the appropriate levels of clarity and detail.
• Answers stakeholder questions accurately and in a timely manner.
• Tracks stakeholder feedback, concerns, and questions in order to use


stakeholder input to help build the Medicaid managed care expansion.


Specifically, the communication plan will outline who will receive
information, what information will be relayed, the mode and frequency of
communication, a process for tracking communication efforts, and a path
to modify the plan when weaknesses are identified. A communication plan
that reflects these priorities will be developed for both internal and external
stakeholders. Our communication strategy will take advantage of the
available technologies including the use of the Department’s website and
listservs for external communications with stakeholders, and a Mercer
Connect site for internal communications with the Department.


Mercer will work with DHCFP staff to identify the scope of communication
envisioned and the best ways to communicate to various audiences that
will be outlined in a communication plan. This will include developing
requirements and standards for communication activities and processes,
identifying audiences to receive information, creating a template to easily
track communication activities, and using existing communication vehicles
like state agency websites and social media accounts, trade association
newsletters, or email listservs. Additional communication vehicles to
consider could include a Medicaid managed care expansion website or a
“questions” e-mail box. A Medicaid managed care expansion project
website could help facilitate stakeholder participation and keep individuals
informed and involved throughout the process by providing timely
information and soliciting their input and ideas. On a smaller scale, a
“questions” e-mail box would allow for a process to collect and respond to
requests for information or stakeholder input.


Mercer would also recommend the creation of a “communication toolkit”
as part of the communication plan. A communication toolkit is intended to
provide a standard level of information in a variety of formats, targeted to
various external stakeholder groups. Each toolkit will be unique and
include stakeholder specific information. Mercer has received
commendations from providers, recipients, and advocates for our
approach to stakeholder input which is based on the open exchange of
information in a respectful manner that includes feedback to the groups
who we solicit feedback from so that they become part of the process, not
the subject of it.


Special attention will need to be given to develop effective communication
strategies to outreach to stakeholders living in more rural areas of the
State, transient populations and the 24 Tribal Councils. The unique
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economic, geographical and cultural circumstances of these populations
will need to be taken into consideration. For these populations, “boots on
the ground” outreach/communication tactics may be appropriate.


3.5.6 Manage meetings;


Mercer has extensive experience sewing as meeting managers. Whether
we are working with small groups of internal stakeholders, or larger
engagements of statewide public stakeholders, our stakeholder facilitation
style is tailored to each client project, and is designed to promote:


• Open and effective communication both in listening to and sharing
information with participants;


• Clear and transparent feedback processes to encourage open and
productive participation;


• A climate of collaboration; and
• Inclusive involvement in the process.


The meeting management process will begin by developing a practical
meeting schedule based on the Medicaid managed care expansion goals,
identifying and inviting stakeholders for meeting participation, developing
meeting content, attending the meeting, moderating the meeting when
necessary, taking notes, and conducting follow up (as appropriate).


3.5.7 Manage and track status of tasks assigned to all parties involved;


The status of tasks assigned to all parties involved will be managed and
tracked through the project plan. The project plan will include benchmarks,
metrics and identified targets and outcomes, and a related master project
plan and schedule. Using software tools (Microsoft Project), Mercer will be
able to track and report on progress towards completing assigned tasks.
Mercer will update and maintain the project plan and provide DHCFP with
continuous information on milestones achieved and areas of slippage that
can be remediated through early detection. More details on the project plan
and Mercer tools are found in section 3.5.1. Given the limited resources for
this project, instead of having Mercer maintain the project plan, Mercer
could act as support to the State in managing the work plan.


Mercer has vast experience developing project plans and tracking tasks.
Much of this work has involved complex Medicaid reform initiatives. For
example, Mercer developed a global project plan for the State of New York,
which involved design and implementation related to Medicaid redesign,
estimating budget impacts, and savings opportunities for numerous
initiatives. The global project plan identified key actuarial tasks across all
programs. The operational plan, which was a part of the global project plan,
enabled us to track changes and monitor any hiccups in the
implementation schedule. The central project plan, also part of the global
project plan, managed work stream progress and all associated tasks, with
resource planning being an important component of the expansion
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planning. Mercer’s project plans were able to provide early warnings to the
team and leadership when changes in program decisions risk delaying the
timing of key milestones.


3.5.8 In the event Long Term Support Services (LTSS) are recommended and
approved as part of the MCO expansion, assist state staff in preparing the
necessary documents that meet CMS’s requirements in obtaining proper
authority under an 1 115 (a) demonstration waiver; and/or 1915 (b)
waivers’ and/or 1915 (c); and/or 1915 (i) accordingly;


Mercer has strong policy expertise in managed care, LTSS, and managed
LTSS. Mercer’s team knows the policy behind the various federal waiver
and state plan amendment options and understands how to negotiate with
CMS for approval. Mercer has extensive experience in assisting states in
identifying the most appropriate federal authority to achieve defined goals
and program objectives. Mercer is sensitive to the flexibility afforded with
each authority (1115(a) demonstration waiver, concurrent 1915(b) and
19 15(c) waivers and 1915(i)) and also understands the level of effort
necessary to complete each required process. It is important to note that
while for managed long term services and supports 19 15(b) and 19 15(c)
waivers are commonly implemented simultaneously, other state plan and
waiver authorities (e.g., 19 15(b) and 19 15(i)) can also operate concurrently.


The first step of the process will be to sit down with DHCFP staff and
discuss the merits of each federal authority in the context of the defined
LTSS program goals and objectives. With the exception of concurrent
19 15(b) and 19 15(c) waivers, the description below focuses on
implementation of a single federal authority. Our discussion with DHCFP
staff would also include the feasibility of operating one or more authorities
simultaneously.


A section 1115(a) demonstration waiver is the most appropriate federal
authority to use if Nevada is considering demonstrating a new program
design feature that cannot be otherwise implemented through the State
Plan or concurrent 1915(b)/(c). An example of a unique program design
featured used by several states operating MLTSS programs is a recipients’
rewards program in which enrollees receive services or goods for
performing prescribed healthy behaviors. Section 1115(a) demonstration
waivers can be cumbersome in that they do not have a federally prescribed
time period in which CMS has to approve the waiver; therefore the approval
process can be lengthy. Also, the federal Office of Management and Budget
(0MB) is involved in reviewing the budget neutrality cost demonstration,
which adds time and an additional level of complexity to the approval
process. Still another challenge for many states is the budget neutrality
cost demonstration associated with 1115(a) demonstration waivers.


Many states with MLTSS programs operate under concurrent 1915(b)
waiver and 1915(c) waivers. The 19 15(b) waiver provides the payment
delivery system while the 19 15(c) waiver provides the program operations
infrastructure. The 19 15(c) waiver affords states the ability to place a cap
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on the number of people served and to target the benefit, if desired, to
certain geographic areas in the state. Operating concurrent 19 15(b) and
19 15(c) waivers became less burdensome administratively as a result of
the HCBS final rules, published January 14, 2014, which allowed MLTSS
programs targeted to dual eligible persons to operate under an aligned 5
year cycle. Prior to this time, states operating concurrent waivers were tied
to a 1915(b) waiver operating under a 2 year waiver cycle and a 1915(c)
waiver operating initially under a 3 year cycle, 5 year cycle for renewed
programs. Both the 1915(b) and 19 15(c) federal authorities hold CMS to an
initial 90 day review period, with a subsequent 90 day review period in the
event CMS has questions regarding the application. The cost
demonstration test for 19 15(c) waiver is cost neutrality and cost
effectiveness for a 1915(b) waiver, both of which are much less challenging
than the budget neutrality demonstration of an 1115(a) demonstration
waiver. A disadvantage is that two separate and distinct waiver
applications need to be completed. Given that Nevada currently operates
two existing 19 15(c) waivers for the elderly and disabled, it is logical that
one of these waivers could be amended to become the comprehensive
MLTSS waiver, thereby reducing some of the administrative burden
associated with completing a new waiver application.


The 19 15(i) Home and Community-Based Services (HCBS) state plan
authority is the newest of the federal authorities available to states,
effective January 1, 2007. It allows for many of the same flexibilities
afforded to states via a 1915(c) waiver but instead through the State plan,
such as a variety of HCBS (including self-direction) and person-centered
planning processes. Unlike a 19 15(c) waiver, states are not limited to
providing services to persons who meet an institutional level of care. Also,
there is no cost demonstration test. Instead, states are required to note
their payment methodology in the application. CMS is also held to a 90 day
review period, with a subsequent 90 day review period in the event there
are questions regarding the proposal. Unlike a 19 15(c) waiver, states
cannot cap the number of people served in the program or limit the
program to one or more geographic areas. Among other considerations,
the DHCFP will need to evaluate its tolerance and the available resources
to develop the new program request and manage the new program upon
receiving CMS approval.


Regardless of the selected federal authority, CMS has clearly defined key
principles that must be addressed as part of every MLTSS program
implementation and design. CMS initially released the key principles May
21, 2013 and later reinforced these concepts in the managed care proposed
rule, published June 1, 2015. The 10 key principles are as follows:


1. Allow adequate time for planning in advance of program
implementation.


2. Ensure meaningful stakeholder engagement in the development and
implementation of program implementation.


3. Ensure that program is implemented consistent with the Americans
with Disabilities Act (ADA) and the Supreme Court’s Olmstead v. L.C.
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decision must be delivered in the most integrated fashion possible for
active community and workforce participation.


4. Ensure that the program is implemented consistent with the Americans
with Disabilities Act (ADA) and the Supreme Court’s Olmstead v. L.C.
decision, and ensure that services are delivered in the most integrated
fashion possible. In addition, community based LTSS should be
delivered in settings that offer the greatest opportunities for active
community and workforce participation.


5. Align payment structures so that they support the goals of the MLTSS
program.


6. Develop sufficient supports for beneficiaries (conflict-free education,
enrollmenUdisenroilment assistance, and consumer-friendly advocacy).


7. Foster and require person-centered processes for needs assessment
and service plan development.


8. Offer comprehensive, integrated service package that coordinates the
provision of all physical and behavioral health services and L TSS
(including institutional and non-institutional) and ensures that
participants receive services and supports in the amount, duration,
scope, and manner as identified through the person-centered
assessment and service planning process.


9. Ensure that MCOs develop and maintain a network of qualified
providers who meet state licensing, credentialing, or certification
requirements and which is sufficient to provide adequate access to all
services covered under the MCO contract.


70. Establish participant protections to ensure that participant health and
welfare is assured (e.g. participant rights and responsibilities, critical
incident management system with safeguards to prevent abuse, neglect
and exploitation, and fair hearing protections including the continuation
of services during an appeal).


11. Maintain the highest level of quality in all program operations and
service through the development and implementation of a
comprehensive quality strategy that is integrated with any existing state
quality strategies.


Mercer will work with DHCFP staff to ensure that each of the key principles
has been thoughtfully evaluated and addressed in the development and
program application that is submitted to CMS for approval. The proposed
Medicaid managed care rule, referenced above, once implemented, will
impose new program requirements beyond the list of key principles. As
part of our consulting, Mercer will assess the relevant requirements of the
managed care proposed rule to determine the impact on the new MLTSS
program design.


Furthermore, regardless of the selected federal authority, our experience
has demonstrated that early outreach to CMS is critical. Therefore, we will
work with DHCFP staff to ensure that CMS is engaged early in the process,
understands the program goals and objectives and is consulted on the
appropriate federal authority for program development. Knowing this early
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on will help to facilitate the CMS approval process. The timing and strategy
for CMS engagement should be addressed in the communication plan.


While Mercer has designed and developed MLTSS programs in various
states, including New Mexico, Tennessee, New Jersey, Delaware, and
Florida, and would be well positioned to help Nevada design and develop
its program, including drafting the authority documents, given the limited
resources for this RFP, our role will be focused on advising DHCFP about
the federal authorities, key program design issues, and reviewing drafts for
completeness and consistency with federal requirements. Mercer proposes
at least one onsite visit to discuss the design of the MLTSS program and
potential waiver and state plan authorities.


3.5.9 With assistance from state staff develop a transition plan for the MCO
expansion.


Mercer will conduct extensive discussions with the State to determine the
process and schedule for any Medicaid managed care expansion, including
a schedule for expansion. As a result, a comprehensive transition plan will
be developed that addresses all aspects of transition. Mercer is defining
transition plan as the time between program readiness (after MCOs have
been procured) and program go-live. We refer you to section 3.5.1 for
information regarding the broader project plan. Below we outline the key
aspects that need to be addressed in a comprehensive transition plan,
based upon our experience.


Transition of MCOs
Should the State chose to stay with its two existing MCOs and expand
current contracts (Amen group Community Care or Health Plan of
Nevada/United Health Care) or procure new MCOs, sufficient time will need
to be allowed for this transition. As noted in section 3.5.8, CMS requires
states to allow for adequate transition time prior to implementing new
programs. Our experience has demonstrated that six months to a year is
essential for this transition period. During this time the State should assess
all aspects of an MCO’s readiness for program implementation, including
but not limited to: development and adequacy of provider networks;
policies and procedures; systems interfaces; ability to generate and
process timely claims; provider training; case manager hiring, staffing and
training; enrollee education outreach; and call center operations.


During this time the State should also assess its readiness for program
implementation. This is particularly important if State staff will assume new
functions, revised organizational structures are put in place, new systems
are implemented and new processes and procedures are developed for the
new program.


Transition of New Populations and Existing MCO Enrollees to New MCOs
Ensuring ongoing continuity of care for enrollees during the transition
process will be essential. Processes and associated timeframes will need
to be implemented to educate enrollees about the transition process, what
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to expect and who to contact in the event of questions or should an
emergency occur. Care coordinators and call centers will be key to this
process.


Depending on whether Nevada selects new MCOs as part of the expansion,
this transition process could involve both:


• The transition of existing MCO enrollees to new MCOs, and
• The transition of entirely new populations from fee-for-service to MCO


enrollment


For enrollees enrolled in a 1915(c) waiver program, the State will need to
ensure that MCOs receive service plans timely. The State should also
consider prescribing timeframes for the transition process that take into
account the time necessary for care coordinators to assess the volume of
enrollees in the new program prior to either developing a new service plan
or, for enrollees transitioning from a 1915(c) waiver program, prior to
making any changes to the existing service plan.


Transition of Enrollees in Rural or Frontier Areas
Working with State staff, Mercer will need to evaluate the feasibility of
expanding MCO enrollment into regions of the State that have been
excluded from the MCO program, both for non-LTSS and LTSS populations.
Given the lack of critical mass of populations or providers, traditional MCO
enrollment may not be an option in these areas. Mercer will work with the
staff to evaluate what other care coordination strategies may be viable
alternatives, including continuing the current care coordination model,
expanding HCBS, or developing Health Homes.


Transition of Enrollees to New Providers
An MCO provider network may not have all providers previously delivering
services to an enrollee. In the event this should occur, the State should
consider establishing requirements that allow: enrollees to receive
services from out-of-network providers for all services for a period of time;
enrollees to receive services from out-of-network providers for covered
services indefinitely; and work with out-of-network providers to become in-
network providers.


Transition of Enrollees Between MCOs
Depending on the approach chosen by the State, once the new Medicaid
managed care program is implemented, enrollees currently enrolled in an
MCO may be enrolled in a new MCO either by choice or because the
previous MCO is no longer operating in the State or participating in the new
Medicaid managed care program. Should this occur, we recommend that
the State establish requirements describing the data transfer, what should
be transferred, and the timeframe for the transfer.
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Service Delivery TransItion
Our experience in implementing Medicaid managed care expansion
programs, particularly MLTSS programs, has demonstrated that it can be a
challenge maintaining the existing case manager support system during
the transition. MCOs are building their case management staff, resulting in
access and service delivery issues prior to program go-live. The State will
need to consider measures that will maintain the case management
support system, such as incentivizing provider agencies and/or MCOs, as
appropriate and amending contracts to add new requirements for
maintenance of effort.


3.6 With assistance from state staff identify the potential loss of revenue to the
Medicaid agency such as IGT and drug rebates.


As discussed in detail at 3.2.3, Mercer will assist the State in quantifying the fiscal
impact of implementing managed care on current State revenues, including those
generated by IGTs, CPEs, administrative and medical claiming for current
Medicaid program activities.


3.7 Assist in the initial procurement process of MCO vendors;


Mercer has had the good fortune of working with several states in developing
procurements for MCO vendors. This experience includes, but is not limited to
Puerto Rico, New Mexico, Washington, Florida, Louisiana, Tennessee, Missouri,
New Jersey, New York and Delaware. Our work in Delaware, New Mexico, New
Jersey, Florida and Tennessee involved the development of MMO procurements
for MLTSS programs. Details regarding the nature of our work are highlighted in
Section 4.1.9 below.


3.7.1 Develop Request for Information to solicit interested MCO vendors;


Requests for Information (RFI) present a unique opportunity to identify
potential bidders and to solicit feedback from potential vendors regarding
program design. It is important to choose the questions wisely and to limit
the RFI questions to those that will guide critical design elements.


At the most basic level, the RFI can enable a state to determine the level of
vendor interest in bidding for the program. However, RFIs can also be used
for a deeper dive and enable states to explore design issues such as what
populations or services to include/exclude, challenges associated with
delivering a specific service, programmatic requirements (e.g., single PDL),
care management, geographic coverage of program, and number of
enrollees necessary for viability. Mercer recommends delving deeper into
responses that address the geographic challenges in Nevada and the
options presented to address LTSS and the “dual eligible” population.


Mercer will work closely with DHCFP staff to identify key areas of interest and
strategies for soliciting feedback on those areas. In order to prioritize
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resources, instead of drafting the RFI, Mercer proposes to review and
comment on the State’s draft.


3.7.2 Review Request for Information submissions by interested MCO vendors;
and


Review and evaluation of responses to the RFI is important in order to
determine what modifications, if any, should be made to the program
design and procurement. Mercer would generally review and prepare a
written report summarizing the submissions, including recommendations
and potential design changes. However, in order to manage the limited
budget for this project, Mercer proposes to review the RFI responses and
prepare a brief document that identifies key themes, critical issues, and our
recommendations for addressing critical issues.


3.7.3 Assist in drafting the Request for Proposal to procure MCO vendors in
Nevada.


Answers to Questions 69 and 85 in Amendment I indicate that this activity
is related to the current MCO program, not the expanded MCO program.
Our proposal includes assistance with the current MCO contract in Activity
3.1, and the proposal for this activity 3.7.3 addresses an RFP for the
expanded MCO program, which might be outside the State’s contemplated
scope for this contract. If Nevada requires assistance with RFP for the
expanded MCO program, Mercer would propose at least one onsite visit to
discuss feedback and potential revisions to the RFP/contract.


Mercer recognizes the importance ofprocuring qualified MCOs and
establishing clear and enforceable contract requirements to ensure the
success of the program. The RFP and contract should communicate the
State’s vision, translating program requirements into contract language,
asking key evaluation questions, and establishing evaluation criteria to
ensure vendors have both the capacity and capabilities to implement the
program requirements and measure program outcomes.


Mercer is adept at using a variety of approaches that best meet a state’s
needs to develop procurements and contracts that reflect the state’s
vision. For example, for some states Mercer has used work groups with
state program staff and Mercer subject matter experts to discuss the
state’s goals and develop contract language. For another state, Mercer
worked directly with the state’s counsel and proposed recommended
language that met federal and state requirements.


Mercer has assisted various states with the RFP process from drafting the
RFP through award. However, given the limited budget for this project,
Mercer proposes to provide targeted technical assistance. This would
include reviewing and providing feedback on key sections of the contract
and helping the State to develop RFP questions and responding to vendor
questions.


MERCER 46







EVALUATION AND PLANNING SERVICES FOR THE
POTENTIAL EXPANSION OF THE MEDICAID MANAGED NEVADA
CARE ORGANIZATION PROGRAM DEPARTMENT OF HEALTH AND HUMAN SERVICES
REQUEST FOR PROPOSALS (RFP) 2103 DIVISION OF HEALTH CARE FINANCING AND POLICY


While this RFP does not specifically request assistance with conducting
the MCO procurement in terms of evaluating the responses from potential
bidders, Mercer does have expertise in training evaluators, developing
evaluation tools, and facilitating consensus scoring such proposals and
could assist with these areas if requested.
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Tab VII


Tab VII: Section 4 — Company Background and
References


Vendors must place their written response(s) in bold/italics immediately following the
applicable RFP question, statement and/or section. This section must also include the
requested information in Section 4.2, Subcontractor Information, if applicable.


4.1.1 Vendors must provide a company profile in the table format below.


Question Response
Company name: Mercer Health & Benefits LLC
Ownership (sole proprietor, Limited Liability Corporation
partnership, etc.):
State of incorporation: Delaware
Date of incorporation: 1976
# of years in business: 30
List of top officers: Julio A. Portalatin


President and CEO


Jacques Goulet
President, Retirement,
Health and Benefits


Helen Shan
Chief Financial Officer


Ken Haderer
Chief Operating Officer


Location of company headquarters: New York
Location(s) of the company offices: Mercer has 74 offices in


North America
Location(s) of the office that will Phoenix, Arizona and
provide the services described in this Washington, D.C.
RFP:
Number of employees locally with the 0 in the State of Nevada
expertise to support the requirements
identified in this RFP:
Number of employees nationally with 250
the expertise to support the
requirements in this RFP:
Location(s) from which employees Phoenix, Arizona and
will be assigned for this project: Washington, D.C.
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4.1.2 Please be advised, pursuant to NRS 80.010, a Corporation organized pursuant to
the laws of another state must register with the State of Nevada, Secretary of
State’s Office as a foreign Corporation before a contract can be executed
between the State of Nevada and the awarded vendor, unless specifically
exempted by NRS 80.01 5.


Mercer is currently registered with the State of Nevada, Secretary of State’s Office.


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be
appropriately licensed by the State of Nevada, Secretary of State’s Office
pursuant to NRS76. Information regarding the Nevada Business License can be
located at http://nvsos.gov.


Question Response
Nevada Business License LV20041250204
Number:
Legal Entity Name: Mercer Health & Benefits LLC


Is “Legal Entity Name” the same name as vendor is doing business as?


Yes X No


If ‘No”, provide explanation.


N/A


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).
Vendors shall be proactive in verification of these requirements prior to proposal
submittal. Proposals that do not contain the requisite licensure may be deemed
non-responsive.


Other than above, no specific licensing requirements are needed for this proposal.


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada
agency?


Yes X No


If “Yes”, complete the following table for each State agency for whom the work
was performed. Table can be duplicated for each contract being identified.
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Question Response
Name of State agency: Nevada Department of Health


and Human Services
State agency contact Philip Nowak and
name: Charles Duarte
Dates when services were 1994 to 2002
performed:
Type of duties performed: Actuarial Consulting
Total dollar Value of the Not available
contract:


4.1 .6 Are you now or have you been within the last two (2) years an employee of the
State of Nevada, or any of its agencies, departments, or divisions?


Yes No X


If “Yes”, please explain when the employee is planning to render services, while
on annual leave, compensatory time, or on their own time?


If you employ (a) any person who is a current employee of an agency of the
State of Nevada, or (b) any person who has been an employee of an agency of
the State of Nevada within the past two (2) years, and if such person will be
performing or producing the services which you will be contracted to provide
under this contract, you must disclose the identity of each such person in your
response to this RFP, and specify the services that each person will be expected
to perform.


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches,
civil or criminal litigation in which the vendor has been alleged to be liable or held
liable in a matter involving a contract with the State of Nevada or any other
governmental entity. Any pending claim or litigation occurring within the past six
(6) years which may adversely affect the vendor’s ability to perform or fulfill its
obligations if a contract is awarded as a result of this REP must also be
disclosed.


Does any of the above apply to your company?


x
Yes No (see


below)


In the ordinary course of business, Mercer is involved with litigation and
other legal proceedings, investigations, and inquiries, some of which are
conducted on an industry-wide basis. Based on information currently
available, the outcomes of currently pending litigation, investigations, and
inquiries are not expected to have any material adverse effect upon Mercer
or its ability to service its clients in the ordinary course. Details regarding
certain outstanding legal proceedings pertaining to Mercer and its affiliates
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are disclosed in the public Securities and Exchange Commission filings of
Marsh & McLennan Companies,
Thttp://irnewS. mmc.com/phoenix.zhtml?c=11 3872&p=irol-sec), Mercer’s ultimate
parent company.


If ‘Yes”, please provide the following information. Table can be duplicated for
each issue being identified.


Question Response
Date of alleged contract
failure or breach:
Parties involved:
Description of the contract
failure, contract breach, or
litigation, including the
products or services
involved:
Amount in controversy:
Resolution or current status
of the dispute:
If the matter has resulted in a Court Case Number
court case:


Status of the litigation:


4.1.8 Vendors must review the insurance requirements specified in Attachment E,
Insurance Schedule for RFP 2103. Does your organization currently have or will
your organization be able to provide the insurance requirements as specified in
Attachment E.


Yes X No


Any exceptions and/or assumptions to the insurance requirements must be
identified on Attachment B, Technical Proposal Certification of Compliance with
Terms and Conditions of REP. Exceptions and/or assumptions will be taken into
consideration as part of the evaluation process; however, vendors must be
specific. If vendors do not specify any exceptions and/or assumptions at time of
proposal submission, the State will not consider any additional exceptions and/or
assumptions during negotiations.


Upon contract award, the successful vendor must provide the Certificate of
Insurance identifying the coverages as specified in Attachment E, Insurance
Schedule for REP 2103.


Mercer is able to provide insurance requirements as specified in
Attachment E. Upon contract award, Mercer will provide the State with the
applicable Certificate of Insurance.
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4.1.9 Company background/history and why vendor is qualified to provide the services


described in this REP. Limit response to no more than five (5) pages.


Mercer is a wholly owned subsidiary of Marsh & McLennan Companies (NYSE:
MMC), a global team ofprofessional services companies Qffenng clients advice
and solutions in the areas of risk, strategy, and human capital. Mercer is a global
consulting leader in talent, health, retirement, and investments. We help our
clients around the world (27,000 worldwide, 10,000 in the US) address a broad
array of issues and advance the health, wealth, and performance of their most
vital asset — their people. Mercer serves approximately 97% of the 100 largest (by
gross revenue) US public companies.


Beginning in 1985, a group of consultants within Mercer began working with
publicly-funded health care programs across the country, helping states design,
develop, and implement innovative solutions to improve quality of care while
saving state general fund dollars. In 1992, after seven years of working to meet the
specialized needs of publicly-sponsored health care programs, Mercer formally
established a separate consulting practice, Mercer Government Human Services
Consulting (GHSC). Today, Mercer’s specialized government health care
consulting practice has over 250 dedicated professionals with different
backgrounds and skills that work together to create innovative solutions to
transform health care. Mercer teams include policy experts, clinicians,
pharmacists, actuaries, accountants, information technology professionals, and
operations experts who can assure a coordinated approach to policy, actuarial,
financial, administrative, and operational components of government-sponsored
health care programs.


In our 30-year history of government health care consulting, Mercer has worked
with more than 35 states, and we currently hold active contracts with more than 25
states/territories. This includes contracts with several of the largest Medicaid
programs including California, New York, Pennsylvania, Ohio, Massachusetts,
North Carolina, and New Jersey. We have extensive experience with
Medicaid/CHIP managed care programs, including the design, development,
implementation, operation, and evaluation of managed care programs for medical
care, mental health/substance use disorder (MH/SUD) services, and/or LTSS,
including integrated programs. We have consulted with clients regarding the
different authorities for managed care (e.g., 1905(a), 1932(a) state plan, 1915(b)
and 1115), the different types of managed care plans (e.g., MCOs, PIHPs, and
PAHPs), and applicable federal requirements. Our work with Medicaid managed
care programs has included technical assistance on program design and strategy,
preparing federal authority documents, drafting managed care contracts and
procurement documents, developing quality measures, setting capitation rates,
developing and monitoring financial reporting, validating encounter data, data
analysis, and conducting external quality reviews.


Mercer has a proven, comprehensive package of services for states looking to
expand managed care including policy, clinical, operations, financial analysis,
pharmacy, and actuarial services. Mercer has strong policy expertise in managed
care, including managed long term services and supports (MLTSS). Based on our
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experience in over 25 states with Medicaid managed care, Mercer understands the
significant concerns for advocates, recipients, Native Americans, legislators, and
providers that an expansion of Medicaid managed care can engender.
While Mercer has years of experience with Medicaid managed care in over 25
states, our work in Delaware, Florida, Louisiana, and New Mexico highlight our
qualifications for this project.


Delaware
Mercer has provided consulting services to Delaware since 2006. This has
included developing capitation rates for Delaware’s MCOs, assisting Delaware
with the implementation of MLTSS, and helping Delaware re-procure MCOs. With
regard to MLTSS, Mercer assisted the State in the development of its overall
strategy, program design, staffing considerations, communication plan with
stakeholders, capitation rate development, quality management strategies, the
State’s 1715 waiver amendment, and the MCO contract amendment.


Florida
Mercer consulted to Florida’s Agency for Health Care Administration (AHCA) from
2001 to 2014. As AHCA was developing its 1115 Reform Waiver program (a
Medicaid managed care program)1 Mercer provided strategic consulting and
program planning services and assisted with stakeholdering, drafting the section
1775 waiver request, and drafting the managed care contract. Mercer also assisted
AHCA with the development of a MLTSS pilot project (which was not implemented
due to lack of funding), including drafting the 1915(b)/(c) waivers and the contract.


More recently Mercer assisted AHCA with the development and implementation of
the statewide Medicaid managed care (SMMC) program, which includes
mandatory enrollment of most Medicaid populations into managed care for LTSS,
acute care, and behavioral health care services. In that role, Mercer assisted
AHCA in developing the contract for the managed LTSS program and the “Medical
Assistance” component, which included integrated acute and behavioral health
services. Mercer also assisted with drafting questions for AHCA to include in its
MCO RFPs. Mercer also developed the rates for the MLTSS program.


Louisiana
Mercer has provided consulting services to Louisiana since 2008. Mercer has
provided services related to the design, analysis, implementation and operations
of the Louisiana Bayou Health program, the State’s Medicaid managed care
program for children and families, CHIP children, and individuals with disabilities.
Mercer consulted extensively with State agencies and facilitated meetings with
provider and recipient communities, leading to the development of a design and
management strategy for the new program. Mercer provided program planning
and policy development support for the State, such as considerations for
determining covered services and eligibility groups. We assisted the State in
drafting the State Plan Amendments and federal waivers authorizing the Bayou
Health program. Mercer provided support related to the policy and regulatory
issues encountered in the development of MCO contracts and State operational
guides. Mercer also developed actuarially sound capitation rates, including
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adjustments for transitioning FFS financing to capitated managed care. Mercer
provided risk adjustment modeling and fiscal analyses of the proposed Bayou
Health program and impacts to the State budget.


New Mexico
Mercer has provided consulting services to New Mexico Medicaid since 1997.
This included assisting the State with the design and development of the
Centennial Care 1115 waiver program. The goal of the Centennial Care program is
to modernize New Mexico’s Medicaid program “to assure that the State is buying
the most effective, efficient health care possible for fits) most vulnerable and
needy citizens and to create a sustainable program for the future.” As part of
Centennial Care, the State created a comprehensive managed care delivery
system under which MCOs provide the full array of Medicaid services, including
acute, behavioral health and long term services and supports. The key to the
program is a person-centered care coordination system for Medicaid enrollees
with a high level of acuity and risk for poor health outcomes. Other features of the
program include reducing the number of MCOs, a focus on health literacy, the
development of health homes, including behavioral health homes, and pilot
payment reform projects.


Mercer provided policy guidance regarding development of the concept to meet
the State’s objectives, facilitated forums with stakeholders, and presented the
proposal to CMS. Our work included an initiative to improve the public meeting
process. Program planning activities have ranged from developing the initial
concept, to developing and negotiating the 1115 Waiver application (including
budget neutrality), to drafting the MCO contract. In addition to these tasks, Mercer
assisted the State in developing regulations to implement the program and
improving the MCO reporting process. Mercer also develops the capitation rates
for the MCOs.


4.1.10 Length of time vendor has been providing services described in this REP to the
public and/or private sector. Please provide a brief description.


Mercer has been providing the services described in the RFP to state Medicaid
agencies forjust over 30 years (since 1985). In our 30-year history of government
health care consulting, Mercer has worked with more than 35 states, primarily with
respect to their Medicaid managed care programs, including assistance with
several of the largest Medicaid managed care programs, including California, New
York, Ohio, Pennsylvania, Puerto Rico, Florida, and New Jersey. We have
extensive experience with Medicaid/CHIP managed care programs, including the
design, development, implementation, operation, and evaluation of managed care
programs for medical care, MH/SUD services, and/or LTSS, including integrated
programs.


4.1.11 Einancial information and documentation to be included in Part Ill, Confidential
Einancial Information of vendor’s response in accordance with Section 9.5,
Part III — Confidential Einancial Information.


4.1.11.1 Dun and Bradstreet Number
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4.1 .1 1.2 Federal Tax IdentifiCation Number


4.1.11.3 The last two (2) years and Current year interim:


A. Profit and Loss Statement
B. Balance Statement


As required by the RFP, all financial information and documentation is included in
Part Ill, Confidential Financial Information.


4.2 SUBCONTRACTOR INFORMATION


4.2.1 Does this proposal include the use of subcontractors?


Yes No X


If “Yes”, vendor must:


4.2.1.1 Identify specific subcontractors and the specific requirements of this
REP for which each proposed subcontractor will perform services.


4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must:


A. Describe the relevant contractual arrangements;


B. Describe how the work of any subcontractor(s) will be supervised,
channels of communication will be maintained and compliance
with contract terms assured; and


C. Describe your previous experience with subcontractor(s).


4.2.1.3 Vendors must describe the methodology, processes and tools utilized
for:


A. Selecting and qualifying appropriate subcontractors for the
project/contract;


B. Ensuring subcontractor compliance with the overall performance
objectives for the project;


C. Ensuring that subcontractor deliverables meet the quality
objectives of the project/contract; and


D. Providing proof of payment to any subcontractor(s) used for this
project/contract, if requested by the State. Proposal should include
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a plan by which, at the State’s request, the State will be notified of
such payments.


4.2.1 .4 Provide the same information for any proposed subcontractors as
requested in Section 4.1, Vendor Information.


4.2.1.5 Business references as specified in Section 4.3, Business References
must be provided for any proposed subcontractors.


4.2.1.6 Vendor shall not allow any subcontractor to commence work until alt
insurance required of the subcontractor is provided to the vendor.


4.2.1.7 Vendor must notify the using agency of the intended use of any
subcontractors not identified within their original proposal and provide
the information originally requested in the REP in Section 4.2,
Subcontractor Information. The vendor must receive agency approval
prior to subcontractor commencing work.


4.3 BUSINESS REFERENCES


4.3.1 Vendors should provide a maximum of three (3) business references from similar
projects performed for private, state and/or large local government clients within
the last five (5) years.


4.3.2 Vendors must provide the following information for every business reference
provided by the vendor and/or subcontractor:


The “Company Name” must be the name of the proposing vendor or the vendor’s
proposed subcontractor.


Reference#: I


Company
Mercer Health & Benefits LLCName:


Identify role company will have for this RFP project
(Check appropriate role below):


X VENDOR SUBCONTRACTOR


Project California Health and Human Services Agency,
Name: Department of Health Care Services


Primary Contact Information
Name: Marianne Cantwell
Street Address: 1501 Capital Avenue
City, State, Zip: Sacramento, CA 95899
Phone, including area code: +1 916 322 3589
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Facsimile, including area +1 916 440 7404
code:


Email address: Marianne.Cantwell(dhcs.ca.qov
Alternate Contact Information


Name: Sandra Sabanovich
Street Address: 1501 Capital Avenue
City, State, Zip: Sacramento, CA 95899
Phone, including area code: +1 916 440 7424
Facsimile, including area +1 916 440 7404
code:
Email address: Sandra.sabanovich(dhcs.ca.qov


Project Information
Brief description of the Mercer works with the California
project/contract and Health and Human Services
description of services Agency, Department of Health
performed, including Care Services (DHCS),


technical environment (i.e., California’s Medicaid agency, on


software applications data several projects including


communications, etc.) if actuarial rate setting, strategic!


applicable policy/consulting, and pharmacy
and clinical consulting. Most
recently, Mercer provided support
to California in the renewal of its
Section 1175 waiver, including
strategic consulting, review of the
State’s transformation incentive
program known as PRIME, input
on the public process, and
assistance in negotiations with
CMS.


Original Project/Contract April 2005
Start Date:
Original Project/Contract End December 2017
Date:
Original Project/Contract $12,000,000
Value:
Final Project/Contract Date: December 2017
Was project/contract Still an ongoing project
completed in time originally
allotted, and if not, why not?
Was project/contract Still an ongoing project
completed within or under the
original budget/ cost
proposal, and if not, why not?
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Reference#: 2


Company Name: Mercer Health & Benefits LLC


Identify role company will have for this RFP project
(Check appropriate role below):


x VENDOR SUBCONTRACTOR


Project Name: State of New York, Department of Health, Office
of Health Insurance Programs


Primary Contact Information
Name: John Ulberg, Director


Office of Health Insurance
Programs
NYS Department of Health


Street Address: 99 Washington Street
City, State, Zip: Albany, NY 12210


Phone, including area code: +1 518 474 6350


Facsimile, including area code: +1 518 486 1346
Email address: john.ulberghealth.ny.gov


Alternate Contact Information
Name: Michael Ogborn
Street Address: One Commerce Plaza, Rm 1430
City, State, Zip: Albany, NY 12237
Phone, including area code: +1 518 473 3242
Facsimile, including area code: ÷1 518 402 5392
Email address: Michael.OqbornheaIth.ny.gov
Project Information
Brief description of the Mercer assists New York State
project/contract and description of with actuarial rate-setting, risk
services performed, including adjustment, financial analysis
technical environment (i.e., and a variety of program


software applications, data evaluation and monitoring


communications etc.) if activities associated with its 11


applicable: Medicaid managed care
programs covering the full
spectrum of Medicaid
populations and services. This
includes regularly engaging with
stakeholders such as the
Medicaid health plans and CMS.
Mercer also provides clinical,
policy and operational support to
New York State for existing and
new Medicaid managed care
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products as well as assistance
with program design and
implementation for new Medicaid
managed care initiatives.


Original Project/Contract Start January 1995
Date:
Original Project/Contract End August 2017
Date:
Original Project/Contract Value: $38,689,847
Final Project/Contract Date: August 2017
Was project/contract completed in Still an ongoing project
time originally allotted, and if not,
why not?
Was project/contract completed Still an ongoing project
within or under the original
budget/ cost proposal, and if not,
why not?


Reference#: 3


Company Name: Mercer Health & Benefits LLC


Identify role company will have for this RFP project
(Check appropriate role below):


X VENDOR SUBCONTRACTOR


Project Name: Puerto Rico Federal Compliance and
Organizational Capacity Building for ASES


Primary Contact Information
Name: Ricardo A. Rivera


MHSA Executive Director
Administracion de Servicios de
Salud
Government of Puerto Rico


Street Address: 1552 Ponce de Leon Ave.
Sector El Cinco


City, State, Zip: San Juan, PR 00926


Phone, including area code: +1 474-3300


Facsimile, including area code: ÷1 474-3345


Email address: prarivera(asespr.org
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Alternate Contact Information
Name: Sandra Pena


Deputy Executive Director
Administraciôn de Servicios de
Salud
Government of Puerto Rico


Street Address: 1552 Ponce de Leon Ave.
Sector El Cinco


City, State, Zip: San Juan, PR 00926
Phone, including area Code: +1 474-3300


Facsimile, including area code: +1 4743345


Email address: spena(asespr.org
Project Information


Brief description of the Since 2010 Mercer has provided
project/contract and description of technical assistance to Puerto
services performed, including Rico through a contract with
technical environment (i.e., ASES, the government agency


software applications, data designated to oversee managed


communications, etc.) if care. Mercer assistance has


applicable: included:
. Drafting MCO contracts
. Developing MCO RFPs,
. Assisting with proposal


evaluations,
. Conducting MCO readiness


reviews,
. Managing member transitions,
. Developing and negotiating


State Plan Amendments,
. . Assisting with CMS


compliance issues.


Original Project/Contract Start January 2009
Date:
Original Project/Contract End This contract has been renewed
Date: annually to expand and modify


the scope of work.
Original Project/Contract Value: $707,500
Final Project/Contract Date: June 2016
Was project/contract completed in This is an ongoing project
time originally allotted, and if not,
why not?
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Was project/contract completed This is an ongoing project
within or under the original
budget! cost proposal, and if not,
why not?


4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the
business references that are identified in Section 4.3.2.


Mercer has submitted the reference questionnaire to our references indicated in
section 4.3.2 above.


4.3.4 The company identified as the business references must submit the Reference
Questionnaire directly to the Purchasing Division.


4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by
the Purchasing Division on or before the deadline as specified in Section 8, RFP
Timeline for inclusion in the evaluation process. Reference Questionnaires not
received, or not complete, may adversely affect the vendor’s score in the
evaluation process.


Mercer has confirmed with our references that all three references have been
submitted as of 9:30 a.m. on 02/17/2016.


4.3.6 The State reserves the right to contact and verify any and all references listed
regarding the quality and degree of satisfaction for such performance.


Mercer encourages the State to contact and verify our references.


4.4 VENDOR STAFF RESUMES


A resume must be completed for each proposed key personnel responsible for
performance under any contract resulting from this REP per Attachment G, Proposed
Staff Resume.


All resumes are included in the following section, Tab VIII: Attachment G —


Proposed Staff Resumes
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Tab VIII
Tab VIII: Attachment G — Proposed Staff Resumes


Vendors must include all proposed staff resumes per Section 4.4, Vendor Staff Resumes
in this section.


This section should also include any subcontractor proposed staff resumes, if applicable.


Resumes (Attachment G) of proposed staff area provided in this section.
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PROPOSED STAFF RESUME FOR RFP 2103
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff


Company Name Submitting Proposal: Mercer Health & Benefits LLC


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this pro Sect.
Deidra B. Abbott, MPH Key Personnel:Name: Yes(YesINo)


Individual’s Title: Principal


# of Years in Classification: 4 # of Years with Firm: 4


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Deidra Abbott has almost 25 years’ experience with Medicaid and other public assistance programs, and has
worked extensively with long term services and supports (LTSS) and home and community based services
(HCBS) initiatives. She has designed and implemented numerous HCBS waiver programs, including the
development of waiver documents and working with State staff to guide the document through the Centers for
Medicare & Medicaid Services (CMS) approval process. Deidra has consulted to several states, including
Delaware, Florida, Hawaii, Missouri, New Mexico, Pennsylvania, Puerto Rico, and Tennessee on a wide range
of issues including program design and implementation, MOO readiness reviews, MOO contract issues and
working with stakeholder groups to drive program improvement. For several of these clients, Deidra has led
and managed the comprehensive client engagement.


Before joining Mercer, Deidra was a consultant at Alicia Smith & Associates, LLC (ASA), providing a wide
range of services and supports to both public and private sector clients. ASA was acquired by Mercer in
January of 2012. Deidra worked at CMS from 2000 to 2006, where she served as the Technical Director for the
HCBS waiver program. In this capacity, Deidra led development of federal policy, implementation, and
coordination of HCBS programs and services.


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during


the term of the contract/project and details of contract/project.


Examples of Deidra’s experience include the following.


2015 — Present, Mercer, Washington, DC, Principal
Team leader for project assisting Delaware Health and Social Services, Division of Medicaid and
Medical Assistance in developing and implementing its statewide HCBS transition plan. Activities
include: providing project management support for and monitoring implementation transition plan
activities; developing and implementing comprehensive stakeholder engagement strategy; leading the
team developing and implementing participant and provider surveys; providing strategic guidance and
assistance in updating the transition plan; and providing technical support in negotiations with CMS.
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2015 — Present, Mercer, Washington, DC, Principal
• Leading team in assisting New Mexico Department of Human Services in developing, updating and


managing its statewide HCBS transition plan and developing and implementing provider surveys.


2011 — Present, Mercer, Washington, DC, Principal
• Managing an engagement for the New Mexico Human Services Department to redesign and modernize


the State’s Medicaid program. The result is the development of an integrated managed care long term
care services and supports program, Centennial Care, in which Deidra was involved in program design,
drafting the 1115 waiver, and negotiating with CMS. Tasks include: project management support for
and monitoring program implementation and ongoing operation; managing/providing oversight to the
project team; developing policies and conducting policy analysis; providing technical assistance in the
development/modification of program design; developing MCO contracts and procurement documents;
developing procurement evaluation tools; training State staff on evaluation processes; facilitating
evaluation teams and designing readiness review tools. As the policy project manager, Deidra is also
responsible for developing and monitoring project budgets and timelines.


2015, Mercer, Washington, DC, Principal
• LTSS subject matter expert to the Louisiana Department of Health and Hospital Services in the


development of an integrated LTSS managed care program. Tasks included: technical assistance in
determining the appropriate waiver authority, the program design, and applicable federal regulations
and requirements; and assisting in negotiations with CMS.


2014 — 2015, Mercer, Washington, DC, Principal
• Provided guidance to Delaware in the development of a 1915(i) HCBS program, Pathways. Pathways is


designed to provide greater options for individuals with disabilities to gain supports for employment.
Tasks included: assistance in developing the State Plan Amendment and the concurrent 1915(b)(4)
waiver; providing technical assistance on implementation issues; developing program operating
materials such as policy manual and service plan; and facilitating workgroup meetings.


2013 — 2015, Mercer, Washington, DC, Principal
• Ongoing technical assistance and support to Office of Long Term Living, Pennsylvania Department of


Public Welfare in implementation of their HCBS waiver programs. Tasks included providing guidance
on federal requirements and negotiations with CMS.


2011 — 2012, Mercer, Washington, DC, Principal
• Served as a project lead and technical expert for the Pennsylvania Department of Public Welfare’s


renewal of two 1915(c) HCBS waivers for persons with intellectual disabilities. The waivers were
successfully renewed. Specific tasks included: establishing timelines and process steps for completing
the renewal; creating tools to facilitate project completion and the State’s decision-making process;
providing technical assistance to State staff on waiver design and policy issues; facilitating executive
staff discussions on waiver renewal issues; providing guidance on federal and stakeholder engagement
including strategy, policy considerations and timing; facilitating legal, budgetary and executive review
and analyzing draft regulations to ensure alignment with waiver renewal language.


2008 — 2009, Alicia Smith & Associates, LLC, Washington, DC, Consultant
• Leading a project for the Tennessee Department of Finance and Administration, Bureau of TennCare to


design and implement a statewide, managed LTSS program for eligible elderly and disabled persons
(CHOICES). Tasks included researching best practices regarding adult care homes; developing issue
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papers to facilitate management decision making; developing policies and procedures and program
guidance materials; providing technical assistance on program design elements such as care
coordination, self-direction, nursing facility transition and transition of care; amending existing MCD
contracts to include LTSS program requirements; analyzing policy options for effective program
implementation; assessing MCD readiness and developing a stakeholder engagement plan and
conducting outreach to stakeholders.


2007 — 2008, Alicia Smith & Associates, LLC, Washington, DC, Principal
Assisted the Hawaii Department of Human Services in comprehensive design of new managed LTSS
program (QExA). Tasks included: technical assistance in program design; development of policy
papers and options for consideration; development of RFP vehicle; development of procurement
document and evaluation tools; development of RFP evaluation strategy; assistance in program
readiness; and development of MCD contract.


2006 — 2008, Alicia Smith & Associates, LLC, Washington, DC, Consultant
Assisted the Florida Agency for Health Care Administration in monitoring and evaluating the State’s
implementation of its Medicaid Reform Choice Counseling and Enhanced Benefits program and the
operations of the State’s vendor for these programs. The engagement required a strong onsite
presence in the State. Specific tasks included monitoring vendor’s call center operations and quality of
services, updating program materials, developing the Choice Counseling script and facilitating
workgroups to obtain public feedback on program improvements.


EDUCATION
information required should include: institution name, city, state,


degree and/or Achievement and date completed/received.


• Bachelor’s degree in Public Health, University of North Carolina, 1986


• Master’s degree in Public Health/Health Education, University of Michigan, 1988


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


N/A


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number


and email address.


Lisa Zimmerman
Deputy Director
Division of Medicaid and Medical Assistance, Delaware Health and Human Services
Phone: +1 302 255 9535
Fax: +1 302 255 4413
Email: lisa.zimmerman(state.de.us


Angela Medrano
Deputy Director
Medical Assistance Division, New Mexico Human Services Department
Phone: +1 505 827 6213
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Fax: +1 505 827 6263
Email: Anqela.Medranostate.nm.us


Virginia Brown
Bureau Director
Bureau of Individual Support, Office of Long Term Living, Pennsylvania Department of Public Welfare
Phone: +1 717 783 4510
Fax: +1 717 265 7698
Email: virbrownpa.qov
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PROPOSED STAFF RESUME FOR RFP 2103
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Mercer Health & Benefits LLC


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this pro Sect.


Name Diane Gerrits, MBA Key Personnel:
N(YesINo)


Individual’s Title: Senior Associate


# of Years in Classification: 1.7 # of Years with Firm: 1.7


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Diane is a Senior Associate with MerCer. She joined MerCer in AUgUst of 2014 and brings expertise and
practical experience that she has accumulated over her 30 years in the health care industry in both the public
and private sectors.


She provides subject matter expert technical assistance to clients in State/Federal negotiation Strategies
related to all facets of section 1115 demonstration programs, has experience working with states in program
development and waiver consolidation, operations and oversight, alternative budget neutrality model
development, including designated state health programs (DSHP) and delivery system reform incentive
programs (DSRIP). Prior to joining Mercer, Diane served many years at the Centers for Medicare and Medicaid
Services (CMS) where she most recently was the Director of the Division of State Demonstrations and
Waivers, which is responsible for Section 1115 demonstration programs.


In addition, Diane supports State Medicaid program initiatives to implement Health Homes; leads research,
analysis and reporting on Medicaid program best practice/innovation models; and serves as subject matter
expert on NGA Medicaid transformation strategy and planning.


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during


the term of the contract/project and details of contract/project.


2014 — Present, Mercer, Washington, DC, Senior Associate
• Main project focus is on Medicaid policy


February 2013 — June 2014, Director, Division of State Demonstrations and Waivers, Children and
Adults Health Programs Group (CAHPG), Center for Medicaid and CHIP Services (CMCS), CMS


• Main project focus was Medicaid policy
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November 2010 — February 2012, Technical Director for Delivery Systems and Payment Reform,
Financial Management Group, Center for Medicaid and CHIP Services (CMCS), CMS


• Main project focus was Medicaid policy


January 2009 — April 2010, Special Assistant to Group Director, Family and Children’s Health Programs
Group (FCHPG), Center for Medicaid and State Operations (CMSO), CMS


• Main project focus was Medicaid policy


June 2005 — June 2014, United States Department of Health and Human Services
• Main project focus was Medicaid policy


June 2005 — January 2009, Project Officer, Division of State Demonstrations & Waivers (DSDW), Center
for Medicaid and State Operations (CMSO), CMS


• Main project focus was Medicaid policy


February 2012 — February 2013, Director, Division of Reinsurance Operations, Center for Consumer
Information and Insurance Oversight (CCIIO), CMS


• Main project focus was Medicaid/Exchange Policy and Operations


April 2010 — November 2010, Temporary Assignment to Rate Regulation Division, MLR and Rate
Review Start-Up Operations, Office of Consumer Information and Insurance Oversight (OCIIO), US
Department of Health and Human Services (HHS)


• Main project focus was Medicaid/Exchange Policy and Operations


2004 — 2005, Senior Analyst Data Administration — Consultant assigned to CMS - Select Computing,
Inc. (SCI)


• Main project focus was Health Care Systems/Informatics/Data Warehousing


2003-2004, Enterprise Data and Information Project Manager — Marketing Department, Government
Employees Insurance Company, Inc. (GEICO)


• Main project focus was Health Care Systems/Informatics/Data Warehousing


1991 -2003, Mid Atlantic Medical Services, Inc. (MAMSI)
• Main project focus was Managed Care Organization Policy and Operations


November 2001 — June 2003, Project Manager, Information Technology, Business Planning and
Analysis


• Main project focus was Managed Care Organization Policy and Operations


2000 to November 2001, Senior Data Analyst, Data Warehouse Group
• Main project focus was Managed Care Organization Policy and Operations


1991 to 2000, Manager, Alliance Preferred Provider Organization (PPO) Utilization Management (UM)
and Medical Affairs Systems Support


• Main project focus was Managed Care Organization Policy and Operations


EDUCATION
Information required should include: institution name, city, state,


degree and/or Achievement and date completed/received.
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• Master’s degree in Business Administration specializing in Health Care Management, University of
Phoenix, 2004


• Bachelor’s degree in Information Systems Management, Potomac College, 1999


‘ Certified Medical Assistant, 1984


CE RTI FICATIONS
Information required should include: type of certification and date completed/received.


N/A


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number


and email address.


Nancy Smith, RN
Quality Bureau Nurse Manager
New Mexico Medical Assistance Division
Phone: +1 505 827 3161
Fax: Not available
Email: Nancy.Smith2(state.nm.us


Hilary Kennedy, MPA, MSc
Senior Policy Analyst
National Governors Association
Phone: +1 202 624 5325
Fax: +1 202 624 5313
Email: HKennedy(NGA.ORG


Camille Dobson
Deputy Executive Director
National Association for States United for Aging and Disabilities (NASUAD)
Office: +1 202 898 2578
Cell: +1 202 302 0336
Fax: Not available
Email: CDobsonnasuad.orq
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PROPOSED STAFF RESUME FOR RFP 2103


A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff


Company Name Submitting Proposal: Mercer Health & Benefits LLC


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this pro ect.


. Dianne Heifron, MBA Key Personnel:Name: Yes(YesINo)


Individual’s Title: Principal


# of Years in Classification: 3 # of Years with Firm: 3


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Dianne Heifron has extensive experience in the development of Medicaid financing and reimbursement
strategies and related program design. Of particular focus are state reimbursement strategies, emerging
purchasing models, delivery system design, and the development of section 1115 demonstrations. Most
recently, Dianne has worked with California and the Teaching Hospitals of Texas on the California and Texas
1115 demonstration renewals. Dianne is also working with the National Governors Association supporting the
Medicaid Transformation Policy Academy. The Policy Academy supports three states seeking 1115
demonstration approval. She has also worked with Louisiana, Missouri, New York, Oregon, and Delaware on
reimbursement design in both fee-for-service and managed care environments.


Dianne has worked with virtually every state regarding Medicaid reimbursement policy, Medicaid financial
operations, and state Medicaid financing strategies, including the development and review of provider taxes.
She has worked extensively in developing financial models for section 1115 demonstrations including budget
neutrality models and innovative programs directed at the uninsured and delivery system reform.


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during


the term of the contract/project and details of contract/project.


March 2013 — Present, Mercer, Washington, DC, Principal
Dianne has worked with California and the Teaching Hospitals of Texas on the California and Texas
1115 demonstration renewals. Dianne is also working with the National Governors Association
supporting the Medicaid Transformation Policy Academy. The Policy Academy supports three states
seeking 1115 demonstration approval. She has also worked with Louisiana, Missouri, New York,
Oregon and Delaware on reimbursement design in both fee-for-service and managed care
environments.


MERCER 70







EVALUATION AND PLANNING SERVICES FOR THE
POTENTIAL EXPANSION OF THE MEDICAID MANAGED NEVADA
CARE ORGANIZATION PROGRAM DEPARTMENT OF HEALTH AND HUMAN SERVICES
REQUEST FOR PROPOSALS (RFP) 2103 DIVISION OF HEALTH CARE FINANCING AND POLICY


• Worked with multiple States as they moved from FFS to managed care to develop transitional Capitated
models to address provider concerns regarding the UPL programs and potential reduced revenues.
Worked with Louisiana and Missouri during the period of 2013 — the current period.


• Worked with multiple states on the development and use of provider taxes as funding sources in
conjunction with section 1115 expenditure authorities and managed care models. Dianne worked with s
Pennsylvania and Missouri from 2013 — Current period.


2003 — 2013, Director, Financial Management Group, Centers for Medicare & Medicaid Services (CMS)
• Responsible for the oversight of all Medicaid grants, DSH payment policy, reimbursement and funding


policy from a national perspective.
• Working with California to develop through section 1115 authority the first ever uncompensated care


pool in 2005 and the Delivery System Reform Incentive Pool (DSRIP) in 2010. Both pools directed in
excess of $10 billion in Medicaid funding towards providers in the State. Both projects lasted
approximately 18 months.


• Worked with Texas to develop the financial models for their section 1115 demonstration as well as the
underpinnings of their emerging DSRIP program. This project lasted approximately 12 months.


• Creating a Medicaid state plan option to reimburse for care coordination activities using existing
statutory and regulatory models that allowed states to implement value based purchasing strategies.
States taking early advantage of the model were Missouri, Oregon, and Minnesota. This project lasted
approximately 9 months during 2012.


• Working with states to develop access monitoring plans to address concerns associated with rate
reductions in their Medicaid state plans leading to approvals of state plan amendments. This activity
extended during 2009 through 2011 as part of the standard review of State plan amendments
implementing reimbursement reductions.


• Worked with multiple states as they moved from FFS to managed care to develop transitional capitated
models to address provider concerns regarding the UPL programs and potential reduced revenues.
Dianne worked with CA and PA while at CMS during 2009 — 2010.


• Worked with multiple states on the development and use of provider taxes as funding sources in
conjunction with section 1115 expenditure authorities and managed care models. Dianne worked with
several states from 2009 — 2012.


2008, Acting Director, Children and Adult Health Program Group, Centers for Medicare & Medicaid
Services (CMS)


1998 — 2003, National Association of Community Health Centers (NACHC)
• Dianne worked on reimbursement and delivery system strategies with the National Association of


Community Health Centers (NACHC) for five years.


1998, Johns Hopkins Medical Institutions
• Dianne’s focus was on integrated delivery system strategies and strategic marketing.


EDUCATION
Information required should include: institution name, city, state,


degree and/or Achievement and date completed/received.


a Master’s in Business Administration, George Washington University, Washington, DC, February, 1992


• Bachelor’s degree in Economics, University of Maryland, Baltimore County, Baltimore, MD, June, 1989
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CERTIFICATIONS
L Information required should include: type of certification and date completed/received.


N/A


t REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number


L and email address.


Maureen Mililgan
President and CEO
Teaching Hospitals of Texas
Phone: +1 512476 1497
Fax: +1 512 320 0726
Email: www.thotonline.org


Jen Steele
Interim Medicaid Director
Louisiana Department of Health and Hospitals
Phone: +1 225 342 9500
Fax: +1 225 342 5568
Email: Jen.Steelela.qov


Hemi Tewarson
Program Director, Health Division
National Governors Association
Phone: +1 202 624 5300
Fax: +1 202 624 5313
Email: htewarsoncnga.org
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PROPOSED STAFF RESUME FOR RFP 2103
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Mercer Health & Benefits LLC


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this pro Sect.


Christian Jensrud Key Personnel:Name: No(YeslNo)
Individual’s Title: Principal


# of Years in Classification: 2 # of Years with Firm: 2


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Christian is the Atlanta business office leader for Mercer Government Human Services Consulting with
expertise in Medicaid, executive leadership, strategy, budgeting, managed care rate setting, and health care
economics. Clients can rely on his 25 years of hospital, integrated health system, and Medicaid managed care
experience to manage ongoing projects, new initiatives, or strategy. related to changes to current Medicaid
prog cams.


Prior to joining Mercer, Christian was the Vice President with Amerigroup/WellPoint’s national Medicaid health
plan for eight years and worked with major integrated health systems and hospitals in New Mexico and
Georgia before that. He provided executive management, healthcare economics analysis, medical finance,
new business Medicaid underwriting, business development, program development and strategy related to
managed care growth.


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during


the term of the contract/project and details of contract/project.


2014 — Present, Mercer, Atlanta, Principal and Atlanta Business Office Leader
Christian is the Atlanta business office leader for Mercer Government Human Services Consulting and
he consults with his clients on issues related to Medicaid, executive leadership, strategy, budgeting,
managed care rate setting, and health care economics.


2006 — 2014, AmeriGroup Corporation/Wellpoint, Virginia Beach, VA
Vice President, Business Development (2010-Present)
Vice President, Medical Finance (2007 to 2010)
Associate Vice President, Medical Finance (2006-2007)


• Oversee the activities of Finance, Underwriting and Forecasting support of growth, and the overall
direction of strategy related to new business development for all public program products.


• Positioning and development of provider relationships, association collaborations, as well as resource
allocation to support successful bid and implementation of Kansas managed care program.
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• Management of multimillion dollar Business Development budget as well as oversight and approval of
vendor contractual relationships.


• Strategy related to future earnings, company growth, evaluation of new markets and products,
successful implementations, and effective communication with states to position AMERIGROUP for
emerging market opportunities. Helped develop analytical tools to improve prioritization of new
business opportunities.
Oversee the development, maintenance, and enhancement mechanisms to track, report, and provide
feedback on Health Plan / Company future earnings growth.


• Strategic and tactical support of AMERIGROUP senior executive leadership, Medical Finance, Finance,
Investor Relations, Senior Services, Health Plans, External Relations, and others.


• Major role in financial evaluation and submission of winning bids or entries into Tennessee, South
Carolina, Nevada, New Mexico, Louisiana, Washington, and expansion in Texas that added
approximately $6 billion to company revenues.


• Negotiated on AMERIGROUP team with the State of New Mexico that resulted in successful start of the
most comprehensive Medicaid Managed Long Term Care program in the U.S. in 2008.


• Streamlined and improved oversight of implementation process for expansion activities in 12 current
and all new markets.


• Oversee analytical work related to current business operations, emerging trends, or support of mergers
and acquisition activities.


• Professional, mentoring, and leadership development of highly successful Medical Finance team.


2001 — 2006, Lovelace Health Systems, Albuquerque, NM, Manager, Medical Economics
• Responsible for Medicare & Medicaid Cost & Utilization Department and Database & Query Unit of


Lovelace Health Plan
• Health Plan analytics for answers to broad range of questions affecting physician group, hospitals, &


health plan Strategic business decisions.
= Collaboration with Medical Directors in all aspects of clinical information with medical economics for


quality, medical management, disease management, and health services operations.
• Health plan lead in project management of Oracle data warehouse development for reporting.
• Improved clinical & business outcomes for individual physician groups and hospital through extensive


collaboration with a vast number of specialists & clinical leaders of Lovelace Health System.
• Provide data & reports to CMS, State of NM, Auditors, and senior leadership.
• Cost & utilization analysis that saved organization $10 million+ in 3 year span.
• Extensive Project Management, consultant, and vendor management.


Additional accomplishments:
• Broad role in financial evaluation, underwriting, and submission of winning managed care bids that


helped the company grow revenues by more than 10 billion and that ultimately created several billion in
tax payer savings over a 15 year period.


• Participated in program development and rate negotiation during the launch of New Mexico’s
coordinated long term care program.


• Part of Amerigroup corporate leadership team during development, bid, and implementation of Nevada
Medicaid Managed Care program.


• Provided cost savings analysis, financial impact analysis, and funding strategies for proposed changes
to numerous Medicaid programs.


• Advised state financial leadership, Medicaid leadership, and governor budget offices on alternative
approaches and impact to improving and reforming state Medicaid programs.


• Built detailed models to project impact of proposed changes to long term care support and service
programs in several states.


• Provided strategic and tactical support in response to health care reform and Medicaid expansion.
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‘ Testified before several state legislatures and published numerous white papers to provide advice and
analysis to support decision making related to proposed changes to Medicaid programs.


• Developed Medicaid data warehouse to produce periodic and ad hoc reporting to states.
‘ Strategic and technical support of Medicaid health plan administrative cost efficiency improvements.
• Advisor to state officials related to innovation, improvements, and emerging issues related to the


Medicaid population nationwide.


EDUCATION
Information required should include: institution name, city, state,


degree and/or Achievement and date completed/received.


• Bachelor’s degree in Business Administration, Georgia Southern University, 1986


CERTIFICATIONS
Information required should include: type of certification and date com.pJted/received.


N/A


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number


and email address.


Jason Sanchez
Deputy Director
Medical Assistance Division
New Mexico Human Services Department
Phone: +1 505 827 6234
Fax: Not available
Email: Jasons.sanchezstate.nm.us


Lupita Villarreal
Program Specialist
TX Medicaid Wellness Program, Health and Human Services Commission
Phone: +1 512 462 6380
Fax: Not available
Email: Lupita.Villarreal(hhsc.state.tx.us


Jeff Lunardi
Principal Legislative Analyst
Joint Legislative Audit and Review Commission
Phone: +1 804 371 4581
Fax: Not available
Email: jlunardicjlarc.virqinia.qov\


Kenneth Scott Carson
Financial Services Administrator
Arizona Department of Economic Security
Phone: +1 602 364 2545
Fax: +1 602 542 6018
Email: SCarson(azdes.qov
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PROPOSED STAFF RESUME FOR RFP 2103
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Mercer Health & Benefits LLC


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this pro ect.


Name Michael E Nordstrom, ASA, MAAA Key Personnel:
N


. (Yes/No)
Individual’s Title: Partner


# of Years in Classification: 15 # of Years with Firm: 15


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Mike is a Partner and actuary with MerCer. Mike leads the Actuarial/Financial Sector, providing strategic and
rate setting direction/guidance to 30+ actuaries and another 100 financial consultants and analysts. He is also
currently a senior strategic actuarial consultant and certifying actuary on our work with California Medi-Cal, and
has worked for/with publicly-funded health care programs since 1997. He applies his actuarial background in
risk and claims analysis, capitation rate setting, and project planning/management for our Medicaid & CHIP
state partners.


Mike is Chairperson of the American Academy of Actuaries’ Medicaid Subcommittee. Mike was also a member
of the Academy’s Actuarial Standards Board Task Force on development of a Medicaid-specific Actuarial
Standard of Practice (ASOP) for Medicaid Managed Care Rate Setting and Certification (now ASOP No. 49).
He is a member of the American Academy of Actuaries Health Practice Council. Mike has presented at
Medicaid industry conferences developed by AHIP and IIRUSA, to the Society of Actuaries, as well as to
Centers for Medicare & Medicaid Services (CMS) Central and Regional Office staff.


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during


the term of the contracUproject and details of contracUproject.


November 2000 — Current, Mercer, Phoenix, AZ, Partner
• Strategic actuarial program work and rate certifications for the states of Arizona, California, Nebraska,


New Jersey, Ohio, and the Commonwealth of Massachusetts.
• Analyzing health care costs and trends, including actual-to-expected utilization and provider pricing.


Provide claim cost trend factors.
• Close coordination with clinical and operational staff in the development and evaluation of benchmarks


and best practices, including FFS to managed care adjustments and managed care efficiency and
effectiveness adjustments.


• MCO administration and assumed underwriting gain/risk/contingency loads.
• MCO-specific financial adjustment analysis.


1
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= Communicating rate methodologies, analyses, assumptions and other aspects of the prospective
payment system for managed care.


• Presentation of capitation rates and risk-sharing strategies such as minimum medical loss ratio, risk
corridors, risk pools, stop-loss reinsurance, to state, CMS, and MCO personnel and negotiating with
those MCOs.


• Interpreting and analyzing new federal regulations as they pertain to Medicaid and CHIP programs
(e.g., Medicaid Managed Care Final Rule, ACA 1202, Health Insurance Providers Fee, Mental Health
Parity, June 1,2015 Medicaid NPRM).


May 1997 — November 2000, Tn West Healthcare Alliance, Phoenix, AZ, Director of Actuarial Services
• Mike built the start-up department, established monthly financial reserves through unpaid claim liability


analysis, evaluated contract bid price adjustments and coordinated associated revenue revisions with
the government.


1983 to 1997, various commercial health insurers


EDU CATIO N
Information required should include: institution name, city, state,


degree and/or Achievement and date completed/received.


• Bachelor’s degree in Mathematics, Minor in Statistics, University of Minnesota — Minneapolis, June


1983


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


• Associate of the Society of Actuaries, May 1988


• Member, American Academy of Actuaries, December 1990


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number


and email address.


Man Cantwell


Chief Deputy Director, Health Care Programs
California Department of Health Care Services
Phone: +1 916 440 7418
Fax: Not available
Email: Marianne.Cantwell(dhcs.ca.qov


Mark Hoyt
Former Medicaid and CHIP Payment and Access Commission (MACPAC) Commissioner
Phone: +1 602 317 3459
Fax: Not available


Email: Mark.s.hoytqmail.com


Mitali Ghatak
Former Director of Financial Management, Planning and Rate Selling
Ohio Department of Medicaid (0DM)
Phone: ÷1 614 342 7424
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Fax: Not available
Email: mitaIiqhatak(yahoo.com
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PROPOSED STAFF RESUME FOR RFP 2103


A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Mercer Health & Benefits LLC


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this pro ect.


Jessica Osborne Key Personnel:Name: Yes(YesINo)
Individual’s Title: Principal


# of Years in Classification: 2 # of Years with Firm: 4


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Jessica is a Principal in Mercer’s Policy and Operations Sector (POpS) and works from Mercer’s office in
Washington, DC. With over 10 years of state health policy experience, Jessica focuses on Medicaid
operations, risk assessment, managed care organization (MCD) procurement, readiness assessment and
implementation, development/implementation of care coordination models, preparation/implementation of state
plan amendments, and training. Jessica is a trained social worker with extensive experience in situational
assessment, consensus building, negotiations and facilitating high-level Visioning and decision making. Jessica
has served as the facilitator for large public meetings, functional workgroup sessions and acted as a negotiator
in small group meetings. Jessica has experience leading teams on large and small projects and is an effective
communicator.


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during


the term of the contract/project and details of contract/project.


January 2012— Present, Mercer, Washington, DC, Principal
• Working with Ohio’s Bureau of Managed Care to improve compliance and monitoring standards for its


contracted MCOs. This project includes developing questions and conducting interviews with State
staff, MCD staff and comparison states. It also includes review of the State’s MCO contract and
comparison state MCD contracts, analyzing work flows and current reports, and making
recommendations on potential contract revisions and changes to internal operations.


• Working on the redesign and modernization of New Mexico’s Medicaid program. Jessica’s
responsibilities have included meeting with stakeholders, facilitating public meetings, and coordinating
with State staff and advocates to inform the drafting of the State’s section 1115 demonstration
application and the RFP and contract for MCOs; designing policies/procedures for care coordination
and disease management; participating in the design of the State’s carve-in of behavioral health; and
assisting the State with its health home initiative.


• Working with New Mexico to conduct on-site and enrollee file reviews post-implementation to evaluate
compliance and early outcomes of the care coordination program.
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Consulting on the redesign of the Medicaid program in Puerto Rico. The Medicaid redesign in Puerto
Rico included 1) integration of physical and behavioral health, 2) design of care coordination
requirements, and 3) returning the Territory to a full-risk MOO arrangement. Multiple agencies and
diverse population needs were vetted with community-based and territory-wide stakeholders through
small meetings and public communication documents. Jessica facilitated the competitive procurement
of MCOs, helped draft the MCO contract, conducted readiness reviews, assisted in the Medicaid
agency’s reorganization, and assisted with ensuring compliance with federal requirements.


• Assisting in readiness assessments for the implementation of new MOO contracts for the State of
Delaware’s managed care program to provide integrated medical, behavioral health, and long term
services and Supports to Medicaid beneficiaries.


• Working with Pennsylvania’s Office of Long Term Living to complete an independent survey, analysis
and provide recommendations aimed to improve the intake and enrollment process in the waiver
programs. This work included provider surveys, conducting town hall meetings, visiting provider sites all
over the State, meeting with OLTL staff at all levels, reviewing all policy and procedures, and testing
systems. The survey results and long and short-term solutions were presented to Executive Leadership
in February 2014.


2008 — January 2012, Alicia Smith & Associates LLC (ASA), Washington, DC, Health and Human
Services Consultant


• Consulting on the redesign of the Medicaid program in Puerto Rico. The Medicaid redesign in Puerto
Rico included 1) integration of physical and behavioral health, 2) design of care coordination
requirements, and 3) returning the Territory to a full-risk MOO arrangement. Multiple agencies and
diverse population needs were vetted with community-based and territory-wide stakeholders through
small meetings and public communication documents. Jessica facilitated the competitive procurement
of MOOs, helped draft the MOO contract, conducted readiness reviews, assisted in the Medicaid
agency’s reorganization, and assisted with ensuring compliance with federal requirements.


• Working with a Medicaid MOO in Tennessee to review and improve program operations including
analysis of staff structure and training, information systems utilized to support operations, application of
policy and procedure and compliance and quality monitoring. Jessica worked with the MOO to revise
operations, recommended system changes and provided training based on the results of the initial
analysis and decisions made by Executive leadership.


• Working collaboratively with State staff and stakeholders and assisting in the design and
implementation of comprehensive care coordination program for the elderly and disabled Medicaid
population in Tennessee. This work included program design, stakeholder feedback, and training
efforts.


2002 — 2008, Safe Children Coalition, Director of Operations


EDUCATIO N
Information required should include: institution name, city, state,


degree and/or Achievement and date completed/received.


• Bachelor’s degree in Social Work, University of South Florida, July 2000


CERTIFICATIONS
Information required should include: type of certification and date compieted/receWeir’


• Florida Certified Domestic Violence Counselor - 2004


• Florida Certified Child Welfare Supervisor - 2002
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t REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number


and email address.


Megan Pfeffer
Director of Quality and Case Management
New Mexico Medical Assistance Division
Phone: +1 505 827 7722
Fax: not available
Email: Meqan.Pfefferstate.nm.us


Sandra Pena
Assistant Director
Puerto Rico ASES
Phone: +1 787 474 3300 Ext 2303
Fax: not available
Email: Spenacasespr.org


Elbony Mcintyre
Chief Managed Care Administration
Ohio Department of Medicaid
Phone: +1 614 596 8573
Fax: not available
Email: elbony.mcintyremedicaid.ohio.Qov
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PROPOSED STAFF RESUME FOR RFP 2103
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Mercer


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this pro ect.


. Key Personnel:Name: David Parrella Yes(YeslNo)
Individual’s Title: Principal


# of Years in Classification: 4 # of Years with Firm: 4


j BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE


[ Information should include a brief summary of the proposed individual’s professional experience.


David Parrella is a Principal with Mercer. David was a Partner with the firm of Alicia Smith and Associates
(ASA) and joined Mercer when ASA was acquired by Mercer in January, 2012.


Prior to his tenure with ASA David completed a 30 year career in public health, first as a health planner with
the Mashantucket Pequot Tribe and later in a 23 year career with the Connecticut Medicaid program. For the
eleven years prior to joining the firm, David served as the Director of the Connecticut Medicaid program. He
was twice elected by his colleagues to serve as the Chairman of the National Association of State Medicaid
Directors (NASMD).


As a partner with ASA, David continued his Medicaid work with re-design of the Medicaid program in the U.S.
Virgin Islands, the evaluation of the quality of care provided to Medicaid recipients in the fee-for-service and
managed care regions in Missouri, the impact on provider revenues and potential cost savings to the State of
Connecticut resulting from federal health reform, a Directed Corrective Action Plan (DCAP) for Optum Health
New Mexico, and the Centennial Care Medicaid waiver for the State of New Mexico.


Since joining Mercer, David has continued his work with the Medicaid State Plan in the Virgin Islands, including
four phases of Medicaid expansion under the Affordable Care Act (2009-2015) that doubled the covered
population. In the Virgin Islands he participated in the development and implementation of the first CMS
certified Medicaid Management Information System (MMIS) in a United States territory.


In addition to his work in the Virgin Islands, he is participating in the SIM project for the Connecticut Medicaid
program. His other responsibilities in Connecticut include the implementation of hospital reimbursement
reform, including the implementation of DRG and APC reimbursement methodologies for inpatient and
outpatient services.


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during


the term of the contract/project and details of contract/project.
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January 2012 — Present, Mercer, Washington, DC, Principal
Developed State Plan Amendments United States for the Virgin Islands, Department of Health to
update Medicaid coverage for non-emergency medical transportation, dental services, federally
qualified health centers (FQHC5), nursing facilities, inpatient psychiatric services for recipients under
the age of 21, podiatry and optometry, express lane eligibility, expansion state status, 1914(E) waiver,
and Medicaid Expansion (Phases l-IV).


• Implemented retroactive claiming for hospitals, FQHCs, and clinics under a State Plan Amendment for
Certified Public Expenditures (CPEs).


• MMIS - Developed the Implementation Advanced Planning Document (IAPD) for the partnership with
West Virginia to purchase access to a Medicaid Management Information System (MMIS).


• Worked with USVI Medicaid and their vendor (Molina) to implement the first CMS-certified MMIS in a
territory.


• Prepared a report on best practices in the states to curb prescription drug abuse, National Association
of Medicaid Directors, 2013.


• Policy adviser to the Alabama PERM review of the Children’s Health Insurance Program (CHIP).


2006— January 2011, Alicia Smith & Associates LLC (ASA), Washington, DC, Partner
• Developed Pay for Performance P4P) protocols and Native American health care integration projects


for the New Mexico Medicaid Centennial Care waiver.
• Connecticut Hospital Association, Medicaid Delivery System Reform: 2010. Preparing estimates of


costs and savings for the State and the hospitals resulting from a shift from the current at-risk MCO
model to a statewide ASO, including the reinvestment of reduced MCO administrative costs and
hospital DSH funding into Medicaid physician and hospital rates to improve access.


• Developed eligibility models to shift HUSKY A (i.e., Medicaid managed care) populations from Medicaid
to coverage under the Exchange beginning in 2014.


• Calculated potential State savings resulting from the shift from Medicaid financing for approximately
60,000 Medicaid parents and caretaker relatives from financing under the Medicaid match rate (50/50)
to 100% federal subsidies in the Exchange.


• Modeled the potential for beneficial impact on hospital reimbursement based on the shift from Medicaid
reimbursement to reimbursement from the plans under the Exchange.


• Proposed a re-structuring of Medicaid reimbursement for hospital outpatient clinical services to capture
100% federal funding to bring hospital provided evaluation and management codes up to Medicare
reimbursement levels at 100% federal cost.


• Conducted study comparing performance on EPSDT between managed care and fee for service for the
Missouri Medicaid Program.


2002 — 2004 and 2006 — 2008, Chairman, National Association of Medicaid Directors


1998 — 2009, Connecticut Department of Social Services, Director of Medical Care Administration
• Prepared a legislative report comparing access and quality in the fee-for-service and managed care


regions of the State with recommendations and caveats for managed care expansion for the Missouri
Department of Social Services, MO HealthNet Division, 2007 — 2008.


• Developed paper on legal authorities to support the Medicare/Medicaid Dual Eligibles Demonstration
• Developed the MOU with CMMI for the Duals Demonstration.
• Prepared regulations and state plan amendments to support the conversion of inpatient and outpatient


hospital rates to DRGs and APCs.
• Performed a program review for Non-Emergency Medical transformation
• SIM Project Planning.
• Development of the threshold methodology and resource proxy to claim 100% FMAP for the newly


eligibles (single adults).
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1995 - 1998, Connecticut Department of Social Services, Director of Medical Administration Policy


1994 - 1995, Connecticut Department of Social Services Acting Deputy Commissioner for Health Care
Financing


1992 — 1994, Connecticut Department of Income Maintenance, Chief of Medical Policy and Program
Implementation


1989 — 1992, Connecticut Department of Income Maintenance, Manager of Issues Analysis


1987 — 1989, Connecticut Department of Income Maintenance, Medicaid Policy Consultant


1983 — 1987, Mashantucket Pequot Tribe, Health Planner


1981 — 1983, Researcher in the Proyecto Rural de Alimentacion
A nutrition and primary care development project with native peoples in northern Peru funded by United
Nations University.


EDUCATION
Information required should include: institution name, city, state,


degree and/or Achievement and date completed/received.


• ABD (all but dissertation) in Medical Anthropology University of Connecticut


• Masters of Arts in Anthropology, University of Oregon, 1978


‘ Bachelor of Arts, Yale University, 1972


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


N/A


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number


and email address.


Kate McEvoy
Director of Health Services
Connecticut Department of Social Services
Phone: +1 860 424 5383
Fax: +1 860 424 5799
Email: Kate.McEvoy(ct.gov


Renee Joseph-Rhymer
Director of Medical Care Administration
United States Virgin Islands Department of Human Services
Phone: +1 340 774 0930, extension 4353 or 4398
Fax: +1 340 774-4918
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Email: renee.iosephrhymer(dhs.vi.qov


Ray Hanley
President and Chief Executive Officer
Arkansas Foundation for Medical Care
Phone: +1 501 212 8610
Fax: +1 501 374 2826
Email: Rhanley(afmc.orq


Chuck Bunnell
Chief of Staff
The Mohegan Tribe
Phone: +1 860 862 6120
Fax: +1 860 862 6166
Email: CBunneIl(moheqanmail.com
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PROPOSED STAFF RESUME FOR RFP 2103
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Mercer Health & Benefits LLC


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this pro ect.


Kathy Rodham, CPA Key Personnel:Name: (Yes/No) Yes


Individual’s Title: Senior Associate


# of Years in Classification: 3.5 # of Years with Firm: 3.5


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Kathy’s is a Senior Associate with MerCer. Kathy also brings over 10 years of experience with the Arizona
Health Care Cost Containment System (AHCCCS) primarily as the Finance and ReinsUrance Manager.


Kathy’s experience provides a unique blend of capitation rate setting and risk adjustment, financial stability
monitoring, reporting and analysis, contract development and review, and multiple team lead/participant roles
on various Requests for Proposals, including capitation rate bidding and scoring criteria development. She is
able to think through the impacts of differing strategic changes to capitation rates, benefit packages, policy
and/or contractual requirements. She has the ability to communicate with many different personnel at varying
levels in the organizations involved, to include the State finance and budget divisions, CMS and participating
Managed Care Organizations (MCOs).


Kathy also has additional experience in Public Accounting and Securities and Exchange Commission (SEC)
reporting, which provides her a unique and diverse perspective.


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during


the term of the contract/project and details of contract/project.


July 2012 — Current, Mercer, Phoenix AZ, Senior Associate
• Involvement in capitation rate development teams for Medicaid programs within various states


including managed long term services and supports (MLTSS) and dual demonstration populations.
• Project management for ad hoc analyses relating to Medicaid managed care policy change


impacts, including but not limited to finance, clinical and policy team involvement.
• Development of risk pool arrangement methodologies for Medicaid managed care programs.
• Participation in managed care risk adjustment methodology development, calculation and


documentation.
• Development of financial reporting templates, instructions, dashboards and monitoring guidelines


for state Medicaid agencies.
• Participation on REP evaluation teams to evaluate financial related standards and submissions.
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Development of financial monitoring contract language for various State Medicaid contracts.


April 2004— June 2012, Arizona Health Care Cost Containment System (AHCCCS), Finance and
Reinsurance Manager


a Oversight of the following for the approximate $5 billion AHCCCS Program including the --Acute,
Long Term Care, Children’s Medical and Dental Program (CMDP) and Children’s -Rehabilitative
Programs (CRS):


— Review of capitation rates and diagnosis based risk adjustment calculations in conjunction
with the AHCCCS internal Actuaries.


— Preparation of Actuarial Certification Statements.
— Contract compliance and financial oversight of AHCCCS health plans to include financial


viability, performance bond and equity per member monitoring.
— Significant involvement in contract renewal to include contract language and revised


capitation rates.
— Finance Team Lead for three Acute Care Requests for Proposals (RFP5) and one Long


Term Care RFP.
— Participant on 2010 Benefit Redesign Team, 2012 Medicaid Expansion Team, numerous AZ


Rule Review teams, and other various project related teams.
— Oversight of the self-funded AHCCCS Reinsurance Program covering the majority of the


AHCCCS Programs.
— Review and oversight of calculation and payment/recoupment of numerous program


reconciliations.
— Policy preparation and review.
— Review of Health Plan quarterly and annual financial statements.
— Monitor financial viability contract compliance.
— Prepare numerous contractual reconciliations.
- Lead for Acute RFP Document team for CY2004 Acute Care RFP.


March 2000 — October 2001, DriveTime, Phoenix, AZ, Senior Financial Analyst
a Responsible for consolidated quarterly and annual GAAP and SEC reporting requirements.
a Preparation of annual portfolio segment forecast and roll-up of consolidated forecast.
a Coordination and oversight of annual external financial audit requirements.


October 1997 — February 2000, EvercareILifemark Corporation, Phoenix, AZ, Financial Analysis
Manager


a Responsible for consolidated quarterly and annual GAAP and SEC reporting requirements.
a Coordination of annual budget process with company executive directors, senior management and


departmental directors.
a Preparation and maintenance of five-year financial forecast including consolidated income


statements, balance sheets and statements of cash flow.


June 1995 — September 1997, In Home Health, Inc., Minneapolis, MN, Senior Financial Analyst and
General Ledger Lead Accountant


a Preparation of quarterly and annual GAAP and SEC reporting requirements and related company
annual report.


a Responsible for corporate federal and multi-state income tax filings and multi-state property tax and
sales and use tax filings.


a Coordination of annual budget process with nationwide branch managers and financial analysts.
a Responsible for maintenance of employee stock option plan.
a Preparation of monthly close procedures and consolidated financial statements.
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Coordination and preparation of support for annual external audit.


September 1990 — June 1995, Larson, Allen, Weishair & Co., LLP, Minneapolis, MN, Audit Senior, Staff
Accountant


• Planning and performance of audit, review and Compilation engagements.
• Preparation and review of financial statements with related footnote disclosures, including research


related to proper GAAP and SEC reporting requirements.


EDUCATION
Information required should include: institution name, city, state,


degree and/or Achievement and date completed/received.


• Bachelor’s degree in Accounting, University of St. Thomas, May 1990


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


• Certified Public Accountant (CPA), May 1990


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number


and email address.


Windy Marks
Actuarial Administrator
AHCCCS Division of HealthCare Management
Phone: +1 602 417 4479
Fax: +1 602 256 6421
E-mail: Windy.Marks(azahcccs.qov


Devra Navas
Finance and Program Monitor
AHCCCS Division of HealthCare Management
Phone: +1 602 417 4239
Fax: +1 602 256 6421
E-mail: Devra. navas(azahcccs.qov


Kari Price
Executive Project Manager
AHCCCS Division of HealthCare Management
Phone: +1 602 417 4625
Fax: +1 602 256 6421
E-mail: kari.pricecazahcccs.qov
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PROPOSED STAFF RESUME FOR RFP 2103


A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Mercer Health & Benefits LLC


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this pro ect.


Alan Schafer, RN, BSN Key Personnel:Name: Yes
(YesIN o)


Individual’s Title: Senior Associate


# of Years in Classification: 2.5 years # of Years with Firm: 2.5
years


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Alan is a Long Term Services and Supports (LTSS) Consultant with Mercer Government Human ServiCes
Consulting, a part of Mercet Health & Benefits LLC (Mercer).


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during


the term of the contract/project and details of contract/project.


2001, May 2014— Present, Mercer, Phoenix AZ, Senior Associate
• Participated in developing the program design and Contract revisions for Delaware’s inclusion of the


LTSS and dual eligible members into their existing Medicaid managed care program.
• Lead in writing the LTSS section of the New Jersey 1115 waiver application to CMS.
• Project lead for Connecticut’s Nursing Home right-sizing project.
• Participated in developing the program design and Request for Proposal (REP) for the Florida Managed


Long Term Care program.


2012 — 2014, Aetna Medicaid, Phoenix AZ, Director of LTSS
Part of lead team that redesigned a Medicaid managed care organization’s LTSS model that included
the impacts across all business units (e.g., medical management, care management, claims, provider
network).


• Participated in the responding to Medicaid managed care REPs issued by state Medicaid agencies.
• Participated in the implementation of Medicaid managed care organizations.
• Developed a care management time and staffing ratio model that can be adapted to state specific


requirements.


1989 — 2011, Arizona Health Care Cost Containment System (AHCCCS), Arizona Long Term Care
System (ALTCS) manager


• Responsible for the competitive RFP/contracting process for the ALTCS managed care organizations.


MERCER 90







EVALUATION AND PLANNING SERVICES FOR THE
POTENTIAL EXPANSION OF THE MEDICAID MANAGED NEVADA
CARE ORGANIZATION PROGRAM DEPARTMENT OF HEALTH AND HUMAN SERVICES
REQUEST FOR PROPOSALS (RFP) 2103 DIVISION OF HEALTH CARE FINANCING AND POLICY


• Responsible for the oversight of the ALTCS managed care organizations Compliance with operational
and care management requirements.


• Invited speaker at many conferences on the topics of managed LTSS, coordination of care for dual
eligible and consumer directed care.


• Participated in the development of Arizona’s Self-Directed Attendant Care service (a consumer directed
care model with a managed care environment and consumers directing skilled tasks).


• Former Chair, Arizona Direct Care Workforce Committee.
• Former member, Arizona Interagency Council on Long Term Care.


Other Accomplishments
• May 2014, Participant at the Long Term Quality Alliance’s “Charting a Path Forward for Uniform


Assessment of LTSS Needs” roundtable.


EDUCATION
Information required should include: institution name, city, state,


degree and/or Achievement and date completed/received.


• Bachelor of Science in Nursing, University of Colorado Health Sciences Center, Denver, CC, 1981


CERTIFICATIONS
lnj2ation required should include: type of certification and date completed/received.


N/A


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number


and email address.


Robin Wagner
Deputy Assistant Secretary
Louisiana Department of Health & Hospitals, Office of Aging and Adult Services
Phone: +1 225 219 0223
Fax: +1 225 219 0202
Email: robin.waqner(Ia.qov


Mark Thomas
Assistant Secretary
Louisiana Department of Health & Hospitals, Office for Citizens with Developmental Disabilities
Phone: +1 225 342 0095
Fax: +1 225 342 5568
Email: mark.thomasla.qov


Leah Gibbs
Administrative Operations Business Manager
Arizona Department of Economic Security, Division of Developmental Disabilities
Phone: +1 602 542 6874
Fax: Not available
Email: LGibbscazdes.gov
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PROPOSED STAFF RESUME FOR RFP 2103
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Mercer Health & Benefits LLC


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this pro ect.


Name Shawn Thiele Sacks, LCSW Key Personnel:
N


. (YeslNo)
Individual’s Title: Principal


# of Years in Classification: I month # of Years with Firm:
month


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


As a Principal in Mercer’s Clinical and Behavioral Health Solutions group, Shawn brings extensive Medicaid
managed care, business development, clinical practice and operational expertise to the Mercer team in the
areas of prevention, mental health, substance use disorders, peer/family driven Systems of care and specialty
populations such as children and transition age youth. Shawn is a licensed clinical social worker with
experience ranging from direct care within residential and outpatient settings to organizational and national
executive leadership positions.


Shawn has over 20 years of clinical, managed care and business development experience in public health,
public behavioral health and government relations. Prior to joining Mercer, Shawn served in various capacities
in her 7+ year tenure with a large, national behavioral health managed care organization, Magellan Health.
Most recently as Vice President of Public Sector Business Development and Innovations, she led public sector
solutions and strategic opportunities by focusing on building relationships, obtaining market research, and
product development across the country for the creation of better programs, services and benefit options for
states, counties and individual children, adults and their families. Some examples impacting the industry
direction include contributing to the literature review, development and production of the BH-MCO monograph,
Model for Serving High-risk Children and Adolescents and panel presentations such as Medicaid Innovations
for Children (Healthcare Policy and Financing — University of Maryland), Peer Recovery Solutions in Supported
Employment and Supported Housing Models (National Academy for State Health Policy), Responding to
Violent Crisis — Considerations for a System of Care (Illinois Legislative Violence Prevention Task Force).


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during


the term of the contracUproject and details of contract/project.


January 2015 — Present, Mercer, Phoenix AZ, Principal
As a Principal in Mercer’s Clinical and Behavioral Health Solutions group, Shawn consults in the areas
of prevention, mental health, substance use disorders, peer/family driven systems of care and specialty
populations such as children and transition age youth.
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2011 — 2014, Magellan Health Arizona contract, Phoenix AZ, Deputy CEO and Chief of Children
Services


• Oversaw account management, Customer service, daily business operations, development of effective
organizational strategies and plans in support of ongoing efforts to transform the system of care in
central Arizona.


• Took on the charge to rebuild and expand the mental health system that serves children, adults with
general mental health and substance disorder needs and adults with serious mental illness.


• Successfully launched a child and family practice model that identifies barriers and solutions to quality
mental health care, which contributed to the closure of a long standing Medicaid lawsuit in Arizona.


• Oversight of an Assertive Community Treatment model in accordance to national fidelity guidance.
• Facilitated the development and implementation of a Peer and Family Engagement Framework.
• Developed and implemented the Suicide Deterrent Model — Driving Suicides to Zero initiative.


2004 — 2006, Clinical Private Practice, Phoenix AZ
• Licensed social worker, certified addictions counselor, and Crisis Prevention Institute trainer.


2002 — 2008, Hathaway-Sycamores, California, Director and Vice President, Wraparound and Systems
of Care


• Led the redesign and expansion of mental health and child welfare services as well as Wraparound and
Systems of Care programming.


1998 — 2002, Southwest Counseling Services, Michigan, Wraparound Facilitator and Program
Supervisor


• Led the redesign and expansion of mental health and child welfare services as well as Wraparound and
Systems of Care programming.


1997 — 1998, City Council President’s Recreation Task Force, Chair
• Violence prevention programs and the redesign of Detroit’s intercity recreation facilities and options.


1994 — 1998, Alternatives for Girls, Prevention Specialist
• Worked with their shelter and violence prevention programs.


Additional Accomplishments
• SAM HSA Science to Service Award, Executive Sponsor for Substance Abuse Prevention and


Treatment (SAPT) best practice initiative for juvenile justice involved youth of color.
• Top 40 under 40, AZ Business Journal, Healthcare Sector (2013).
• Scottsdale Business Chamber, Board of Directors (2011-2015).
• Teen Lifeline, Board of Directors (2010-2015).
• Teen Lifeline, Board of Directors Advisory Council and Program Committee (2015-Present).
• National Wraparound Initiative Recognized Consultant (2014 — Present).


EDUCATION
Information required should include: institution name, city, state,


degree and/or Achievement and date completed/received.


• Master’s in Social Work, Dual Concentration Clinical and Macro Systems, Magna Cum Laude, Michigan
State University, East Lansing, Michigan May1998


• Bachelor’s degree in Psychology, Oakland University, Rochester, Michigan May1996
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CERTIFICATIONS
Information required should include: type of certification and date completed/received.


• Clinical Social Work License, Michigan - June, 2002


• Lean Six Sigma Green Belt Certified - 2011


t REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number


and email address.


Anne McCabe, MSW
President, Public Sector Solutions
Magellan Health
Phone: +1 860 378 4774
Fax: Not available
Email: ammccabe(maqellanhealth.com


Suzanne Fields
Senior Advisor for Health Care Policy and Financing
University of Maryland, School of Social Work
Phone: +1 443 610 8770
Fax: Not available
Email: sfields(ssw.umaryland.edu


Will Humble, MPH
Director, Division of Health Policy & Program Evaluation
Center for Population Science and Discovery
Arizona Health Sciences Center
University of Arizona
Phone: +1 602-827-2631
Fax: Not available
Email: willhumbleemail.arizona.edu
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PROPOSED STAFF RESUME FOR REP 2103
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff.


Company Name Submitting Proposal: Mercer Health & Benefits LLC


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff.


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this pro ect.


Name Lisa Weeks, PharmD, RPh Key Personnel:
No


. (YeslNo)
Individual’s Title: Principal


# of Years in Classification: 1.5 years # of Years with Firm: 1.5
years


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Lisa is a Principal with Mercer. Her expertise includes healthcare policy, budget management, cost
containment strategies, and stakeholder collaboration for federal and State governmental programs including
Medicaid, the State Children’s Health Program (SCHIP) and the State Employee Health Plan healthcare
programs. Her Service on State and national governmental workgroups provides a national perspective.


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during


the term of the contract/project and details of contract/project.


2014 — Present, Mercer, Phoenix, Principal


2009 — 2014, State of North Carolina, Chief and Acting Assistant Director of the Pharmacy and Ancillary
Services Section, Division of Medical Assistance


2006 — 2007, State of North Carolina, State Health Plan Pharmacist


2002 — 2005, State of North Carolina, Division of Medical Assistance, Outpatient Pharmacy Program
Manager and DUR Coordinator


Details of Lisa’s work experience include:
• Oversight of more than 100 clinical coverage policies including the community retail and medical


pharmacy programs, the durable medical equipment program, specialized therapies, optical and
hearing services and physician services for the North Carolina Medicaid and Health Choice programs.


• Application of clinical, regulatory and policy expertise to the development of programs, policies and
cost savings initiatives to ensure compliance with state and federal regulations.


• Implementation of the North Carolina Medicaid and Health Choice Preferred Drug List and
Supplemental Rebate programs resulting in more than $50 million in savings.


1
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Reduction of overall net annual pharmacy expenditures by 20% for the North Carolina Medicaid retail
pharmacy program through enhancement of drug rebates and implementation of other pharmacy cost
savings initiatives.


• Specialty pharmacy benefit design including implementation of a Hemophilia Specialty Pharmacy
program for the North Carolina Medicaid program which included clinical care standards and
reimbursement strategies for 340B and non-340B pharmacy providers.


• Implementation of a diabetic supplies rebate program for the North Carolina Medicaid Durable Medical
Equipment program resulting in $6 million annual savings.


• Participation on the initial Medicaid Reform Team for the North Carolina Department of Health and
Human Services representing outpatient service areas such as pharmacy, durable medical equipment,
specialized therapies, physician services and optical/hearing services for the Medicaid and Health
Choice programs.


• Stakeholder relationship building with groups including drug manufacturers, pharmacists and state
legislators serving as a resource for Medicaid policy expertise.


Additional Accomplishments
• The North Carolina Department of Health and Human Services’ Medicaid Preferred Drug List Review


Panel (Chairperson).
• The National Association of State Medicaid Directors Pharmacy Technical Advisory Group.
• The United States Department of Health and Human Services Office of the Assistant Secretary for


Planning and Evaluation Medicaid Prescription Drug Policy Simulation Model Technical Advisory
Group.


EDUCATION
Information required should include: institution name, city, state,


degree and/or Achievement and date completed/received.


• Professional Doctor Degree in Pharmacy, University of North Carolina at Chapel Hill, 2002


• Bachelor of Science degree in Pharmacy, University of North Carolina at Chapel Hill, 1984


• Bachelor of Arts degree in Biology, University of North Carolina at Chapel Hill, 1982


CERTIFICATIONS
Information required should include type of certification and date completed/received


‘ Licensed pharmacist in North Carolina (since 1985)


‘ Member of the North Carolina Association of Pharmacists (since 2010)


• Member of the Academy of Managed Care Pharmacy (since 2014)


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number


and email address.


Sandra Terrell
Clinical Director
N.C. Division of Medical Assistance
Phone: +1 919 855 4129
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Fax: +1 919 733 6608
Email: Sandra.Terrell(dhhs.nc.qov


Dr. Nancy Henley
Chief Medical Officer
N.C. Division of Medical Assistance
Phone: +1 919 855 4260
Fax: +19197154715
Email: Nancy.Henley(dhhs.nc.çov


John Stancil
Pharmacy Director
N.C. Division of Medical Assistance
Phone: +1 919 855 4300
Fax: +1 919 755-1255
Email: John.Stancilcdhhs.nc.gov


MERCER 97







EVALUATION AND PLANNING SERVICES FOR THE
POTENTIAL EXPANSION OF THE MEDICAID MANAGED NEVADA
CARE ORGANIZATION PROGRAM DEPARTMENT OF HEALTH AND HUMAN SERVICES
REQUEST FOR PROPOSALS (RFP) 2103 DIVISION OF HEALTH CARE FINANCING AND POLICY


PROPOSED STAFF RESUME FOR RFP 2103
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff


Company Name Submitting Proposal: Mercer Health & Benefits LLC


Check the appropriate box as to whether the proposed individual is
prime contractor staff or subcontractor staff


Contractor: X Subcontractor:


The following information requested pertains to the individual being proposed for this pro ect.


Name Maija Welton Key Personnel:
Yes


. (YesiNo)


Individual’s Title: Associate


# of Years in Classification: I # of Years with Firm:


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE
Information should include a brief summary of the proposed individual’s professional experience.


Maija is an Associate with Mercer. Maija has neatly seven yeats of health policy experience.


Since joining Mercer in January 2015, she has contributed to a number of projects including Medicaid
expansion, compliance with new federal requirements on home and community based services, emergency
department diversion programs, and development of health homes.


From April 2009 to January 2015, Maija was the health care advisor to Congressman Joe Courtney (CT-02), a
House member with committee jurisdiction over the Affordable Care Act. In that role, she was the lead author
and face for all health policy related communications for the Congressman, including in-person meetings with
local and national advocacy groups, updates to the Congressman’s website and Facebook pages, newsletters,
press releases, letters to House and Senate leadership, letters to the Administration, opinion editorials,
constituent mail, and updates to local and national stakeholders on the Congressman’s accomplishments.


RELEVANT EXPERIENCE
Information required should include: timeframe, company name, company location, position title held during


the term of the contract/project and details of contract/project.


January 2015 — Present, Mercer, Phoenix, Associate
• Major components of two Medicaid-related policy manuals.
• A policy paper on Medicaid organ transplant coverage.
• A policy paper on emergency department diversion programs.
• SHIP communication plan and communication material.
• Stakeholder engagement plan and materials.
• A 191 5(b)(4) waiver.
• A state self-assessment redraft for the federal Home and Community Based Services (HCBS) rule.
• Research on Medicare enrollment of Medicaid beneficiaries, MLTSS contracts, and D-SNP contract.
• Summary of federal sanctions for managed care contract violations.
• Summary of state regulations on accountable care organizations.


MERCER 98







EVALUATION AND PLANNING SERVICES FOR THE
POTENTIAL EXPANSION OF THE MEDICAID MANAGED NEVADA
CARE ORGANIZATION PROGRAM DEPARTMENT OF HEALTH AND HUMAN SERVICES
REQUEST FOR PROPOSALS (RFP) 2103 DIVISION OF HEALTH CARE FINANCING AND POLICY


April 2009 — January 2015, Congressman Joe Courtney (CT-02), Health Care Advisor
• Advisor to Congressman Joe Courtney during the health care reform debate, including management of


Congressman’s committee work on the House version of the Affordable Care Act. Committee work on
health reform included submission and management of two adopted amendments, preparing
amendment background papers for committee members and staff, as well as drafting press statements
and updates on amendment progress for relevant stakeholder groups.


• Drafted letter that generated support from over 200 Members of Congress in opposition to a proposed
Senate health care excise tax which helped facilitate a scaled-back Version of the tax in a final
compromise.


• Drafted opinion pieces in Congressman’s name for publication in such news outlets as the Huff/ngton
Post, Roll Call, Politico, The Hill, and USA Today.


• Initiated and ensured proper execution of Congressman’s legislation, including three health
policy-related bills: 1.) insurance restrictions on pre-existing condition exclusions; 2.) skilled nursing
facility coverage access; 3.) loan repayment for pediatric mental health providers and subspecialists.


• Recruited broad support for legislation sponsored by Congressman among other Members of
Congress, as well as industry and advocacy groups. Recruitment of support among Members of
Congress included drafting and disseminating background papers on legislation and targeted letters on
how the legislation would benefit different constituencies. Recruitment of support among industry and
advocacy groups included initiating discussions on why the legislation was relevant, drafting and
disseminating background papers on the legislation, and maintaining support through regular email
updates and in-person meetings.


August 2006 — January 2007, Congressman Jim Kolbe (AZ-02), Primary Constituent Mail Program
Manager


EDUCATION
Information required should include: institution name, city, state,


degree and/or Achievement and date completed/received.


• Bachelor’s degree in Economics, Smith College, 2006


CERTIFICATIONS
Information required should include: type of certification and date completed/received.


N/A


REFERENCES
A minimum of three (3) references are required, including name, title, organization, phone number, fax number


and email address.


Neil McKiernan
Chief of Staff
Office of Congressman Joe Courtney
Phone: +1 202 225 2076
Fax: +1 202 225 4977
Email: Neil.mckiernanmail.house.qov


Jason Gross
Former Chief of Staff
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Office of Congressman Joe Courtney
Executive Director, U.S. Global Leadership Coalition
Phone: +1 202 730 4171
Fax: +1 202 689 8910
Email: jqross(usglc.orq


David Sitcovsky
Legislative Director
Office of Congressman John Larson
Phone: +1 202 225 2265
Fax: +1 202 225 1031
Email: David.sitcovskytmail.house.gov
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Tab IX
Tab IX: Other Informational Material


Vendors must include any other applicable reference material in this section Clearly CO55


referenced with the proposal.


Mercer is not submitting any additional information.


MERCER 101







I\/I E R E R Mercer Health & Benefits LLC
2325 E. Camelback Road, Suite 600
Phoenix, AZ 85016








 
 


NEVADA DEPARTMENT OF 


HEALTH AND HUMAN SERVICES 
Division of Health Care Financing and Policy 


 
Evaluation and Planning Services for the Potential Expansion 


of the Medicaid Managed Care Organization Program 


RFP No. 2103 


Part II: Cost Proposal 


February 19, 2016 







 
RFP No. 2103 


  February 19, 2016 


www.mslc.com  page 2  


TITLE  


PAGE 


Title Page (Tab1/RFP Section 9.4.3.1) 


Part II – Cost Proposal  


RFP Title: Evaluation and Planning Services for the Potential Expansion of the 
Medicaid Managed Care Organization Program 


RFP: 2103 


Vendor Name: Myers and Stauffer LC 


Address: 133 Peachtree Street, NE 
Suite 3150 
Atlanta, Georgia 30303 


Opening Date: February 19, 2016 


Opening Time: 2:00pm 







 
RFP No. 2103 


  February 19, 2016 


www.mslc.com  page 3  


COST 


PROPOSAL  


Cost Proposal (Tab II/RFP Section 9.4.3.2) 


 







 
RFP No. 2103 


  February 19, 2016 


www.mslc.com  page 4  


COST 


PROPOSAL  







 
RFP No. 2103 


  February 19, 2016 


www.mslc.com  page 5  


COST 


PROPOSAL  







 
RFP No. 2103 


  February 19, 2016 


www.mslc.com  page 6  


COST 


PROPOSAL  







 
RFP No. 2103 


  February 19, 2016 


www.mslc.com  page 7  


COST PROPOSAL 


CERTIFICATION  


Attachment I: Cost Proposal Certification 
(Tab III/RFP Section 9.4.3.3) 


  







 
RFP No. 2103 


  February 19, 2016 


www.mslc.com  page 8  


COST PROPOSAL 


CERTIFICATION  


 








 
 


NEVADA DEPARTMENT OF 
HEALTH AND HUMAN SERVICES 
Division of Health Care Financing and Policy 


 Evaluation and Planning Services for the Potential Expansion of the Medicaid Managed Care Organization Program RFP No. 2103 Part IA: Technical Proposal February 19, 2016 







 


 


 


February 19, 2016 


 


Ms. Annette Morfin, Purchasing Officer 
State of Nevada, Purchasing Division  
515 E. Musser Street, Suite 300 
Carson City, Nevada 89701 


Dear Ms. Morfin and members of the Evaluation Committee:  


Myers and Stauffer LC is very pleased to present our proposal for Evaluation and Planning 
Services for the Potential Expansion of the Medicaid Managed Care Organization Program for the 
Nevada Department of Health and Human Services, Division of Health Care, Financing and 
Policy (DHCFP or the Division). 


At Myers and Stauffer, we know that it takes a continuous effort to stay current on the latest 
issues and trends affecting health care. We have more than 700 professionals who work full time 
exclusively with state and federal health care programs. Our extensive experience in managed 
care, bolstered by our depth of resources and commitment to client service, makes us the ideal 
organization to serve you. A sampling of qualities that sets us apart from the competition 
includes: 


 Managed Care Organization (MCO) Expertise. We are currently assisting Medicaid 
programs with MCO program review, audit and monitoring activities. These efforts are 
designed to assist our Medicaid agency clients in realizing the goals and objectives for 
their managed care programs and to ensure that MCO contractors are being paid in 
accordance with their contracts. We have also performed MCO monitoring activities to 
ensure Medicaid recipients have access to needed health care services and that our 
Medicaid agency clients have prompt access to the data they need to manage these 
critical health care programs. 


 Proven Track Record. Myers and Stauffer has been successfully working with local, 
state and federal health care agencies for 39 years and with Nevada health care 
agencies for more than 11 years. We continually invest our efforts in the state of Nevada 
and in our professional relationships with all of our state and federal clients. We have a 
national reputation for delivering high-quality and timely services in a manner that meets 
and often exceeds expectations. Our understanding of Medicaid agency needs and 
challenges will bring the DHCFP not only a unique perspective on the important issues 
but also potential solutions and/or options that fit within the context of the DHCFP’s 
overall goals and objectives.  


.
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 In-depth Knowledge of State and National Health Care Environment. We maintain 
dialogues with Centers for Medicare & Medicaid Services (CMS) executives, state 
Medicaid officials and industry leaders across the nation in order to provide our clients 
with guidance and assistance in a manner that other firms simply cannot match. We also 
closely monitor the activities of state and national health care regulatory environments 
regarding Medicaid compliance matters to keep a current knowledge base of legislative 
and regulatory issues relevant to the DHCFP and this project. Many of our professionals 
contribute first-hand experience from prior employment with CMS, state Medicaid 
programs and health plans. 


 Knowledge of the Division’s Operations. We have worked effectively with the DHCFP 
on various projects and have established solid working relationships throughout the 
agency. Our historical and current work with the Division ensures that we understand the 
Nevada-specific environment, including challenges as well as opportunities. Through this 
work, we have learned invaluable lessons that can only be gained through direct 
experience. 


 Unmatched Team of Professionals. Myers and Stauffer offers a multi-disciplinary team 
of professionals to our engagements. We combine experience, education, training and 
subject-matter expertise that yields policy experts, informaticists, pharmacists, medical 
doctors, registered nurses (RN), certified coders, former nursing home employees, 
former hospital accountants, former Medicare intermediary auditors, former state 
Medicaid Surveillance and Utilization Review (SUR) coordinators, certified public 
accountants (CPA), and certified fraud examiners (CFEs). Our team members dedicate 
their careers to health care improvement and compliance through continued 
engagements with a constantly growing knowledge base that best serves our state 
agency clients. This extensive and diversified background allows Myers and Stauffer to 
provide Nevada with experienced professionals who truly understand the needs and 
objectives of the state. It also enables us to draw upon different skills and experiences as 
circumstances may evolve over the course of a project. 


 Excellent Oversight and Proactive Leadership. The DHCFP will benefit from hands-on 
service by our team’s senior professionals. We can provide this level of service because 
our partner-to-staff ratio is similar to smaller firms — allowing our senior level 
professionals to be involved and immediately available throughout the entire client 
service process. Our approach ensures that all members of the engagement team will 
stay abreast of key issues at the DHCFP and take an active role in addressing them.  


 Cost Effectiveness. Because of our utilization of experienced professionals, we are 
capable of providing services efficiently without sacrificing quality. We have competitively 
priced our proposal using staff assignments that we believe to be the most efficient and 
effective based on our first-hand experience dealing with the services outlined in the 
Request for Proposal (RFP). Our rates reflect the unsurpassed quality of the specialized 
staff members who we recruit, train, retain and continually educate in order to provide the 
DHCFP with the best service possible.  
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 Flexibility. Myers and Stauffer is large enough to meet any client’s needs, yet it is 
structured in a manner that allows our professionals to have the flexibility to design 
customized solutions. In addition, our focus on quality while also investing in technology 
solutions designed for efficiency have proven to be a valuable combination for our clients. 
Because Myers and Stauffer has a 39-year history of producing quality work and 
maintaining a culture of integrity, we are able to balance the profitability of our firm with 
affordability for our clients. 


In conclusion, it is our most sincere hope that our proposal clearly indicates that Myers and 
Stauffer is uniquely qualified and eager to provide you with not only services that meet the 
specifications of the RFP, but also the insight, information and open communication that will 
benefit the DHCFP. If you require additional information or would like a presentation of our 
capabilities, please contact me at JDubberly@mslc.com or 404.524.9519. We look forward to 
working with the Division to evaluate and plan for the potential expansion of the Nevada Medicaid 
MCO program. 


Sincerely,  


 


Jerry Dubberly, PharmD, MBA 
Principal 
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Attachment C: Vendor Certifications (C) 
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Attachment J: Certification Regarding Lobbying (D) 
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Vendor Licensing Agreements and/or Use of Hardware/Software 
Maintenance Agreements (E) 


We do not have any licensing/maintenance agreements that are necessary for this 
engagement. 
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Certifications and Licenses (F) 


Myers and Stauffer is a licensed business entity (#NV20001070243/#LLC6923-2000) in the 
state of Nevada, as well as a licensed CPA firm (#LLC-0346). In addition, many of our staff 
members possess certifications supporting their health care, accounting and consulting 
expertise. We will maintain these and any other appropriate licenses and certifications 
required to provide the requested services. Copies of individual licenses are available 
upon request. 
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Attachment B: Technical Proposal 
Certification of Compliance with Terms 
and Conditions (Tab V/RFP Section 9.2.3.5) 
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Section 3 – Scope of Work (Tab VI/RFP Section 9.2.3.6) 


Recommendations to Strengthen Current Medicaid Program (3.1) 


 
Recommendations to Division Oversight (3.1.1) 
Recommend revisions to strengthen and improve the Division’s oversight, recommendations 
must comply with federal and state requirements. 


Myers and Stauffer will conduct a review of the current Nevada MCO program and make 
recommendations consistent with federal and state requirements for strengthening and 
improving the program with a particular emphasis on the Division’s MCO oversight.  


We understand the need to ensure that the MCO contracts are written with clear 
performance requirements and that the organizations are adhering to contractual 
arrangements and delivering high quality services. Further, we will assess the Division’s 
current and needed staffing as well as its internal monitoring and oversight processes and 
procedures to identify any recommended improvements.  


We have been assisting states in monitoring their managed care programs since 2004. 
This body of work has enabled us to develop a program of “best practices” to assist 
Nevada in its desire for a comprehensive managed care monitoring program. Our 
recommendations to design a best practices program for Nevada will leverage this 
experience.  


Specific Approach 
Using our considerable experience and expertise with managed care, Myers and Stauffer 
has developed a best practices approach to address implementation and operational 
issues over ten key areas of a state’s managed care operation which we will utilize in our 
review of the current MCO program’s oversight and making recommendations for 
improvement. These include: 


1. Initial planning, implementation or renewal of managed care contracts. 


2. MCO contract compliance and operational performance requirements. 


o Program effectiveness, monitoring access to services, and cost 
effectiveness. 


o Health plan contract performance and compliance monitoring. 


o MCO payment monitoring. 


o Provider payment monitoring. 


3.1. Review the current Medicaid MCO Program and make recommendations for 
improvement.
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3. Managed care benefit coverage and program evaluation. 


4. Quality and health outcomes. 


5. Recipient and provider satisfaction. 


6. Financial performance.  


7. Leveraging innovative federal funding opportunities. 


8. Payment to MCOs. 


9. Payment to providers. 


10. Guarding against fraud, waste and abuse. 


Develop a Plan for Reviews to Ensure MCOs are Complying with Contractual 
Requirements  
We will recommend a plan to ensure the MCOs are following contract requirements and 
providing Nevada enrollees with the 
services expected. Through our 
extensive experience, we are familiar 
with areas that are traditionally 
vulnerable to poor performance. We also 
understand the institutional practices of 
MCOs are not always sufficient for a 
government-sponsored health care 
program. We will analyze the 
performance and compliance processes 
to monitor MCOs, and address contract 
non-compliance and poor performance. 
Our recommendations will be directed to 
identifying and reducing performance, 
compliance and financial risks for the 
Nevada Medicaid program. 


Best Practices in Monitoring MCO Accountability 
By assisting Nevada in improving its MCO monitoring and oversight activities and holding 
the MCOs accountable for compliance with their state contracts, we will help you to meet 
your fiscal responsibility to control costs. In addition, we will also ensure program 
performance compliance with contracts that benefit one of the most vulnerable 
populations in the state and are generally some of the largest third-party contracts entered 
into by the state. In addition to prudent management of the Medicaid managed care 
program for contracts, state procurement regulations generally require the contracts to be 
monitored and managed closely for compliance. 
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The most comprehensive monitoring programs utilized by states are based on three 
essential basic principles: 


 Clear contractual requirements. 


 Regular submission and analysis of MCO financial and utilization data. 


 Implementation of a robust monitoring and feedback program that focuses on 
risks.  


Myers and Stauffer will review program management materials that are often developed to 
supplement and guide the daily operations of contract monitoring and oversight. These 
may include, but not be limited to, operational manuals, reporting manuals and evaluation 
reports. We will include those that impact materially our assessment procedures and 
account for them in the development of recommendations.  


Recommendations to MCO Contract (3.1.2) 
Recommend revisions to the MCO contract as it relates to improving program oversight and 
compliance. 


Myers and Stauffer will review the MCO contracts from a risk perspective. This review will 
consider risks that include, but may not be limited to: 


 Financial risks.  


 Service risks.  


 Business risks.  


 Systems risks. 


In order for the state to implement a comprehensive monitoring program, it is essential 
that the DHCFP establish clear criteria for performance expectations and in its contracts 
with MCOs. Without clear contractual performance requirements, states are not able to 
compel MCOs to comply with desired performance standards. After our review of the 
current MCO contracts and other data and reports related to the Nevada MCOs’ 
performance, Myers and Stauffer will make recommendations to clearly define/describe 
requirements of the MCO, to strengthen the DHCFP’s ability to monitor performance and 
hold MCOs accountable, and to reduce risks to the state. In addition, we will identify the 
processes and procedures necessary for on-going monitoring by the DHCFP.  
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Recommendations to Contract Terms and Payment Structure (3.1.3) 
Recommend revisions to contract terms and payment structure to incentivize MCO vendors to 
reduce costs through pay for performance measures. 


Myers and Stauffer will coordinate our experience and expertise in consulting with states 
on Medicaid with our knowledge of effective managed care monitoring programs to 
recommend alternative financial models that incentivize MCOs based on cost effective 
resource utilization and quality of care. We will draw from and make recommendations 
based on our experience developing the Nevada State Health System Innovation Plan’s 
(SHSIP) strategic roadmap which includes the state’s approach to moving to value-based 
purchasing and contracting. In addition, Myers and Stauffer is currently assisting several 
states with the development, operations and oversight of such value-based incentive 
payment programs and will provide recommended revisions to current MCO contracts — 
including the incorporation of pay for performance measures — in line with national best 
practices and the readiness of the Nevada provider community. 


Assistance in Communicating Potential MCO Expansion (3.2) 


 
Basis and Approach for Recommendations (3.2.1 and 3.2.2) 
Recommendations may be based on population, geographical location and/or services such as 
Long Term Support Services. Recommendations may be a phase in approach to limit financial 
cash flow concerns and/or adverse impact. 


Myers and Stauffer is uniquely qualified to assist state staff in preparing recommendations 
regarding MCO expansion based on our comprehensive understanding of the Nevada 
health care system as developed through our support of the Nevada State Innovation 
Model (SIM) Design grant. Through this process, we thoroughly researched the health care 
system in the state and proposed custom solutions for reforming the payment and 
delivery system to meet Nevada’s goals of increasing access to high-quality, outcomes-
driven, cost-effective care to all residents. As illustrated on the following page, we have 
also developed a unique understanding of the needs of rural communities, populations, 
and delivery systems in the state through regular stakeholder engagement and in-person 
listening sessions.  


  


3.2. Assist state staff in providing recommendations to executive staff and the 
Nevada Legislature regarding the potential MCO expansion.
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Our assistance on this project will also include a review of Nevada’s experience with 
transitioning to managed care through review of the available data, literature review, and 
key informant interviews. Also, we will assist Division staff with a review of the success of 
historical MCO quality improvement projects and provide suggestions regarding 
contractually required new short and longer term quality improvement projects that 
should be incorporated with a managed care expansion. Our recommendations will also 
consider the inclusion of patient-centered medical homes, Medicaid health homes, super-
utilizer programs, and other features highlighted in the Nevada SHSIP that the state may 
wish to include in an expanded Nevada MCO program.  


We have extensive experience with state claims systems, CMS 64 reporting, and 
intergovernmental transfer of funds (IGT) and certified public expenditures (CPE) data. We 
also regularly work with state actuaries to establish financial modeling and rate-setting for 
our state Medicaid clients. This experience will allow us to rapidly consume the data 
already compiled by the state to support this analysis. We will also review the available 
data to determine the impact of “natural experiments” in Nevada, such as the withdrawal 
of Health Care Partners of Nevada from Amerigroup Community Care in 2015. Additionally, 
we recommend that the DHCFP continue to conduct public community meetings in 
potentially impacted counties to discuss managed care model options and receive input 
from the stakeholders about the geography of Nevada’s rural areas and how it impacts 
access to services.  


In addition, we will assist Division staff in preparing recommendations in the form of a 
report and presentation targeted for the executive staff and state legislature based on the 
cost benefit analysis findings. The report will provide detailed justification to support the 
selected recommendation on behalf of the DHCFP and briefly discuss the other options 
that were considered and the criteria under which they were ruled out of consideration.  


Myers and Stauffer will also assist the state in considering the federal funding authorities 
— including state plan amendments (SPA), Section 1115 or 1915 waiver authorities — that 
will be needed to pursue potential expansion. Finally, Myers and Stauffer will provide 
recommendations for compliance with the CMS Medicaid and Children’s Health Insurance 
Program (CHIP) Managed Care Proposed Rule (CMS-2390) under any potential MCO 
expansion option. 


Cost Benefit Analysis (3.2.3) 
With assistance from state staff recommendation(s) must contain a cost benefit analysis which 
includes the potential loss of revenue to state agencies as well as Intergovernmental Transfer of 
Funds, Certified Public Expenditures and drug rebates. 


Myers and Stauffer will support and advise the DHCFP’s efforts to develop a cost benefit 
analysis (CBA) of various MCO expansion permutations, varied by the geographical 
location, population, and timing of the potential expansion. First, Myers and Stauffer will 
work with state staff to determine the appropriate and acceptable options within each 
expansion category. Second, we will leverage the activities described in Section 3.3 
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(Impact of MCO Expansion) and Section 3.6 (Potential Loss of Revenue) to form the basis 
of the CBA. 


Leveraging our existing knowledge of the Nevada managed care environment, we will 
assist the DHCFP in its approach to review the MCO expansion options available through 
a CBA and assess the expected impact on state agency revenue, beneficiary access to 
care, quality of care delivery, utilization patterns, and potential adverse impacts. This 
analysis is recommended to include multiple sources to project expected impact, 
including the state’s available Medicaid data and financial analyses and available data on 
the impact of MCO expansion in neighboring and comparative states. For example, 
California introduced mandatory enrollment for rural counties and optional enrollment for 
the aged, blind and disabled (ABD) population in 2013 and subsequently mandated 
enrollment for the ABD population in rural counties in 2014. The experience in California 
and other states that have implemented phased approaches to expanding managed care 
to the ABD population and rural areas will provide a basis for projecting impact in Nevada.  


The CBA recommendation will involve both a quantitative and qualitative analysis. The 
quantitative portion shall enumerate expected changes in revenue to the state agency 
compared to benefits in terms of expected changes in state agency expenditures based on 
available state data. The qualitative portion will consider positive or adverse impact on 
Medicaid beneficiaries, providers, and the state associated with the available expansion 
permutations.  


The following tables recommend an initial set of input options available within each 
expansion category and define the output areas of financial cost and benefit to be 
projected based on the simulation. 
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Expansion Options 


Expansion Category Available Options 


Category 1  


Population/Coverage 
Groups 


• All Medicaid Recipients  
• Aged, Blind, Disabled Medicaid Recipients 
• Dual-Eligible Medicaid-Medicare Recipients 
• Long Term Support Service Recipients 
• High Cost, High Need Recipients 
• Other Mandatory and Optional Coverage Groups 


Category 2  


Geography 


• Current Managed Care Counties: Washoe, Clark  
• All Counties excluding Washoe, Clark 
• All Counties 
• Select Counties/Geographic Areas, based on rural and 


urban definitions: 


 Rural-Urban Community Areas1: Carson City, 
Douglas, Lyon, Storey 


 Metro Counties2: Storey, Carson City 
 Census Urban Clusters (>2500) or Urbanized 


Areas (>50,000)3 within Carson City, Douglas, 
Lyon, Churchill, Elko, and Nye Counties 


Category 3  


MCO Contract Terms 


• Increase number of managed care plans 
• Allow exclusive health plan contracts in certain 


geographic areas 
• Require managed care plans to also qualify as Medicare 


managed-care plans 
• Incorporate pay for performance contract terms 


Category 4 


Phased Approaches 


• Optional to Mandatory Enrollment 
• By Population (i.e. Beneficiary Category) 
• By County 
• By Covered Services 


  


  


                                                            
1 Economic Research Service definition  
2 Office of Management and Budget definition 
3 U.S. Census Bureau definition 
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Output Areas: Financial Cost and Benefits 


 Financial Impact Areas 


Cost 


 


• Intergovernmental transfers  
• Disproportionate Share Hospital payments  
• Upper Payment Limit payments  
• County Match program  
• Graduate Medical Education  
• School Districts 
• Provider Fees (Nursing Facility Quality Improvement 


Tax) 
• Certified Public Expenditures 
• Other  


Benefit  • State Agency Medicaid Expenditures 


 


Impact of MCO Expansion (3.3) 


 
Myers and Stauffer will assist the DHCFP in an analysis of the impact of modifying and 
potentially expanding the managed care delivery system in Nevada. We typically promote 
the consideration of stakeholder perspectives into the analysis. Such information can be 
valuable in understanding how potential changes could impact health care delivery from a 
wide array of stakeholders who have diverse health care needs socio-economic 
considerations, cultural backgrounds and other circumstances. Each stakeholder 
experiences the health care delivery system from a slightly different but important 
perspective.  


Through our work on the Nevada SIM project, Myers and Stauffer has demonstrated our 
ability to partner with the DHCFP to conduct a strong stakeholder engagement process 
and attain an understanding of the Nevada health care landscape. This level of 
understanding and commitment as well as the trust and rapport we have developed with 
Nevada stakeholders will be leveraged and continued under this engagement.  


  


3.3 With assistance from state staff, identify the potential impact of the possible 
expansion of the State Medicaid MCO Program.
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Impact to Communities (3.3.1) 
Assist state staff in identifying the potential impact to communities through the continuation of 
town hall meetings to gather public and stakeholder’s input. 


These meetings are currently being conducted by state staff; assessment of the information 
gathered and a report of the findings/results will need to be completed; and the state is open to 
any other recommendations the vendor may have in this area depending on the state’s available 
resources and timeline. 


As with our Nevada SIM work, Myers and Stauffer is ready to mobilize to assist state staff 
in the execution of the remaining scheduled town hall meetings or necessary stakeholder 
forums. These community meetings will be helpful to ensure the needs of the 
communities, referral mechanism, and community-MCO interaction expectations are 
addressed. The scope of Myers and Stauffer’s visibility and role in these meetings will be 
dictated by the DHCFP. We look forward to a discussion with you in that regard.  


Upon award, we will inventory the town hall meetings and other forums that have been 
held to gain stakeholder input. We will identify the extent of input gained and the gaps 
remaining to be gathered. We will review any additional artifacts and supporting materials.  
It may also be necessary to engage the DHCFP in discussion sessions to learn about the 
meetings conducted by the Division prior to this contract, including outcomes, action 
items, location of input received, current status, and follow up activities that may be 
planned by the DHCFP. The purpose of this review and these discussions is to ensure a 
thorough understanding of the feedback obtained prior to this contract so it can be 
appropriately considered as part of the cost benefit analysis. It also helps to minimize the 
potential of duplication of effort.  


We will use our Nevada as well as national experience to ensure stakeholder input 
appropriately reflects all parties’ perspectives and meet CMS requirements. This includes 
Nevada-specific stakeholders, key Medicaid subpopulations, sister agencies, 
providers/provider associations, consumers/advocates, etc. Recommendations regarding 
additional stakeholder engagements needed will be made to the DHCFP and supported by 
Myers and Stauffer if approved. We will make these recommendations based on 
experience in Nevada and in other states and the understanding of CMS requirements for 
stakeholder engagement. Additional stakeholder engagement forums may include town 
hall meetings or focused stakeholder groups to drill down on a particular topic such as:  


 Impact to local referral mechanisms. 


 Community agency interaction with MCOs. 


 Inter-state service and telemedicine access. 


 Local hospital payment and support. 


We will draw from our national experience and expertise to inform the Division of potential 
impacts of managed care changes and possible expansion. Our experience working in 46 
states has given us unique insight into best practices as well as design and decision 
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points that have resulted in suboptimal outcomes in other states. We will add to our first-
hand experience by conducting a review of national best practices and other reference 
materials.  


Opportunities to collect input and feedback electronically will be evaluated and 
recommended to the DHCFP. This will allow the state to receive electronic feedback from 
the general public regardless of ability to physically attend the town hall meetings, which 
is in line with CMS expectations. 


In summary, we will assist the DHCFP efforts to gather, synthesize, and compile the 
stakeholder feedback obtained through all of these various avenues in a user-friendly 
format to facilitate the DHCFP review and decision making.  


Impact on Recipients (3.3.2) 
With assistance from state staff identify the potential impact to recipients, data regarding MCO 
adequacy of providers and access to care in Nevada is available. 


Myers and Stauffer will assist the DHCFP to identify the potential impact of possible 
expansion of the Nevada Medicaid managed care program to recipients. We will also 
assist the state in evaluating data regarding MCO provider network adequacy and assess 
true access to care. Further, we will support a review of the current processes and 
procedures used by the DHCFP to 
evaluate network adequacy and access 
and make recommendations for 
improvements if any are identified. We 
will leverage existing reports such as the 
Health Services Advisory Group’s 2015 
external quality review technical report 
published in October 2015 to assess 
current issues and opportunities 
affecting recipients and access to care.  


Geographically, Nevada is the seventh 
largest state in the United States, 
covering 110,567 square miles. Nevada, 
however, is only the 35th most populous 
state with fewer people residing in a 
much larger geographical area than the 
majority of other states.4 Nevada currently reports 11 counties that are frontier Health 
Professional Shortage Areas (HPSA). The rural and frontier nature of much of Nevada 
creates a challenge in ensuring sufficient recipient access to care.  


                                                            
4 Ibid. 







 
RFP No. 2103 


  February 19, 2016 


www.mslc.com  page 28  


SCOPE OF  
WORK  


We understand that at the center of the health care delivery system is a recipient. 
Expansion or modification to the existing Nevada Medicaid managed care program 
requires the recipient-focused understanding. To accomplish this, we will utilize feedback 
obtained from recipients, advocates, providers, and other stakeholders during the 
stakeholder engagement process. This feedback will be evaluated to identify concerns and 
issues faced by recipients participating in the existing MCO program as well as feedback 
from individuals who may be impacted by future expansion of the program. We will assist 
the DHCFP in reviewing alternative models and expansion options through the recipient’s 
lens by considering access, quality, and recipient experience.  


For the existing MCO operations, we will review and assess network adequacy as detailed 
in the Health Services Advisory Group’s provider network access report published in July 
2015. Reports from the plans, the external quality review organization (EQRO) technical 
report, the DHCFP, and any audit results the Division may have as part of its current 
oversight activities will also be used to determine current state and project impact on 
recipient access to care. Myers and Stauffer’s perspective is that access to care is more 
than “points on a map.” We understand that a provider listed in the plan’s directory does 
not automatically mean the provider is accepting new patients or can offer appointments 
in a timely manner. Therefore, we will make recommendations that look beyond provider 
contract and network directories. During our review, we also will evaluate the current 
mechanisms the DHCFP uses to ensure network adequacy. We will offer any 
recommended improvements in the network adequacy review procedure to be used by the 
DHCFP in the future as a part of the recommendations report. If additional data points or 
data are needed from the MCOs, we will offer suggested revised contractual requirements 
and RFP language aimed at ensuring the DHCFP receives all necessary data to evaluate 
network adequacy and conduct appropriate oversight of recipient access.  


In support of the activities described in Section 3.7: MCO Vendor Procurement, we will 
also utilize the current network adequacy and opportunities for improvement to 
recommend contractual access standards for the DHCFP to consider and include in the 
resulting RFP and future MCO contracts. Inclusion in the MCO contracts will give the 
Division an opportunity to improve accountability by linking the option to assess 
liquidated damages to MCO opportunities for improvement to ensure proper access for 
the recipients enrolled in its plan. Given the rural and frontier areas of the state, we will 
recommend that the DHCFP consider alternative measures of traditional access. During 
Myers and Stauffer’s community meeting process during the Nevada SIM project, we 
learned that accessing a physician or health care provider in these rural and frontier areas 
is sometimes simply not feasible. Therefore, alternative models such as telemedicine that 
promote access may need to be considered. Further, the use of alternative health care 
providers such as community paramedics who work in concert with the patient’s medical 
home may need to be considered.  
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Impact on Providers (3.3.3) 
Identify the potential impact to providers. 


Myers and Stauffer will use information obtained through the public comment opportunity, 
town hall meetings, other stakeholder meetings, as well as through electronic 
submissions to identify the provider concerns and potential impact associated with MCO 
expansion. Outside of specific provider concerns raised, Myers and Stauffer will leverage 
our national presence and expertise to identify and assess other potential provider impact 
due to changes or expansion to the MCO program. At a minimum, our review will consider 
these impacts from an administrative, policy, and fiscal impact perspective and ultimately 
how those influence health outcomes. Administrative requirements such as prior 
authorization or policy requirements surrounding enhanced care management, are 
examples of activities that affect providers but are not direct patient care services. 


As necessary, we recommend convening provider workgroups to talk through these 
concerns and discuss potential MCO contractual requirements that will address or 
mitigate these concerns. We have found that involving providers in the design of the 
program and development of contractual requirements has resulted in smoother 
implementation and better operations and outcomes.  


In its SHSIP, Nevada has expressed a strategic desire to move toward value-based 
purchasing (VBP) and improving the value received for health care expenditures. To this 
end, the impact of a movement to VBP through the MCO contracts must be considered 
and appropriate guiding principles included. Nevada providers have spoken regarding 
their interest in moving to a VBP payment system that progresses from payment for 
participation/infrastructure development to payment for reporting to payment for 
outcomes. Nevada providers have also expressed an interest in shared savings models as 
well as bundled payments for certain episodes of care. The updated MCO approach must 
consider VBP and the provider perspective as well as the infrastructure providers have 
voiced must accompany their increased accountability for outcomes. Specifically, a VBP 
strategy that recognizes where the providers are along this continuum as well as the 
necessary health information technology advancements must be adopted.  


Nevada stakeholders and the DHCFP have expressed an interest through the Nevada SIM 
project to move toward a patient centered medical home (PCMH) model. Myers and 
Stauffer will assist the state in reviewing the opportunities to assess the inclusion of 
PCMH requirements in the resulting MCO contracts and the impact that such a model will 
have on the provider community. Specifically, we have heard directly from providers 
regarding some of the obstacles in PCMH recognition or achieving a PCMH-like practice 
environment. The level of support and technical assistance that is needed to achieve 
either of these models is something that will greatly impact providers. Should the DHCFP 
choose to include PCMH in the MCO expansion effort, Myers and Stauffer will assist in 
determining the impact to providers, as well as contractual requirements needed to 
require the MCOs to support provider practice transformation. 
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Impact on Local Government (3.3.4) 
With assistance from state staff, identify the potential impact to local government as it relates to 
reimbursement for administrative and medical services. 


Myers and Stauffer and state staff will research and inventory programs, policies, and 
fiscal arrangements that stand to impact local governments through modification or 
expansion of the Nevada Medicaid MCO program. The administrative and financing 
mechanisms used to administer the Medicaid program often involve complex financial 
arrangements with local governments. Disruption of these arrangements without 
thoughtful alternative planning can negatively impact access and care delivery. Further, 
cash flow disruptions to these local government entities have a very real budget impact as 
well. We will assist in determining a baseline assessment of these programs using data of 
current state expenditures made to each state and local government provider and 
utilization data so that projections can be made as a part of the overall cost benefit 
analysis. Additionally, we will leverage our 39 years of Medicaid financing expertise and 
experience to identify, evaluate, and to the extent possible under the federal requirements 
offer strategies to protect these arrangements.  


Impact on Native American Tribes (3.3.5) 
With assistance from state staff, identify the potential impact to Native American tribes. 


Myers and Stauffer is familiar with the Nevada Tribal Health Clinics and Centers that Indian 
Health Services operates in Nevada. These facilities provide services to an estimated tribal 
population of 22,900.5 We will coordinate with the DHCFP Tribal Liaison to solicit 
comments regarding the impact of MCO changes and possible expansion on the Native 
American population.  


We understand the federal requirements and provisions regarding the delivery of health 
care services to Native Americans in an MCO setting. We understand that Medicaid MCO 
participation is optional for Native Americans absent waiver authority under an 1115, 
1915(b), or even a 1932(a). Further, mandatory inclusion of the Native American population 
in a risk-based managed care program requires strong collaboration and consultation with 
federally recognized tribes, Indian health programs, and other Indian health organizations 
prior to submission of any waiver application. Ensuring a sufficient network of Indian 
health providers available to Native Americans to provide timely access to care must also 
be provided in an MCO environment. We also understand the importance to considering 
the Government Performance and Results Act (GPRA) of 1993. GPRA seeks to improve 
program outcomes within federal agencies and calls for the collection and reporting of 
clinical outcome measures. Currently, GPRA calls for Indian Health Services reporting on 
22 measures across six different domains. Myers and Stauffer understands these and 
numerous other unique considerations that must be incorporated into the evaluation, any 
recommendations to the DHCFP, and inclusion in the MCO RFP and the updated MCO 
contracts.  
                                                            
5 UNSOM, Nevada State Office of Rural Health. "Nevada Rural and Frontier Data Book – Seventh Edition," 2015. 
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If directed by the state, we will participate in meetings with the Native American 
representation consistent with the Tribal Consultation process and by first drafting a 
Tribal Notification Letter on behalf of the state and then holding a special consultation 
session. Engaging Indian Health Services, the Inter-Tribal Council of Nevada, and other 
such organizations will be critical to understanding the Native American perspective. 
Nationally, there have been examples where Native Americans report Medicaid MCO 
programs do not honor their rights and often results in disruption in the delivery of health 
care services. If Nevada’s Native American population is to be impacted in any way, this 
MCO evaluation process must include strong Native American input and consideration to 
promote success.  


Impact on State Agencies (3.3.6) 
With assistance from state staff, identify the potential impact to state agencies that provide 
billable administrative and medical services such as potential downsizing of staff, etc. 


The Divisions of Public and Behavioral Health, Aging Services, Child and Family Services, 
Welfare and Supportive Services, and the Department of Education are just a few of the 
state agencies that stand to be impacted by changes or expansion of the Medicaid MCO 
program. Some of these agencies provide direct medical services to Medicaid and CHIP 
recipients while others may perform administrative functions to support these programs. 
Much like the potential impacts to local governments, state agencies’ budgets and 
interdependent programs rely on the funding from these services.  


Myers and Stauffer will assist state staff in its review to assess the functions performed by 
each of these entities. Some of the questions that will be applied to those situations 
during this assessment will include: 


 Can the services be continued under federal requirements as currently delivered? 


 Can the services be delivered more effectively or efficiently through an MCO 
contract or by the state agency? 


 Does segregating the service from an MCO contract stand to lessen the ability of 
the MCO to deliver the most coordinate care and achieve the highest level of 
outcomes?  


 What is the fiscal impact to the envisioned modifications? 


The impact on state agencies will be identified and incorporated into the cost benefit 
analysis and recommendations report. This analysis will include the agencies and 
programs affected, potential fiscal impact to the agency, and impact to state staff levels 
devoted to these programs. Myers and Stauffer will use our national experience and 
research publicly available information regarding how other states have been affected 
during a similar transition. We also will offer approaches that those states may have used 
to mitigate these issues to determine the applicability of that solution to Nevada.  
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Other Potential Impacts (3.3.7) 
Report any potential impact the state may not be aware of and should consider based on the 
vendor’s experience and/or knowledge of other states’ MCO expansion. 


Myers and Stauffer brings 39 years of experience and diverse staffing expertise serving 
Medicaid programs across the country. Our staff has extensive experience in designing, 
implementing, operating, monitoring, and evaluating Medicaid MCO programs. Also, we 
have former state Medicaid and CMS staff as part of the Myers and Stauffer team. We will 
use this experience and expertise along with our ongoing review and research of federal 
requirements and national best practices to inform the DHCFP throughout this project.  


As part of the Myers and Stauffer offering, we will leverage our experience and contacts in 
other states. At the request of the DHCFP, we will request and facilitate discussions with 
other states that have made managed care expansion transitions such as what Nevada 
undertakes. Often, a conversation with another state and hearing first hand their 
experiences and the impact to sister agencies’ staffing, funding, and business operation is 
helpful to states moving in the same direction.  


Leveraging Existing Resources (3.4) 


 
Myers and Stauffer has assisted several states in establishing new programs to account 
for the loss of existing enhanced payments and supplemental payments under managed 
care. We led CMS negotiations and operate a Delivery System Reform Incentive Payment 
Program (DSRIP) under Section 1115 waiver authority for New Jersey, which replaced the 
upper payment limit (UPL) payments to hospitals. In addition to the current resources 
described below, we will also make recommendations for programs such as DSRIP that 
may supplement lost revenue. 


Certified Public Expenditures (3.4.1) 
Certified Public Expenditures. 


We will utilize our experience in other states and our deep understanding of the 
mechanics of CPE programs to make recommendations for maximizing revenue under 
CPE programs under MCO expansion as a part of the recommendations report. We have 
assisted several states in modeling and implementing various financing mechanisms such 
as CPE programs, IGT programs, and provider tax programs, including within a managed 
care expansion.  


CPE programs can be a valuable tool in managing the state’s Medicaid program and 
maximizing federal participation. As defined in 42 CFR 433.51, public funds may be used 
as the state share in claiming federal financial participation (FFP)if they meet the criteria 


3.4.With assistance from state staff identify ways to leverage existing resources 
if MCO expansion occurs.
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specified in this section of the regulation. If the CPEs are obtained from public health care 
providers, those entities must certify that they have expenditures eligible for FFP at or 
above the level of their CPE certification. 


In recent years, CMS has been requiring Medicaid programs to demonstrate that CPEs 
contributed from public health care providers are appropriate for federal match. This is 
accomplished by measuring the public health care provider’s costs of Medicaid services 
to show that sufficient costs are available for proper certification. These cost 
reconciliations must be performed to demonstrate that sufficient Medicaid costs were 
incurred by the provider to support the CPE federal claim. To identify the Medicaid costs 
incurred, states are required to use the health care provider’s Medicare cost report, and 
develop cost findings using Medicaid paid claims data from the state. 


Intergovernmental Transfer of Funds (3.4.2) 
Intergovernmental Transfer of Funds.  


We have extensive experience working with state clients and CMS in designing and 
implementing programs that achieve state policy and program financing objectives, as 
well as comply with federal requirements. We will bring together our knowledge of 
Medicaid managed care with Medicaid funding techniques to make recommendations for 
maximizing federal match through IGT programs under MCO expansion as a part of the 
recommendations report. 


CMS has increased their oversight on how states finance their Medicaid programs through 
more careful review of SPAs and broader use of federal auditors. States have noted that 
this additional scrutiny has created confusion around the rules for using IGTs. The 
challenge has been to craft a policy that finds the balance between maintaining states’ 
ability to use IGTs as a legitimate source of Medicaid financing but also assuring that IGTs 
are not used as a vehicle to support inappropriate Medicaid financing. Myers and Stauffer 
will advise the DHCFP as these polices are being crafted.  


Provider Tax and Assessments (3.4.3) 
Provider Tax and Assessments. 


Our federal funding experts are well versed on Medicaid provider tax programs. We have 
assisted states in modeling and implementing provider tax programs. We have also 
assisted our clients with developing the statistical models needed to demonstrate that a 
state’s tax program meets the criteria needed to obtain a federal waiver of the broad-based 
and uniform requirements. We will utilize our experience in other states to help evaluate 
and recommend changes to those taxing programs in order to maximize revenue under 
MCO expansion as a part of the recommendations report. 


In addition to CPE and IGT programs, state Medicaid programs often use provider taxes as 
a source of state funding for Medicaid program expenditures. Federal regulations 
addressing permissible health care related taxes are located at 42 CFR 433.68. States are 
allowed to tax health care providers and use these funds as the state-share of Medicaid 
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program expenditures. There are several constraints states must satisfy in order for the 
tax proceeds to be permissible under federal requirements. These include: 


 Assessing health care related taxes that are uniform (the same tax rate). 


 Assessing health care related taxes that are broad-based (applied to all providers 
in the class). 


 Not holding the taxpayers harmless for their tax expense. 


 Limit taxes to six percent of net patient revenue. 


States are also allowed to obtain waivers of the broad-base/uniformity provisions, 
provided they can demonstrate their non-broad-based, or non-uniform taxing programs 
are generally redistributive (taxing Medicaid services at the same or lower rate than would 
have occurred if the tax was broad-based and uniform). 


Consulting Services and Project Management (3.5) 


 
Myers and Stauffer has extensive experience consulting with states to evaluate and 
improve Medicaid MCO programs and their associated processes. These activities include 
but are not limited to consulting on program design, implementation, contract provisions, 
monitoring and oversight, reconciling submitted encounters to financial documents, 
auditing medical and administrative costs, identifying and recovering overpayments, 
benefit administration reviews, and conducting Health Insurance Portability and 
Accountability Act (HIPAA) compliance reviews and Statement on Standards for 
Attestation Engagements (SSAE) 16 audits to test for compliance with HIPAA laws and 
security of IT systems.  


Our experience provides the necessary technical and operational knowledge to ensure our 
project plan includes life cycle strategies, milestones, and critical path specific to MCO 
program expansion activities and phases that include, but are not limited to: 


 Negotiating necessary federal authority. 


 Program benefit design.  


 Implementation process/timeline management. 


 Resource support. 


 MCO contract development.  


 MCO system readiness reviews. 


 State and sister agency readiness reviews. 


 Stakeholder outreach planning and implementation, including liaison to provider 
associations, legislative advocacy groups or other outreach, as appropriate.  


3.5. Provide consulting services and project management for MCO expansion.
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 Program risk assessment and evaluation.  


 Assistance with development of reporting requirements and other program 
management tools.  


 Developing process for monitoring and oversight of MCO and their 
subcontractors. 


 Medicaid Management Information System (MMIS) modifications and readiness 
testing.  


We have designated an experienced project team for the Division which is directed by Dr. 
Jerry Dubberly. Dr. Dubberly comes to this project with over six years of experience as a 
state Medicaid director with deep experience in Medicaid managed care. In addition, the 
project will be led by Mr. David Halferty. Prior to joining Myers and Stauffer, Mr. Halferty 
gained extensive Medicaid managed care experience during his tenure with the Kansas 
Medicaid program. Mr. Halferty and his team will ensure our efforts constantly reflect the 
DHCFP intention to improve the existing Medicaid MCO program, strengthen the Division’s 
oversight, potentially expand the program, ensure any transition is strategically planned, 
and promotes the highest level of quality and outcomes for the recipients served by the 
program.  


Project Plan (3.5.1) 
Develop and design the project plan upon approval of a MCO expansion. 


Before developing a comprehensive project plan, Myers and Stauffer will work closely with 
the DHCFP to confirm an understanding of the state’s goals, available resources, and 
desired outcomes for a MCO program expansion. Having a clear picture of the desired 
outcomes is vital to developing an effective project plan and making critical decisions 
during the project. 


Another critical step Myers and Stauffer will conduct to ensure the development of an 
effective project plan is to review historical information available from the state’s initial 
MCO program implementation. Evaluating lessons learned will help avoid similar issues 
and replicating best practices with a future expansion.  


Myers and Stauffer realizes the complexity of an MCO implementation. Our project plan 
approach will recognize the fact that many major activities of the MCO are likely to be 
subcontracted. These subcontracted arrangements may include, but certainly are not 
limited to: dental management organization, pharmacy benefit manager, behavioral health 
management organization, etc. The readiness and interrelated activities of these 
organizations must be accounted for in a realistic project plan.   


Myers and Stauffer has a variety of project management tools available to design and 
develop a project plan. These tools include off the shelf software, Myers and Stauffer’s 
proprietary tracking software, and custom-designed applications to meet the needs of the 
client. The project plan developed by Myers and Stauffer will define how the project is 







 
RFP No. 2103 


  February 19, 2016 


www.mslc.com  page 36  


SCOPE OF  
WORK  


executed, monitored and controlled, and closed through the identification of necessary 
project activities as well as the development of detailed work streams, such as: 


 Schedule Management Plan (discussed in Section 3.5.2 below). 


 Project Control Plan (discussed in Section 3.5.3 below). 


 Stakeholder Engagement Plan (discussed in Section 3.5.4 below). 


 Communications Plan (discussed in Section 3.5.5 below). 


 Meeting Facilitation Plan (discussed in Section 3.5.6 below). 


 Task Log (discussed in Section 3.5.7 below). 


In addition to the detailed plans listed above, it is critical to the success of the project to 
perform activities to mitigate risks that might negatively impact the project. Myers and 
Stauffer will also:  


 Identify project interdependencies for which the start of certain activities hinges 
upon the completion of other activities. 


 Establish a formal process for identifying risks and risk mitigation strategies. 


 Identify issues and develop contingency plans. 


 Maintain a decision log memorializing critical decision made during the project 


 Define a governance structure for documenting approved changes or deviations 
from the project plan. 


 Identify barriers which might impact the DHCFP’s or MCOs’ capabilities to comply 
with the state’s mission or which impact the project’s deliverables or desired 
outcomes. 


 Monitor environmental factors, such as changes in key state personnel, 
organizational structure, or unforeseen delays. 


Activities of multiple state systems and supports, both internally and externally, must be 
coordinated to successfully implement a MCO program expansion. These activities must 
also be orchestrated to coincide with health care delivery and payment system 
transformation initiatives at the state and federal levels.  


Timeline (3.5.2) 
Assist in the completion of a timeline for implementation of the approved plan and identify critical 
path(s). 


For the recently completed Nevada SHSIP submitted to CMS, Myers and Stauffer 
developed the project plan, established interim goals and milestones, and worked 
cohesively with the state, federal technical assistance partners, and stakeholders to 
identify the critical information necessary for inclusion in the SHSIP. The management of 
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that plan and timeline included performing activities simultaneously for different critical 
paths.  


Our comprehensive understanding of Nevada’s health care landscape and planned 
pathways for health care delivery and payment systems transformation will allow Myers 
and Stauffer to more quickly identify the important questions that must be answered early 
in the project. We will keep the state’s goals front and center of our efforts and develop 
implementation activities that support those goals. 


Myers and Stauffer will assist the state in completion of a timeline by identifying milestone 
dates, project interdependencies and the various critical pathways to achieve the desired 
project outcomes. This process will include a complete work breakdown structure to 
achieve the required milestones. The project plan will identify the activities to be carried 
out by the project team to accomplish the project objectives and create the required 
deliverables. The project plan and timeline will help guide assessments of project health 
and tracking.  


We understand the importance of a clearly identified critical path in a project plan. The 
critical path permits identification of the critical elements that must be performed to 
achieve the direct result and the time by which those elements must be accomplished. 
Impacts to those critical elements will directly impact the project completion date. Myers 
and Stauffer will work with the state to produce a project plan that clearly identifies the 
critical path. The critical path will be instrumental throughout the project and particularly 
important in evaluating key design and implementation decisions and their impact to the 
project schedule.  


Meeting Deadlines (3.5.3) 
Ensure project is completed within approved timeframe(s) and/or notify management of delay(s), 
reason for any delay(s), and possible solutions to resolve any delay(s). 


Myers and Stauffer will ensure timely delivery of work under this engagement. Frequent 
status meetings will reveal the status of deliverables and the health of the project. In the 
event that a delay is anticipated, we will raise the issue to the state and offer possible 
solutions to resolve the delay.  


Nevada was one of 21 states to receive a model design planning grant from CMS in Round 
Two of the SIM grant awards. Further, Nevada was one of the few states to submit their 
SHSIP on time. The state’s success in completing the grant deliverables on time was due 
in part to Myers and Stauffer’s development of a successful plan to achieve the desired 
outcomes and our ability to manage delays and unforeseen barriers to success.  


Myers and Stauffer’s 39 years of experience partnering with states and developing project 
plans contributed to our thoughtful development and execution of plans of action that 
ensured our performance not only met, but exceeded the state’s expectations. Therefore, 
our performance on the SIM model design planning grant provides Nevada firsthand 
experience illustrating our commitment and ability to complete projects within approved 
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timeframes. Additionally, through our current support of the Certified Community 
Behavioral Health Center (CCBHC) planning grant, Myers and Stauffer is continuing to 
illustrate our expertise in developing and delivering on project plans that support 
Nevada’s health care initiatives.  


Strategic planning and active management of a project plan which identifies project 
interdependencies is the key to ensuring that projects are completed on time. Myers and 
Stauffer will actively monitor and update the project plan and project tools. The continued 
monitoring of these plans as well as associated risks and issues serves as a Project 
Control Plan to manage project activities and determine the appropriate course(s) of 
action. The Project Control Plan is a preventive action plan that ensures the future 
performance of the project work is aligned with the project’s desired outcomes. These 
prevention steps include tracking planned dates versus actual dates to identify variances 
to progress against the schedule and to forecast the effects of changes to the project 
schedule.  


Myers and Stauffer will use this Project Control Plan to monitor the completion status of 
interim deliverables and other relevant details about project performance to mitigate risks 
and plan contingencies for issue that could impact the project’s progress. Identified 
issues will be assessed and contingency plans established and vetted through a project 
governance structure that Myers and Stauffer will assist the DHCFP in establishing. Risks 
will be identified and mitigation plans developed in attempts to avoid the realization of 
those risks. Risks will be evaluated and scored based on the likelihood of the event 
occurring and the anticipated project impact should that risk be realized. Depending upon 
the risk score, mitigation plans will be developed and approved through the project 
governance committee. As part of the Project Control Plan, Myers and Stauffer will build in 
alerts for time dependent events. If necessary, we will bring project activities that are 
behind into alignment with the plan by: 


 Recommending solutions for alternative or corrective procedures to realign the 
performance of the project work with the project plan. 


 Developing appropriate responses and conducting regular briefings which are 
consistent with the decision governance processes, communication plan, and 
meeting facilitation plan. 


 Adjusting the schedule for the remaining work. 


Stakeholders (3.5.4) 
Identify stakeholders. 


Through our SIM, CCBHC, rate setting and reviews, and other work with Nevada, Myers 
and Stauffer has conducted stakeholder outreach and engagement activities through a 
variety of mechanisms as discussed in section 3.5.5 below. We will leverage the 
connections made with the state agencies, professional associations, community 
coalitions, individual providers, current MCOs, beneficiaries, consumer advocacy groups, 
federal technical assistance partners, and others through these various engagements to 
ensure that the right people are involved in each phase of the project design and 
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implementation. Myers and Stauffer brings an established trust and rapport with the 
Nevada stakeholders to this engagement.  


The Stakeholder Engagement Plan will be a component of the Communications Plan and it 
will identify who will be impacted by the MCO expansion and develop strategies to engage 
those individuals, groups, and organizations as key stakeholders. The plan will assess the 
current engagement levels by key stakeholders and incorporate action steps to increase 
engagement if the current levels are less than desired or have gaps in information needed 
to move forward with the evaluation and planning activities. The Stakeholder Engagement 
Plan will also consider interrelationships between stakeholders and how those 
relationships might influence stakeholder feedback.  


Input from educated stakeholders inform the project plan activities because those 
stakeholders are most knowledgeable in identifying what has worked and what has not 
worked in the current Nevada managed care delivery model. This input will allow Nevada 
to design systems that are responsive to the needs of the stakeholders. The state may 
wish to create and maintain a stakeholder group to gain feedback during the design, 
implementation, and oversight of a MCO program expansion, especially if those expansion 
efforts include Medicaid Managed Long Term Services and Supports. 


Stakeholders will also be informed of the scope of their role and the desired outputs as a 
result of their participation. It may be necessary for various stakeholders to be convened 
into workgroups with clear deliverables and assignments necessary to move the project 
forward. If convened, Myers and Stauffer will develop a Stakeholder Charter Agreement 
that discloses the state’s responsibilities and the stakeholder’s responsibilities. The 
charter will outline how the state will communicate with stakeholders, how that 
information will be distributed, including format, content, time frame and frequency, and 
make clear the state’s expectations for stakeholder participation and activities. Myers and 
Stauffer has found that the charter agreement is an important tool to clearly communicate 
participant roles and expectations. The disclosures in the Stakeholder Charter Agreement 
will align with the project plan and be subject to the DHCFP’s approval.  


Engaging stakeholders and having their support in health care transformation efforts is 
critical to the success of these initiatives. This engagement is important during the design 
and development stages of the project as well as in implementation and ongoing 
monitoring post-implementation. The input and feedback from those experiencing the 
MCO program first-hand will provide critical feedback that can be used as part of rapid 
cycle improvement and continued refinement of the program to reach optimal outcomes.  


Myers and Stauffer considers the Stakeholder Engagement Plan to be a dynamic 
document that will need to be reassessed and possibly modified to align with the needs of 
the project. 
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Communication Plan (3.5.5) 
Design and manage communication plan. 


An effective project Communications Plan clearly 
describes how project communications will be planned, 
structured, monitored and controlled. The Communication 
Plan also recognizes that communication on a project is a 
two-way process. Project personnel will be communicating 
out and receiving communication in from stakeholders and 
project teams. A significant portion of project activities 
involves communicating among project personnel, and 
between project personnel and key stakeholders. We will 
develop a Communication Plan that defines project 
personnel and stakeholder communication requirements, 
the information to be communicated, the reason for the 
distribution of that information, and the time frame and 
frequency for the distribution of information. The 
Communication Plan will include guidance on proper 
handling of information coming in from stakeholders. The Communication Plan can 
include a variety of features, such as a glossary of terms, flowcharts depicting information 
flow, templates for agendas and project status meetings, and content for branding and 
messaging. 


Importantly, the state will need to identify persons responsible for authorizing release of 
information, the person or groups who will receive the information, and the methods used 
to convey the information. The state’s governance of communications regarding the 
project will also be documented in the Communication Plan.  


There are a variety of means to provide information to the internal and external audiences 
regarding the progress on the MCO expansion. A critical element in effective 
communications is identifying and understanding the target audience and how to reach it. 
Methods to reach target audiences include, but are not limited to: 


 In-person meetings. 


 Webinar presentations. 


 Website content. 


 Newsletters. 


 Provider bulletins. 


 Media outlets. 


 Email notifications. 


 LISTSERV. 


 Brochures. 
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 Fact sheets. 


 Conferences and fairs. 


Myers and Stauffer will update and refine the Communication Plan as the project 
progresses.  


Meetings (3.5.6) 
Manage meetings. 


Myers and Stauffer understands from the response to question number 11 in Amendment 
1 to this RFP that the selected vendor “will not be required to attend every meeting and 
would only be required to attend a very limited amount of meetings in person.” Myers and 
Stauffer, however, will offer support and professional facilitation techniques to achieve 
maximum results from project related meetings. For a project as complex as MCO 
expansion, significant interaction between various parties will be necessary to achieve 
project goals. These meetings will need to be effective and efficient to achieve those 
outcomes. We are well-equipped to assist in meeting management and facilitation.  


As part of our consulting efforts, we will help state staff identify key participants, define 
clear meeting objectives, and the role of the various participants for each meeting. We will 
help state staff ensure meetings have a well-defined agenda, purpose, objective, and time 
frame, and are appropriately documented with meeting minutes and action items. The 
Task Log and Decision Log will be updated as needed based on meeting discussions and 
decisions.  


As a result of our extensive experience in reviewing MCO contracts, monitoring contract 
compliance, and conducting audits of MCO encounter claims, Myers and Stauffer has the 
knowledge needed to facilitate meaningful information exchange in meetings and to 
convene the right people at the right time to support the project plan. Myers and Stauffer 
will assist the DHCFP in managing meetings so that attendees know what to expect, are 
provided with the information needed to make decisions, are clear on their actionable 
items, and understand the expectations to support the continued progress on the project. 
Myers and Stauffer recognizes that the message itself, the method used to communicate 
the information, and the timing of the message all contribute to effective communication 
that supports the project plan.  


Status Reporting (3.5.7) 
Manage and track status of tasks assigned to all parties involved. 


Myers and Stauffer will offer the DHCFP Task Log templates or create a custom Task Log 
for Nevada to meet the specific needs of this project. We will assist the state in developing 
the requisite tools to track and ensure completion of tasks by the required deadlines. 


The execution of a large project, such as the proposed analysis of potential MCO 
expansion, will require project personnel to perform many tasks in the furtherance of the 
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project. The project plan will provide a record of the start and end dates for the critical 
pathways and project events. More detailed accountability will be needed to identify and 
prioritize project issues, and maintain a record of decisions made and the factors that 
impacted those decisions. We will create a written Task Log documenting and tracking 
who is responsible for resolving specific issues and tracking completion status. This Task 
Log will be an important project artifact to identify actions taken, completion date, and 
details related to how tasks were completed.  


Long Term Support Services (3.5.8) 
In the event Long Term Support Services (LTSS) are recommended and approved as part of the 
MCO expansion, assist state staff in preparing the necessary documents that meet CMS’s 
requirements in obtaining proper authority under an 1115 (a) demonstration waiver; and/or 1915 
(b) waivers’ and/or 1915 (c); and/or 1915 (i) accordingly. 


Our national and individual staff experience working directly with waiver programs and 
assisting states in reviewing their waiver programs has given Myers and Stauffer great 
insight into Medicaid waivers and CMS’s requirements. This will be very valuable as we 
assist the state in selecting the proper waiver authority for incorporating Long Term 
Support Services (LTSS) into managed care, the design of those programs, and as we 
provide guidance to the state on preparing the necessary documents to gain CMS 
approval. We will advise the DHCFP on the advantages and disadvantages of different 
authorities and lessons learned from experience with other states.  


With an aging population and over 60 percent of the nation’s LTSS payments coming from 
Medicaid, it is important to carefully consider the benefit that inclusion of these services 
offers in any Nevada MCO expansion. The vulnerability of this population, as well as the 
non-traditional nature of many of its services, call for close scrutiny and planning.  


Myers and Stauffer’s experience includes working with various LTSS programs that have 
been formed under both waiver and state plan authority. Among our staff are former state 
officials that have implemented and managed LTSS programs through various federal 
authorities. In addition to the past experiences of our staff, our firm has also conducted 
home and community based services (HCBS) review and rate studies. These engagements 
have included making recommendations to states about how to best structure or improve 
their waiver programs.  


The Medicaid population receiving LTSS is a very vulnerable and heterogeneous 
population. The heterogeneity of this population comes from the broad range of needs 
these individuals may possess. For example, needs may range from continuous skilled 
nursing to only non-medical needs such as supported employment through a 1915(c) 
home and community based waiver program. Nonetheless, the incorporation of the LTSS 
population in any Medicaid MCO program must be undertaken with a great deal of 
diligence.  


Myers and Stauffer recognizes the importance of the input of advocates and community 
organizations currently working with the LTSS community to understand the needs and 
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challenges faced by these individuals today. The stakeholder communication plan to be 
developed by Myers and Stauffer will include an emphasis on inclusion of the Medicaid 
LTSS stakeholder community, in case that LTSS are recommended and approved as part 
of the MCO expansion.  


Myers and Stauffer brings the experience and expertise to assist Nevada in planning a 
transition of its LTSS services to a managed care environment across the continuum of 
these diverse needs. We understand the various authorities available through waivers, as 
well as state plan option that must be considered when designing a managed LTSS 
program that best fits the needs of Nevada including:  


 1115 Waiver. Myers and Stauffer will assist the DHCFP in evaluating and 
maximizing the flexibility that may be available to the Division through the 1115 
waiver authority.  


 1915(b) Waiver. Myers and Stauffer will work with the DHCFP and CMS to evaluate 
the appropriateness of a “freedom of choice waiver” available under the 1915(b) 
authority to require the mandatory enrollment of Nevada LTSS recipients into a 
managed care plan. Learning from the experience of other states who have 
undertaken this effort, we will look for authority that will allow a phase-in approach 
to ensure the state’s ability to monitor this transition and quickly modify the 
approach to reach optimal results and ensure continuity of care for the involved 
recipients.  


 1915(c) Waiver. Myers and Stauffer will assist the DHCFP in a review the current 
Nevada 1915(c), Home and Community Based Services (HCBS) programs. We will 
help identify the impact of an inclusion of the LTSS population into the MCO 
program and offer any modifications to the existing authority that needs to be 
considered.  


 1915(b)/(c) Waiver. Myers and Stauffer will assist the DHCFP in reviewing the 
opportunities to combine the (b) and (c) authority under Section 1915 that may be 
needed to implement risk-based managed care enrollment for individuals currently 
served through an HCBS program.  


 1915(i) State Plan Authority. Myers and Stauffer will work with the DHCFP 
regarding the desire to introduce the provisions allowed under the 1915(i) state 
plan authority to introduce access to LTSS to those individuals who do not 
currently meet an institutional level of care as permitted under this authority. This 
proactive approach to avoid individuals progressing to an institutional level of care 
or progressing to that level as quickly is one that should be assessed considering 
both the benefit as well as the costs of such a model.  


 Other State Plan Authorities. In order to be as complete as possible, Myers and 
Stauffer will help the state staff review other related authorities to determine if the 
DHCFP vision should consider those authorities as well. The 1915(j) authority for 
expanded self-direction of personal care attendants and the 1915(k) Communities 
First Option should be part of the discussion to ensure all options are vetted for 
inclusion or exclusion of the desired model.  
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In addition to Myers and Stauffer and the DHCFP’s review and evaluation of the federal 
authorities to include LTSS in the MCO expansion, other key considerations that must be 
made will be reviewed and incorporated into the waiver/state plan amendment process 
and discussions with the Centers for Medicare and Medicaid Services (CMS). These 
include, but are not limited to: 


 Preadmission Screening and Resident Review (PASRR). This administrative 
obligation created under OBRA 1987 is a mandatory part of the state plan. This 
screening for evidence of a mental illness, intellectual disability or related 
condition (PASRR Level 1) as well as the follow up required under the PASRR 
Level 2 requirements will need to be accounted for in the MCO model. Decisions as 
to who will perform these, how will follow up be ensured for those with a positive 
Level 1 screening, and how will oversight of the follow up plan of care be 
conducted are just a few of the considerations here.  


 Americans with Disabilities Act (ADA). Myers and Stauffer will work with the state 
to ensure the model promotes compliance of the MCOs with provisions of the ADA 
that require that services be provided in the most integrated setting possible that 
enables individuals to interact with non-disabled peers and that reasonable 
modifications to policies, practices, and procedures are made to the extent that 
they do not represent a fundamental alteration of the program.  


 Olmstead Plan. Compliance with the Olmstead requirements to serve individuals in 
the most integrated and least restrictive setting will be emphasized in the MCO 
program design and RFP process. This compliance will need to consider 
opportunities to leverage programs such as Money Follows the Person (MFP) and 
the Balancing Incentive Payment (BIP) Program.  


 Rate Setting. Myers and Stauffer will bring our insight to the MCO capitation rate-
setting strategy to appropriately accomplish the DHCFP goals for driving greater 
community-based delivery of care in lieu of institutional-based LTSS care. 
Establishing capitation rates that have greater margins for community-based care 
combined with the increased flexibility available through an 1115 waiver will 
encourage MCOs to take extra steps and offer enhanced benefits that are expected 
to work synergistically with the state’s deinstitutionalization and rebalancing 
efforts.  


 Continuity of Services. Perhaps nowhere is the importance of a provider/care 
giver/recipient relationship as important as in the HCBS programs. These are often 
relationships that assist with the most personal activities that are typically 
performed in a recipient’s home environment. Ensuring these trusted and 
established relationships and service infrastructure support mechanisms are not 
disrupted will be important to the transition’s success. Any erosion of these 
established models may result in institutionalization or worse, harm to the 
recipient.  


  







 
RFP No. 2103 


  February 19, 2016 


www.mslc.com  page 45  


SCOPE OF  
WORK  


Transition Plan (3.5.9) 
With assistance from state staff develop a transition plan for the MCO expansion. 


Myers and Stauffer will assist state staff with the development of a transition plan for the 
expansion of the Nevada MCO program. Proper planning and oversight of this transition 
will be vital to the DHCFP as well as all parties affected by the transition. At a minimum, 
the transition plan will contain six major areas: communications, MCO readiness, state 
fiscal readiness, defined continuity of care approach, the DHCFP readiness, and 
monitoring and oversight, as follows:  


 Communication Plan. Myers and Stauffer will assist the Division in drafting an 
MCO transition communication plan. During any transition, affected parties are 
likely to experience some degree of apprehension or concern. Absent proactive 
communication and the provision of facts, stakeholders tend to make assumptions 
or resist the change altogether. Many times, these assumptions involve worst case 
scenarios. Myers and Stauffer will draft a communication plan for the DHCFP’s 
consideration that incorporates a number of audiences – recipients, advocates, 
providers, public stakeholders, legislators, sister agencies, and the media. 
Proactive, persistent, and bi-directional communication with these parties is 
necessary to ensure an informed stakeholder community that understands the new 
model and how to navigate through it.  


 MCO Readiness. Myers and Stauffer will work with the DHCFP to develop a 
readiness assessment tool to determine the MCO’s readiness to deploy the new 
MCO model. Myers and Stauffer staff members bring “lived-experiences” in 
transitioning populations from a fee-for-service environment to a risk-based 
managed care model. Basic — as well as obscure — functionality at the MCO level 
must be in place before the Division should permit go-live with the transition. 
These items include but certainly are not limited to provider education, provider 
contracts and network capacity, communication of continuity of care policies and 
procedures, member enrollment/welcome packages, adequate staffing and 
operational infrastructure, approved standard operating procedures, functional 
websites, demonstrated ability to accept and send interface files(ex. MMIS, 
eligibility systems, etc.), ability to report on key performance indicators, etc. Myers 
and Stauffer will create a comprehensive MCO readiness assessment tool for the 
DHCFP consideration and use.  


 State Fiscal Readiness. The reality of paying capitation payments to an MCO while 
the FFS claims for historical services are still coming in is a reality the state must 
prepare to address. The actuarial analysis completed for Assembly Bill 310 during 
the 2015 Nevada legislative session, quantifies this impact. State fiscal readiness 
to accommodate this “claims tail” while paying new capitation payments must be 
ensured to avoid state cash flow and potentially bond rating issues.   


 Continuity of Care Plan. During the MCO RFP development process, Myers and 
Stauffer will work with the DHCFP to create contractual requirements surrounding 
continuity of care plans. Developing a framework within the RFP with critical 
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minimum features of a continuity of care plan will help promote common features 
across the MCOs. These contractual safeguards will minimize opportunities for 
gaps in care to arise as a direct result of the expansion of managed care.  


The existence of a sound and the DHCFP-approved continuity of care plan must 
also be clearly communicated to the provider community to ensure they 
understand how to navigate through this plan. Each MCO is envisioned to produce 
its own plan-specific continuity of care plan that is compliant with the contractual 
requirements and subject to the DHCFP’s approval.  


 DHCFP and Sister Agency Readiness. The transition plan that Myers and Stauffer 
and the DHCFP create is suggested to also include a DHCFP and sister agency 
readiness plan. Readiness needs to be considered both from a go-live perspective 
as well as an ongoing monitoring and oversight perspective. Staff education and 
understanding of the changes, post-implementation issue tracking and escalation 
procedures, and the state staff’s role in the new model must be clearly 
communicated, understood, and rolled out.  


 Monitoring and Oversight. Plans for monitoring and providing oversight of the 
MCOs must be developed in advance of the transition and even initiated in 
advance of the MCO RFP release. Myers and Stauffer will help the DHCFP identify 
MCO data, reports, key performance indicators, and other processes that will be 
needed to ensure contract compliance and optimal performance by the MCOs. 
Also, Myers and Stauffer will assess the current DHCFP staffing and business 
processes in place to provide monitoring and oversight of the existing MCO 
programs. Myers and Stauffer will suggest potential enhancements in the existing 
monitoring and oversight processes to the DHCFP  


While these are major categories that will be addressed in the transition plan, Myers and 
Stauffer will work with state staff to identify the complete scope of the plan and level of 
detail necessary to guide the DHCFP and the program through a successful transition.  


Potential Loss of Revenue (3.6) 


 
Myers and Stauffer will assist the state in its review of the current IGT and drug rebate 
programs, and we will utilize our experience in other states to identify potential loss of 
revenue under MCO expansion to be considered as part of the cost benefit analysis. 


Our federal funding experts are qualified to identify potential loss in revenue and to help 
the state identify any opportunities to mitigate these losses due to managed care 
expansion to the extent permitted under the federal regulations. As described above, we 
have years of experience assisting our Medicaid agency clients with maximizing federal 
funding, including using CPE, IGT and provider tax programs to generate state-share 


3.6. With assistance from state staff identify the potential loss of revenue to the 
Medicaid agency such as IGT and drug rebates.
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funding to fully leverage available federal Medicaid matching funds. We have aided our 
clients in incorporating these funding mechanisms within their State Plans, and obtaining 
CMS approval of their plan amendments. We have also provided support to our Medicaid 
agency clients with their discussions with industry representatives, which have allowed 
the Medicaid programs, and their health care providers to jointly benefit from these 
Medicaid funding strategies. We have assisted several of our clients in resolving disputes 
between them and federal officials regarding federal funding issues within the Medicaid 
program through the development of detailed analyses. We have participated in 
conversations with CMS, OIG and other federal officials working to resolve their concerns 
over the state’s actions.  


The Affordable Care Act (ACA) extended the federal Medicaid drug rebates to 
prescriptions paid for by Medicaid MCOs. Previously, the federal rebates were only 
available for drugs reimbursed by Medicaid on a fee for service (FFS) basis. MCOs submit 
Medicaid drug utilization data to the state and the state combines this information with 
their FFS utilization to collect the rebates for their entire Medicaid population. We have an 
engagement team dedicated to pharmacy reimbursement issues that can assist in the cost 
benefit analyses. This group is made up of pharmacists, accountants and analysts who 
have a clear and thorough understanding of the complex pharmacy reimbursement 
landscape. We provide complex data analysis, fiscal modeling and rate setting services 
that require a highly skilled staff. Drug rebate administration is a complex task involving 
claim identification, adjustment reconciliation, invoicing, collection, application of accrued 
interest, and financial reporting. Given this complexity, there are many areas of risk for 
state Medicaid programs to lose significant rebate revenue due to errors in rebate 
administration and accounting. We are uniquely positioned to review all policy activities 
for your Medicaid drug rebate program and determine potential loss of funding. 


MCO Vendor Procurement (3.7) 


 
Long Term Support Services (3.7.1-3.7.3) 
Develop request for information to solicit interested MCO vendors; review request for Information 
submissions by interested MCO vendors; and assist in drafting the request for proposal to 
procure MCO vendors in Nevada. 


Along with Governor Brian Sandoval’s seven health care priorities, the DHCFP’s goals, 
objectives, and final design decisions, we will incorporate the Myers and Stauffer 
knowledge of the Nevada health care delivery system obtained through the SIM project 
and our 11 years of work with the DHCFP. This will be combined with the MCO stakeholder 
engagement process and our national Medicaid MCO surveillance and research to develop 
an MCO expansion RFP. The request for information (RFI) feedback will be used to draft an 
informed and strategic Nevada MCO RFP.  


3.7. Assist in the initial procurement process of MCO vendors.
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Myers and Stauffer will draft an RFI 
to solicit interested MCO vendors’ 
responses. The RFI will be 
informed by the stakeholder input, 
the DHCFP decisions, and research 
conducted by Myers and Stauffer 
on behalf of the DHCFP. We will 
ensure the RFI contains sufficient 
background and context regarding 
the Nevada health care 
environment, as well as, the 
Division’s goals and objectives for 
this effort. This extra diligence 
taken to ensure respondents’ 
understanding will promote more 
informed and thoughtful 
responses. These responses stand 
to be helpful to the state and Myers 
and Stauffer in creating the 
resulting RFP.  


The RFI will serve many purposes. 
Some of the major topics to be 
addressed in the RFP include:  


  Assess the interest level of 
MCOs. The RFI will provide 
the DHCFP with a 
perspective as to how many 
qualified vendors and which MCO vendors may be interested in responding to the 
RFP. Knowing the potential bidder base will help with planning the procurement 
process and timeline.  


 Draw from MCOs’ real-world experience. Responses from national Medicaid MCOs 
will help reveal implementation successes and challenges from previous Medicaid 
MCO efforts across the nation. This provides the opportunity for feedback on 
innovation, successes in addressing network access in rural and frontier markets, 
value-based reimbursement model deployment, and improving outcomes. These 
experiences stand to help resolve outstanding design issues. 


 Discern experience with similar populations. To the extent that the DHCFP 
expands the Nevada MCO program to include other populations (i.e., LTSS, etc.), 
targeted questions related to best practices when transitioning and monitoring 
success will be included. The information provided through the RFI will be 
evaluated for possible inclusion in the final managed care model.  


 Assess the level of interest and support in value based contracting parameters. 
The RFI will include questions related to the DHCFP’s anticipated inclusion of VBP 
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concepts in the resulting contract. The potential bidders’ perspective and 
experience will be helpful in solidifying the final VBP parameters.  


 Identify other delivery system models. For any regions or populations that are not 
part of the MCO program enhancement, the DHCFP may use this opportunity to 
solicit suggested delivery system modifications — short of risk-based managed 
care — that may be deployed to address health outcome improvements, increased 
value for health care expenditures, and improved patient experience for those 
populations or regions excluded from the resulting Medicaid MCO program.  


Myers and Stauffer will review all RFI responses and engage in discussions with the 
DHCFP regarding the responses and their merit and applicability. Our review will keep the 
DHCFP’s goals and objectives at the forefront of our review and recommendations. Myers 
and Stauffer suggests the DHCFP consult with the assigned state procurement officer to 
see if the Division can entertain follow up oral presentations from RFI respondents. The 
purpose of the oral presentation is to clarify or gain a greater understanding of certain 
aspects of the respondent’s submission. We have found that an interactive discussion 
often stands to offer a level of detail and clarity that a written response cannot.  


The Nevada MCO procurement process presents a significant opportunity for the DHCFP 
to define the program and shape the expectations and requirements for the life of the 
upcoming contract. Through this procurement, the DHCFP will have the opportunity to 
build in requirements for: better data/encounter reporting processes, value-based 
contracting requirements, increased accountability and transparency, and improved 
performance standards. Myers and Stauffer understand the criticality of this opportunity 
and will provide recommendations to the DHCFP for RFP inclusion that maximizes the 
DHCFP’s ability to reach the desired objectives.  


Upon the DHCFP finalization of the MCO RFP and at the request of the DHCFP, Myers and 
Stauffer will utilize any remaining period under our originally contracted period to draft an 
MCO RFP scoring guide, assist the DHCFP with questions from bidders during the 
question and answer period, and provide additional related RFP technical assistance.  
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Section 4 – Company Background and 
References (Tab VII/RFP Section 9.2.3.7) 


Vendor Information (4.1) 
Company Profile (4.1.1) 
Vendors must provide a company profile in the table format below. 


Question  Response 
Company name: Myers and Stauffer LC 


Ownership (sole proprietor, 
partnership, etc.): 


Myers and Stauffer is a limited liability company 
organized in the state of Kansas. In the fall of 1998, we 
entered into a transaction with Century Business 
Services, Inc. (CBIZ), which resulted in the creation of 
CBIZ M&S Consulting Services, LLC. CBIZ M&S 
Consulting Services, LLC is wholly owned by CBIZ, Inc. 
As part of this business model, Myers and Stauffer 
acquires office space, personnel and other business 
resources from CBIZ M&S Consulting Services, LLC. 
These resources, including personnel, are assigned 
exclusively to serve the clients of Myers and Stauffer. 
Myers and Stauffer is wholly-owned by its partners. The 
American Institute of Certified Public Accountants 
(AICPA) has reviewed our business structure and refers 
to this model as an alternative practice structure. AICPA 
professional standards provide specific guidance 
regarding independence within alternative practice 
structure firms. These professional standards are 
published in the Independence, Integrity and Objectivity 
section of the AICPA Code of Professional Conduct at 
ET Section 101.16. 


State of incorporation: Kansas 


Date of incorporation: Established in 1977 


# of years in business: 39 


List of top officers: The following individuals comprise our Executive 
Committee:  


• Kevin Londeen, CPA, 700 W. 47th Street, Suite 
1100, Kansas City, MO 64112, 800.374.6858 


• Keenan S. Buoy, CPA, 9265 Counselors Row, 
Suite 200, Indianapolis, IN 46240, 317.815.2914  


• Sheryl Pannell, CPA, 4400 Cox Road, Suite 100, 
Glen Allen, VA 23060, 804.270.2200 
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Question  Response 


Location of company 
headquarters: 


Kansas City, Missouri 


Location(s) of the company 
offices: 


Albuquerque, NM / Atlanta, GA / Austin, TX / Baltimore, 
MD/ Boise, ID / Denver, CO / Honolulu, HI / Des Moines, 
IA / Dublin, OH / Harrisburg, PA / Hartford, CT / 
Frankfort, KY / Indianapolis, IN / Kansas City, MO / 
Raleigh, NC / Cranford, NJ / Richmond, VA/ Topeka, KS 


Location(s) of the office that 
will provide the services 
described in this RFP: 


Atlanta, Georgia 


Number of employees locally 
with the expertise to support 
the requirements identified in 
this RFP: 


NA 


Number of employees 
nationally with the expertise 
to support the requirements 
in this RFP: 


35 


 
Company Registration (4.1.2) 
Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws of 
another state must register with the State of Nevada, Secretary of State’s Office as a foreign 
corporation before a contract can be executed between the State of Nevada and the awarded 
vendor, unless specifically exempted by NRS 80.015. 


We have been registered with the Secretary of State since 2000 (Entity Number LLC6923-
2000). 


State License (4.1.3)  
The selected vendor, prior to doing business in the State of Nevada, must be appropriately 
licensed by the State of Nevada, Secretary of State’s Office pursuant to NRS76. Information 
regarding the Nevada Business License can be located at http://sos.state.nv.us.  


Question  Response 
Nevada Business License 
Number: 


NV Business ID: NV20001070243 


Legal Entity Name: Myers and Stauffer LC
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Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes X No  


 


Other Licensing Requirements (4.1.4) 
Vendors are cautioned that some services may contain licensing requirement(s). Vendors shall 
be proactive in verification of these requirements prior to proposal submittal. Proposals that do 
not contain the requisite licensure may be deemed non-responsive. 


While specific licenses are not required for this engagement, many of our staff members 
possess certifications supporting their audit, financial and consulting expertise. We will 
maintain these and any other appropriate licenses and certifications required to provide 
the requested services. Should you require copies of this individual licenses, we will 
provide copies upon request.  


State Contracts (4.1.5) 
Has the vendor ever been engaged under contract by any State of Nevada agency?  


Yes X No  


 
If “Yes”, complete the following table for each State agency for whom the work was performed. 
Table can be duplicated for each contract being identified. 


DEPARTMENT OF HEALTH AND HUMAN SERVICES 
DIVISION OF HEALTH CARE FINANCING AND POLICY 


Question Response 
Name of State agency: Department of Health and Human Services 


Division of Health Care Financing and Policy 


State agency contact 
name: 


Ms. Janice Prentice 


Reimbursement, Analysis & Payment Unit State of Nevada 


Division of Health Care Financing and Policy 


1100 E. William Street, Suite 119 


Carson City, Nevada 89701 


775.684.3791 


jprentice@dhcfp.nv.gov 


Dates when services 
were performed: 


 


 


2004-present 


 


 


 


Type of duties 
performed: 


Myers and Stauffer has been working with the DHCFP for more 
than 11 years on a variety of projects including: 
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SIM Model Design  
Myers and Stauffer worked with the Division of Health Care 
Financing and Policy to support all aspects of the development 
and delivery of the SHSIP. Myers and Stauffer conducted 
project meetings, briefings, and presentations, held public 
forums, created website content, provided support services, 
prepared analytical approaches, developed and deployed an 
electronic survey tool, conducted extensive stakeholder 
webinars, traveled throughout the state to reach stakeholders 
in rural Nevada, wrote newsletter articles, developed 
presentations, met with subsets of interested parties, facilitated 
discussions with other SIM states, and initiated workgroup and 
taskforce meetings, just to list a few of their activities. 


Managed Care Audits 
We completed performance audits and administrative expense 
audits of the two MCOs that participate in the State of Nevada’s 
Medicaid and CHIP. The performance audits covered the 
effectiveness of the compliance program, program integrity and 
fraud and abuse safeguards, encounter data validation, third 
party liability and stop loss. The administrative expense audits 
tested the accuracy and allowability of the administrative 
expenses reported to the Nevada Division of Insurance on their 
Annual Statements. We also recently conducted External 
Quality Review (EQR) Protocol 4 Validation of Encounter Data 
reported by the MCOs as described by CMS in their Protocol 4 
document. 


Public Expenditure Reviews 
We conduct desk reviews of CPE cost reports filed by local 
government entities (Social Services, Juvenile Justice, etc.)  


Substance Abuse Treatment Services 
Myers and Stauffer has been engaged by the Nevada Division of 
Public and Behavioral Health (DPBH) to assist the Division with 
a rate study for substance abuse treatment services that 
includes evaluating current rates and reimbursement practices, 
developing cost collection tools and instructions, collecting 
cost information from providers and other sources, developing 
a rate setting methodology, calculating proposed rates, and 
estimating the fiscal impact. In support of these activities, we 
assisted with stakeholder communication and outreach. 


Certified Community Behavioral Health Clinics 
Myers and Stauffer has been engaged to support the State of 
Nevada in activities required under the recently awarded 
Certified Community Behavioral Health Clinics (CCBHCs) 
planning grant. We are committed to supporting the state in 
improving the behavioral health of Nevadans through 
establishing CCBHCs that provide community-based mental 
health and substance use disorder services, integrating 
behavioral and physical health care, consistently promoting 
evidence-based practices, and providing access to care of the 
highest quality. Myers and Stauffer is collaborating with the 
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state to conduct statewide outreach and collect stakeholder 
input from consumers, family members, providers, tribes, and 
other key stakeholders; establish procedures and necessary 
infrastructure to ensure clinic compliance with certification 
criteria for the CCBHC demonstration grant period; develop a 
prospective payment system and rate setting, and cost reports 
for the CCBHCs; and support data collection and develop the 
capacity for reporting on clinical outcomes and quality 
improvement.  


Consulting/Field Verifications of Medicaid Providers  
We perform agreed-upon procedures on behalf of the DHCFP 
which include field and desk verifications for the following 
provider types: nursing homes, intermediate care facilities for 
the mentally retarded, federally qualified health clinics, hospital 
based skilled nursing facilities, and critical access hospitals to 
ensure compliance with Medicaid and Medicare regulations, 
principles, and policies, DRG analyses, rate setting, CMS 
consulting and other consulting projects. 


Compliance Audits/Disproportionate Share Hospital (DSH) 
Program Consulting Services  
Myers and Stauffer performed compliance audits of 15 Nevada 
Hospitals pursuant to NRS 439B.440 for the periods from July 1, 
2005 through June 30, 2007 and from July 1, 2007 through June 
30, 2009. Amended in November 2007 to include a Risk 
Assessment Audit of the State’s disproportionate share 
hospital payment process and the Risk Assessment Audit of 
eight hospital Uncompensated Care Cost Reports. 


DSH Audits  
Myers and Stauffer has performed DSH audits beginning with 
state plan rate year 2005. We conduct agreed upon procedures 
of Nevada’s DSH program to verify the DSH payments were in 
compliance with the Nevada State Plan and federal laws and 
regulations. The engagement is performed to determine 
whether individual hospitals qualified for DSH payments based 
upon the criteria set forth in the Social Security Act and the 
payments to individual hospitals did not exceed the limits 
imposed by the Omnibus Budget Reconciliation Act (OBRA) of 
1993. 


Patient Trust Fund (PTF) Verifications 
We perform agreed-upon procedures on behalf of the DHCFP 
on appropriate Personal Trust Fund Account (PTF) records for 
participating long-term care facilities including nursing homes 
and intermediate care facilities for the mentally retarded. the 
review ensures compliance with Medicaid and Medicare 
regulations, principles, and policies concerning proper 
management of resident resources, and review records for 
proper application of resident patient pay amounts. 
Approximately 46 providers of including nursing homes and 
ICF/MRs. 







 
RFP No. 2103 


  February 19, 2016 


www.mslc.com  page 55  


BACKGROUND AND 
REFERENCES 


HIPAA Assessment 
We performed a risk-based assessment of the Nevada 
Department of Health Care Financing and Policy's compliance 
with the HIPAA security rule. We assessed the agency's 
policies and procedures and information technology general 
and application controls We also used automated tools, social 
engineering, and other technical testing techniques to assess 
the security posture of networks, servers, and workstations and 
to test facility security and employee security awareness.  


Pharmacy Consulting 
We perform cost of dispensing survey and National Average 
Drug Acquisition Cost (NADAC) fiscal impact analysis. Our 
services include developing and distributing cost of dispensing 
survey instruments (2014 and 2007); performing desk reviews 
of cost surveys; performing cost allocations and statistical 
analyses of dispensing cost; preparation of consulting report of 
study methodology and findings; and preparation of a fiscal 
impact analysis associated with the use of NADAC as the 
pricing benchmark. 


Total dollar value of the 
contract: 


Fluctuates, but greater than $1 million annually. 


 


State Employees (4.1.6) 
Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions? 


Yes  No X 


 


Litigation (4.1.7)  
Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or criminal 
litigation in which the vendor has been alleged to be liable or held liable in a matter involving a 
contract with the State of Nevada or any other governmental entity. Any pending claim or litigation 
occurring within the past six (6) years which may adversely affect the vendor’s ability to perform 
or fulfill its obligations if a contract is awarded as a result of this RFP must also be disclosed. 
Does any of the above apply to your company? 


Yes  No X 


 


  







 
RFP No. 2103 


  February 19, 2016 


www.mslc.com  page 56  


BACKGROUND AND 
REFERENCES 


Insurance (4.1.8) 
Vendors must review the insurance requirements specified in Attachment E, Insurance Schedule 
for RFP 2058. Does your organization currently have or will your organization be able to provide 
the insurance requirements as specified in Attachment E. 


Yes X No  


 


Company Background (4.1.9) 
Company background/history and why vendor is qualified to provide the services described in this 
RFP. Limit response to no more than five (5) pages. 


Myers and Stauffer has 39 years of experience serving Medicaid and other government 
sponsored health care programs. The firm has more than 700 professionals, including 24 
members/principals (partners), all of whom are engaged full-time with our state and federal 
Medicaid and Medicare clients. Our team of health care experts is nationally recognized for 
their insight and ability to effectively communicate the complexities of managing a 
Medicaid program including managed care, integrated health care delivery systems, 
monitoring and oversight functions, complex Medicaid reimbursement systems, and 
program integrity. Myers and Stauffer offers a uniquely qualified, experienced and well 
balanced multi-disciplinary team with national Medicaid and MCO expertise.  


As part of our 11 years of experience working with the DHCFP, Myers and Stauffer has just 
completed the Nevada SIM one-year engagement to support the Division in the 
development of the Nevada SHSIP. Through this project, Myers and Stauffer and the 
DHCFP took a deep-dive review of the Nevada health care delivery and payment system. 
This work positions Myers and Stauffer well to conduct the evaluation and planning 
activities under this opportunity. We have established a known and positive rapport with 
stakeholders. We have intimate knowledge of the Nevada health care delivery challenges, 
and we understand the DHCFP’s vision for the future. Our work under this contract will be 
leveraged and greatly benefit the Division with the ramping up or this project.  


Throughout the firm’s existence, we have assisted state Medicaid agencies in planning, 
designing, implementing, and monitoring innovative solutions to effectively deliver care, 
fulfill with federal requirements, comply with and leverage complex financing 
requirements, formulate SPAs and waivers, and protect the scarce and valuable state and 
federal dollars invested in health care. We are experts in federal Medicaid laws and 
regulations and are well equipped to assist the DHCFP in obtaining the federal authority 
and funding necessary to accomplish its business objectives. . 


Below we have provided a few examples of our experience in three of the key areas 
covered by the proposed scope of work: Managed Care, Health Care Reform and Health 
Care Payment. 
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Our Understanding of the Managed Care Organizations 
As Nevada considers improving the MCO program and possibly expanding the Medicaid 
populations served through a managed care environment, it is critical that the state 
partner with a firm with the appropriate corporate and staff experience. We have been 
assisting states in monitoring their managed care programs since 2004. Through this 
experience, we have been involved in all phases of these programs including but not 
limited to: 


 Project management. 


 Initial planning and design discussions. 


 Stakeholder engagement. 


 Critical policy decisions. 


 Review and consulting on program implementation strategies. 


 MMIS modifications. 


 MCO as well as state go-live readiness assessment. 


 Consulting to assist with maximizing federal funding opportunities. 


 Development and implementation of comprehensive program monitoring 
programs. 


 Development and oversight of systems to prevent and/or detect fraud, waste or 
program abuse. 


This body of work has enabled us to develop a program of “best practices” to assist 
states in developing a comprehensive managed care monitoring program. We will use our 
Nevada and national experience to bring a best practices approach to the DHCFP.  


Relevant MCO Clients 
Selected examples of our work with MCOs include the following engagements. 


Nevada Division of Health Care Financing and Policy  
Myers and Stauffer conducted performance audits of the DHCFP’s two MCOs. Procedures 
included review of: effectiveness of compliance program, program integrity and fraud and 
abuse safeguards, encounter data validation, third party liability, and stop loss. In 
addition, we performed procedures to test the accuracy and allowability of the 
administrative expenses reported by the two MCOs on their annual statement to the 
Nevada Division of Insurance. We also recently conducted EQR Protocol 4 Validation of 
Encounter Data reported by the MCOs.  


Georgia Department of Community Health  
Since 2007, we have assisted the Georgia Department of Community Health with nearly all 
aspects of their Medicaid managed care initiative. We conduct managed care compliance 
consulting, including encounter reconciliation and validation, performance testing, on-site 
audits and recommendations for process and contractual improvements, financial 
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reconciliations, review of internal controls, medical loss ratio audits and the development 
of policies and procedures.  


New Mexico Human Services Department 
We are contracted by New Mexico to assist with three core risk areas: member care and 
administration, data quality, and financial management. We conducted a performance 
audit focused on the MCO’s systems and processes, particularly as they related to 
hospital claims. As part of this work, we performed a detailed analysis on payment 
accuracy, including the consistency of system edits with MCO, Department and Medicaid 
policy. We also identified procedures or processes related to claims adjudication and 
submission which were outside the industry norm or unduly burdensome on providers. 


Kentucky Cabinet for Health and Family Services 
Myers and Stauffer provided auditing, analysis and consulting services to Kentucky 
regarding the Passport Health Plan, a nonprofit provider-sponsored health plan created by 
the approval of an 1115 Waiver Demonstration program with CMS. Our work aided the 
Department with addressing legislative and regulatory concerns, as well as identifying 
opportunities to enhance contractual language to ensure health plan compliance and to 
maximize benefits to the Commonwealth’s members. We were also recently contracted to 
perform medical loss ratio audits of their MCOs. 


Louisiana Department of Health and Hospitals (DHH) 
Since 2012, Myers and Stauffer has worked closely with DHH and the state’s managed care 
and care coordination networks participating in the Bayou Health program. We conduct 
analyses to measure the reliability and accuracy of encounter and member data used to 
establish capitated rates, perform audits of medical loss ratio reports, and perform bi-
monthly reconciliations of the encounters being submitted by the health plans. 


Texas Health and Human Services Commission (HHSC) 
Since 2004, we have been the contractor for Medicaid and CHIP-related audit services for 
HHSC. We have partnered with HHSC to assist in its mission to strengthen contract 
oversight by providing HHSC with professional audit services that have helped ensure 
accurate and relevant accountability and reporting by the external entities that provide 
services to HHSC Medicaid and CHIP programs, including MCOs. This program includes 
the development of comprehensive risk assessments of each MCO that assesses contract 
and operational risk over three major areas: financial, service, and business.  


Health Care Reform Experience 
For more than a decade, Myers and Stauffer has provided assistance on a number of high 
profile delivery system and payment reform initiatives. Today, we support a variety of 
programs including SIM and DSRIP programs. We bring Nevada the benefit of having 
expertise in the design, as well as oversight and evaluation of health care delivery reform 
models. This 360° vantage point of transformation models uniquely qualifies Myers and 
Stauffer to conduct the services under this RFP. We have experience with projects of 
similar size and scope across the country, and below we have highlighted just a few 
examples of these projects performed by the Myers and Stauffer.  
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Relevant Health Care Reform Clients 
Selected examples of our health care reform work include the following engagements. 


Nevada Division of Health Care Financing and Policy 
Myers and Stauffer assisted the DHCFP by supporting all aspects of the development and 
delivery of the SHSIP. Through this project, Myers and Stauffer assisted Nevada in 
improving population health for its 2.7 million residents located in urban, rural and frontier 
areas. As part of our Nevada SIM work, we conducted extensive stakeholder engagement 
activities. Additionally, we provided project management expertise, research, analysis, 
developed a health information technology plan, sustainability model, and evaluation 
framework.  


American Samoa 
Myers and Stauffer is supporting American Samoa under their SIM work targeted at 
improving population health for the residents of the territory. Our consultation services 
include strategic planning, evaluation of population health improvement strategies, and 
assistance in designing infrastructure needs to move forward with the SHSIP which is 
currently under development.  


New Jersey Department of Health and Senior Services 
Myers and Stauffer has been leading New Jersey’s DSRIP initiative since its inception in 
October 2012. A key feature of our work is supporting the 49 hospitals participating in the 
program. We are responsible for the creation of an attribution model attributing roughly 
600,000 patients across the 49 hospitals. We also manage a website for the New Jersey 
DSRIP program where hospitals can access resources such as state and hospital-led 
learning collaborative presentations. Myers and Stauffer has led webinar presentations, 
prepared monthly financial payment summaries, and developed source documents for the 
project, provided technical assistance to providers and conducted monthly Learning 
Collaboratives to share best practices, lessons learned and hear of provider challenges.  


Texas Health and Human Services Commission 
Myers and Stauffer is the independent assessor for the Texas DSRIP program. As part of 
the Texas 1115 Waiver, CMS required that HHSC utilizes an independent compliance 
monitor to conduct a mid-point assessment of all 1,491 DSRIP projects in the state totaling 
more than $11.4 billion in federal funding. The DSRIP project includes approximately 776 
projects which fall into the “Innovation and Redesign” category. Myers and Stauffer has 
developed a monitoring program that includes responsibilities such as assessing 
compliance of projects with the program funding and mechanics protocol approved by 
CMS, identifying project risks and issues associated with variances from approved plan 
and whether project progress is measurable based on approved performance measures, 
including both milestones and metrics, and validating data submitted by performing 
providers that serve as the basis of their DSRIP payments.  


Health Care Payment Experience 
Myers and Stauffer has extensive experience working with Medicaid programs using CPE, 
IGT and provider tax systems to help generate state-shares of Medicaid payments. Having 
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in-depth knowledge of these funding systems has helped our client achieve their financial 
goals for the state, while maintaining compliance with federal Medicaid statutes and 
regulations. We are uniquely able to bring together knowledge of Medicaid allowable cost 
issues from our auditing expertise, with Medicaid funding techniques (IGT, CPE, and 
provider taxes) to assist our clients with addressing any issues that arise regarding the 
state funding of the Medicaid program.  


Relevant Health Care Payment Clients 
A few examples of our experience providing these Medicaid fiscal services include the 
following engagements. 


Nevada Department of Health and Human Services 
Myers and Stauffer reviews CPE cost reports for six local agencies providing targeted 
case management and senior services to Medicaid recipients in Nevada for the past four 
years. These reviews consist of review of expenditures reported on the CPE cost report, 
review of time studies and allocation methodologies, and reconciliation of charges, units 
and payments. 


Alabama Medicaid Agency 
Myers and Stauffer conducts DSH and Medicaid inpatient verification and settlement 
procedures commensurate with protocol requirements that the State and CMS had 
negotiated for the state's CPE methodology. As a natural progression of this initial 
endeavor, our team has assisted the state in negotiations with CMS officials regarding 
SPA, reimbursement policy, and the final settlement of prior year CPE calculations. We 
also have assisted Medicaid's internal budgeting and forecasting/operations in order to 
provide strategic insight regarding future expenditures relating to institutional 
reimbursement. 


Mississippi Medicaid 
Myers and Stauffer has assisted Mississippi Medicaid program in their transition away 
from their IGT funding system for DSH and UPL payments to a provider tax program to 
permit both public and private hospital sharing in the financing of the state share for these 
payment programs. Myers and Stauffer assisted the state in establishing this broad-based 
provider tax program that generates the state-share needed to fund their UPL and DSH 
program by taxing hospitals a per diem rate for all non-Medicare inpatient day of care 
provided by the hospitals.  


Colorado Department of Health Care Policy & Financing 
The Colorado Department of Health Care Policy & Financing engaged Myers and Stauffer 
to provide consulting services to aggregate data for the hospital provider fee model, UPL 
for inpatient and outpatient hospital services, and the hospital specific DSH payment limit 
calculations. These services assisted the state with collecting, aggregating, validating, 
and summarizing data necessary to calculate various supplemental payments, upper 
payment limits and DSH payments in accordance with policies, protocols and 
requirements set forth by CMS. Myers and Stauffer was able to facilitate efficient exchange 
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of information with the provider community by developing a web-based portal and worked 
collaboratively with other State agencies to collect required data elements. 


Through these examples, Myers and Stauffer clearly possesses the experience and 
expertise in Medicaid managed care, health care delivery system reform, and Medicaid 
financing that will assist the DHCFP throughout this managed care evaluation and 
planning engagement.  


Company History (4.1.10) 
Length of time vendor has been providing services described in this RFP to the public and/or 
private sector. Please provide a brief description. 


Since 1977, Myers and Stauffer has provided health care program consulting, analysis, 
accounting, and program integrity to state and federal agencies. We partner exclusively 
with government health agencies and never providers, thereby minimizing any conflicts of 
interest. We are exceptionally sensitive to the accountability that is expected of 
government agencies.  


 


Our extensive experience providing Medicaid auditing and consulting is bolstered by our 
depth of resources and commitment to client service. Our experience providing health 
care assurance and consulting services to state Medicaid programs, Medicare, the 
Department of Justice and other government health care agencies is unrivaled.  


Financial Information (4.1.11) 


Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial 
Information Including Dun & Bradstreet Number, Federal Tax Identification Number, and Financial 
Statements. 


We have included all financial documents in Part III: Confidential Financial Information. 
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Subcontractor Information (4.2) 
Does this proposal include the use of subcontractors? 


Yes  No X 


 
Business References (4.3.) 


References (4.3.1-2) 
Vendors should provide a maximum of three (3) business references from similar projects 
performed for private, state and/or large local government clients within the last three (3) years. 
Vendors must provide the following information for every business reference provided by the 
vendor and/or subcontractor. The “Company Name” must be the name of the proposing vendor or 
the vendor’s proposed subcontractor.  


Reference #: 1 


Company 
Name: 


Myers and Stauffer LC 


Identify role company will have for this RFP project. (Check appropriate role below): 


 VENDOR   SUBCONTRACTOR 


Project 
Name: 


New Jersey Department of Health - Delivery System Reform Incentive 
Payments 


Primary Contact Information 


Name: William Conroy, Deputy Commissioner 


Street Address: 369 South Warren Street, PO Box 360-0360  


City, State, Zip Trenton, New Jersey 08625 


Phone, including area code: 609.292.7874 


Facsimile, including area code: 609.292.5333 


Email address: william.conroy@doh.nj.gov 


Alternate Contact Information 


Name: Michael D. Conca, Health Care Consultant 


Street Address: 369 South Warren Street, PO Box 360-0360  


City, State, Zip Trenton, New Jersey 08625 


Phone, including area code: 609.633.7531 


Facsimile, including area code: 609.292.5333 


Email address: Michael.conca@doh.state.nj.us 


Project Information 


Brief description of the 
project/contract and description 
of services performed, including 
technical environment (i.e., 


As an outcome of the state of New Jersey’s negotiations 
with CMS for the State’s Comprehensive Waiver under 
section 1115(a) Medicaid and CHIP demonstration 
program, the state was required to develop and implement 
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software applications, data 
communications, etc.) if 
applicable: 


a DSRIP program. In New Jersey, DSRIP would be 
developed as an alternative to supplemental payment 
programs such as upper payment limits, charity care, and 
uncompensated care programs. New Jersey’s shift toward 
managed care reduced its ability to utilize supplemental 
payments as a sustainable funding mechanism for safety 
net hospital services. New Jersey’s desire for a long term 
strategy that was directed to improving the quality of care 
received by its low income population, consisting of 
Medicaid, CHIP, and charity care members offered 
additional support to the development of a DSRIP program 
in New Jersey.  


Myers and Stauffer has been leading New Jersey’s DSRIP 
initiative since its inception in October 2012. We had the 
lead role in developing the Planning Protocol and the 
Funding and Mechanics Protocol. Additionally, we have 
spearheaded the Quality and Measures subcommittee of 
the New Jersey DSRIP Steering Committee developing all 
of the hospital quality projects, databook of DSRIP project 
metrics, benchmarks, and improvement targets. We have 
also taken the lead in developing and presenting the New 
Jersey DSRIP attribution model and substitution metrics to 
the New Jersey Quality and Measures Committee, required 
by CMS. We successfully applied the attribution algorithm 
to NJ Low Income utilization data. We represented the 
state in hundreds of hours of meetings and discussions 
with both CMS and the provider industry.  


We developed and hosts the state’s DSRIP website, and 
we are utilizing our proprietary information technology 
solutions for exchanging data with the DSRIP eligible 
entities across the state. Myers and Stauffer developed a 
robust data warehouse of NJ low income data that is used 
to support reporting, as well as measure calculations, 
benchmarks, and improvement target goals. Myers and 
Stauffer provides the analytics to support the 
Department’s management of the program.  


We designed the DSRIP application and toolkit and 
developed the audit approach that was approved by CMS. 
The state, CMS, and Myers and Stauffer developed the 
processes and procedures that participating entities utilize 
to complete their DSRIP initiatives. Myers and Stauffer 
represents the state in conducting training sessions with 
the hospital industry. This includes maintaining frequently 
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asked questions and other reference materials needed by 
the hospital industry. We have developed an ongoing web-
based training approach that has been successfully used 
on several occasions for DSRIP training.  


Myers and Stauffer also provides help-desk operations for 
hospitals to contact for DSRIP-related questions. This 
includes a dedicated e-mail process for submitting and 
managing questions and requests from hospitals. 


Using the Myers and Stauffer DSRIP application and 
toolkit, participating hospitals developed a Hospital-
Specific DSRIP Plan (HDP), consistent with the state’s 
DSRIP Planning Protocols, that was rooted in the intensive 
learning and sharing that will accelerate meaningful 
improvement. Each HDP was developed based on the 
hospital’s mission and quality goals, as well as CMS’ goals 
for improving health care through quality and efficiency. In 
the New Jersey model, each hospital selected a pre-
defined project and a menu of measurable, structured, and 
progressive set of activities that the state via Myers and 
Stauffer developed. Hospitals may qualify to receive 
incentive payments (DSRIP) for fully meeting performance 
metrics (as specified in the HDP), which represent 
measurable, incremental steps toward the completion of 
project activities, or demonstration of their impact on 
health system performance or quality of care. We analyze 
completion and performance, as well as computes 
eligibility for payments. Analytics and the data warehouse 
are used to identify trends, assess risks and/or identify 
corrective actions. 


Original Project/Contract Start 
Date: 


10/2012 


Original Project/Contract End 
Date: 


Multiple contracts and renewals; Contract ongoing 


Original Project/Contract Value: Approximately $4,318,573 (2012, 2013, 2014, 2015) 


Final Project/Contract Date: Contract ongoing 


Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Yes, ongoing deadlines were met and the projects have all 
been completed in time allotted. 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if 
not, why not? 


Yes, all projects completed with original budget/cost. 
Budgets were adjusted to reflect final program design 
features, which were not available at the start of the 
contract. 
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Reference #: 2 


Company Name: Myers and Stauffer LC 


Identify role company will have for this RFP project.(Check appropriate role below): 


 VENDOR   SUBCONTRACTOR 


Project 
Name: 


Indiana Family & Social Services Administration - Medicaid Rate Setting, Long 
Term Care Auditing Services, and Other Consulting 


Primary Contact Information 


Name: Chris Fletcher, Director, Reimbursement Services 


Street Address: 402 W. Washington St., Room W374; MS07 


City, State, Zip Indianapolis, Indiana 


Phone, including area code: 317.234.4753 


Facsimile, including area code: 317.233.4693 


Email address: chris.fletcher@fssa.in.gov 


Alternate Contact Information 


Name: NA 


Street Address: NA 


City, State, Zip NA 


Phone, including area code: NA 


Facsimile, including area code: NA 


Email address: NA 


Project Information 


Brief description of the 
project/contract and description 
of services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


For over 34 years, we have worked with the state of 
Indiana to ensure the integrity and fiscal efficiency of their 
Medicaid program. In addition to rate setting and audit 
work, our work has included management consulting, as 
well as hands-on auditing and compliance work. We 
provide technical expertise and operational management 
services for all Indiana Medicaid supplemental payment, 
provider tax, and UPL/IGT programs for multiple provider 
categories. Below we have presented a brief description of 
each service.  


DSH, IGTs And UPLs 
We provide consulting, coordination and administration of 
DSH payments, federal DSH audit, IGTs and UPLs for all 
provider categories to support the Indiana Health 
Coverage Programs (IHCP). 
 
Myers and Stauffer has been calculating DSH payments 
for many years. Upon finalizing of the DSH audit rule, we 
became the leading firm performing DSH audit services to 
state Medicaid agencies. We understand the policies of 
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just about every state in the country. Our DSH work 
requires us to obtain a significant amount of data from 
various sources, including providers, state agencies and 
other vendors. We collect this data through secure and 
HIPAA-compliant web-based submission tools. In 
addition, we provide on-site DSH training to providers. 
Upon completion of our audits, we are able to help states 
understand the impact of DSH redistribution as permitted 
by the State Plan. 
 
UPL/IGT/Provider Tax/Supplemental Payment Programs 
Myers and Stauffer provides overall management and 
operational support to Indiana Medicaid for all UPL 
supplemental payment/IGT and provider tax programs. 
These services include collection all requisite data, 
analyzing and computing payment and tax/assessment 
collection, ensuring compliance with applicable state and 
federal statutory and regulatory requirements. We interact 
with providers and all stakeholders concerning these 
important funding programs, and regularly provide 
management and special-purpose reporting to 
stakeholders to ensure up to date knowledge of all 
program areas.  
  
Value Based Purchasing and Other Payment Reform 
Myers and Stauffer developed and provide ongoing 
evaluation of a statewide VBP component of nursing 
facility reimbursement. We have continued to support 
Indiana Medicaid in the evaluation and expansion of this 
delivery system payment transformation effort by refining 
and expanding the quality measures used to direct the 
funding. The program currently includes eight quality 
measures and 517 nursing facilities and involves a large 
stakeholder engagement component.  
 
Fraud and Abuse Detection System  
Since 2011, we have provided the Indiana Family and 
Social Services Administration Compliance Unit, as a 
subcontractor to Truven Health Analytics under the state’s 
FADS with program integrity operational support, 
including development of program integrity policies and 
tools. 


 
Medicaid Rate Setting Services 
Since 1982, we have provided Medicaid rate setting and 
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consulting services for all long term care providers. The 
project involves determining reimbursement levels based 
on a variety of methodologies, including use of provider 
cost reports. Through our many years of support for the 
Medicaid program, the state has undertaken major 
reimbursement reform efforts to build in greater 
incentives for provider cost containment, as well as to 
achieve other policy objectives, including a sophisticated 
case mix reimbursement methodology. Myers and Stauffer 
plays a crucial role in developing, implementing and 
defending the reimbursement reforms. We also perform 
nursing facility audits to ensure that costs are reasonable, 
allowable, and in compliance with Medicaid guidelines. 
This project requires an understanding of the entire 
reimbursement system, including facility operations and 
health care issues. 


Our rate setting practice requires us to collect and analyze 
provider data to calculate provider payment rates, for all 
provider categories, including hospitals, FQHC, RHC, 
physician and other practitioners, HHAs, group homes 
and ICFs/IID, and other providers. How these rates are 
calculated depends on specific state policies. We have a 
great understanding of the policies of many states. Thus, 
we can present options when a client contemplates 
change to a reimbursement methodology. Furthermore, 
we can use available data to help states understand the 
impact of any potential changes. Last, reimbursement 
system design requires collaboration with the provider 
community, which we provide as part of our service 
package. 


Original Project/Contract Start 
Date: 


1982 


Original Project/Contract End 
Date: 


Multiple contract renewals; contracts ongoing 


Original Project/Contract Value: Approximately $8 million annually 


Final Project/Contract Date: Contract ongoing 


Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Yes, ongoing deadlines were met and the projects have all 
been completed in time allotted. 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes, all projects completed with original budget/cost. 
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Reference #: 3 


Company Name: Myers and Stauffer LC 


Identify role company will have for this RFP project. (Check appropriate role below): 


 VENDOR   SUBCONTRACTOR 


Project 
Name: 


Bureau of Health Services Financing, Louisiana Department of Health and 
Hospitals – Managed Care and Other Health Care Consulting  


Primary Contact Information 


Name: Marisa Naquin, Medical Vendor Payments Budget and 
Managed Care Finance 


Street Address: 628 North 4th Street 


City, State, Zip Baton Rouge, LA 70802 


Phone, including area code: 504.408.1828 


Facsimile, including area code: 225.342.5568 


Email address: marisa.naquin@la.gov 


Alternate Contact Information 


Name: Steve Annison, Medicaid Managed Care Finance 


Street Address: 628 North 4th Street 


City, State, Zip Baton Rouge, LA 70802 


Phone, including area code: 225.342.5935 


Facsimile, including area code: 225.342.5568 


Email address: Steve.annison@la.gov 


Project Information 


Brief description of the 
project/contract and description 
of services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if 
applicable: 


Since 2001, Myers and Stauffer has assisted the state of 
Louisiana with a variety of health care compliance 
engagements, including: 


Managed Care Audits 
Since 2010, Myers and Stauffer has worked closely with 
the Louisiana Department of Health and Hospitals and the 
state’s managed care and care coordination networks 
participating in the Bayou Health program. As part of our 
contract, we perform audits of medical loss ratio reports 
submitted by each MCO. This includes requesting 
supporting documentation from each MCO, including trial 
balance, claim lag reports and other claim and financial 
information and performing analyses to ensure the 
definitions and assignments of medical and 
administration expenses are appropriate. 


We also perform analyses of health plan submitted cost 
reports per the supplemental financial Reporting guides. 
These quarterly reports were designed by the Department 
to assist with the monitoring of medical loss ratios and 
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administrative costs and to aid with the development of 
capitation rates. In addition, we perform a bi-monthly 
reconciliation of the encounters being submitted by the 
health plans and their subcontractors to the Department’s 
MMIS vendor, Molina, to ensure completeness and 
accuracy. Work with Molina to identify issues with 
accurately storing and reporting health plan submitted 
encounter data. Recommend operational changes in order 
to enhance the reliability of the encounter data. 


We provide an analysis of the encounter processes and 
documentation utilized by the MMIS and/or the fiscal agent 
contractor. By utilizing information supplied by the MCOs 
to the fiscal agent contractor and the Department, the 
analysis determined the accuracy and effectiveness of the 
encounter processes and documentation utilized by MCOs 
and/or the fiscal agent contractor. We also conduct 
analyses to measure the reliability and accuracy of 
encounter and member data used to establish capitation 
rates (i.e., inaccurate encounter and member data could 
lead to higher than necessary capitation rates).  


Case Mix Reimbursement 
Myers and Stauffer was directly involved in the 
development of a case mix reimbursement system for 
nursing facilities participating in the Louisiana Medicaid 
program, and has been the sole vendor responsible for its 
maintenance and operation for more than 14 years. In the 
process of developing and maintaining the case mix 
reimbursement system, Myers and Stauffer was tasked 
with developing Medicaid specific cost reporting 
instruments, assisting in the creation of Louisiana 
Administrative Code reimbursement rules and State Plan 
reimbursement language, developing Medicare UPL 
demonstrations, and assisting in the calculation and 
implementation of a provider tax system. As a separate 
but integral part of the case mix reimbursement system, 
Myers and Stauffer's clinical staff perform reviews of 
nursing facility resident MDS assessments to ensure that 
resident acuity is properly reported for reimbursement 
purposes. In addition to the reimbursement system, Myers 
and Stauffer has always been available to the state of 
Louisiana to perform ad-hoc analysis and consulting for 
complex provider and budgetary issues. 
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EHR Audits 
We assist the state develop and implement a post-
payment audit plan related to their electronic health 
records. We provided summaries to the state that were 
utilized for cost projections, shared with another vendor 
developing an online attestation system, developed a 
strategy for identifying CHIP claims, and wrote a narrative 
that will be used in the state’s updated SMHP. We also 
scanned its applications into electronic files, and 
answered questions regarding the program regulations. 
We reviewed the payment data and applications, identified 
high risk providers, and began conducting post-payment 
audits. We developed calculators the state intends to use 
as their application until their online attestation system is 
launched. 


Pharmaceutical Dispensing And Acquisition Cost Study 
and State Maximum Allowable Cost Reimbursement For 
Drugs 
We developed and distributed a dispensing cost survey 
instrument, hosted informational meetings to educate 
pharmacy owners about the cost survey process. We also 
performed desk reviews and field examinations of cost 
surveys, cost allocations and statistical analyses of 
dispensing cost, a survey of pharmaceutical ingredient 
acquisition cost with comprehensive statistical analyses. 
We have assisted with support during the administrative 
rule making and legislative hearing process, advised state 
on prior authorization, drug limits and other policy areas, 
and developed State Maximum Allowable Cost (SMAC) 
reimbursement. 


Original Project/Contract Start 
Date: 


2001 


Original Project/Contract End 
Date: 


Multiple contract renewals; contract ongoing 


Original Project/Contract Value: Approximately $5,000,000 for SFY 2016 


Final Project/Contract Date: Contract ongoing 


Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Yes, ongoing deadlines were met and the projects have all 
been completed in time allotted. 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if not, 
why not? 


Yes, all projects completed with original budget/cost. 
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Attachment F (4.3.3)  
Vendors must also submit Attachment F, Reference Questionnaire to the business references 
that are identified in Section 4.3.2.  


We have asked each of our references to complete and return Attachment F: Reference 
Questionnaire. 


Reference Questionnaire Submission (4.3.4) 
The company identified as the business references must submit the Reference Questionnaire 
directly to the Purchasing Division.  


We have received confirmation from our clients in the states of New Jersey, Indiana and 
Louisiana that they have submitted the Reference Questionnaires to the Purchasing 
Division. 


Reference Questionnaire Receipt (4.3.5) 
It is the vendor’s responsibility to ensure that completed forms are received by the Purchasing 
Division on or before the deadline as specified in Section 8, RFP Timeline for inclusion in the 
evaluation process. Reference Questionnaires not received, or not complete, may adversely 
affect the vendor’s score in the evaluation process.  


We have received confirmation from our client contacts that all reference forms were 
submitted to the state prior to February 16, 2016. 


Contact with References (4.3.6) 
The State reserves the right to contact and verify any and all references listed regarding the 
quality and degree of satisfaction for such performance. 


We welcome you to contact any of our references for verification or additional information.  


4.4. Vendor Staff Resume  
A resume must be completed for each proposed key 
personnel responsible for performance under any contract 
resulting from this RFP per Attachment G, Proposed Staff 
Resume. 


At Myers and Stauffer, we know our clients will not be 
successful unless we provide them with the highest 
quality, responsive, and experienced Medicaid 
professionals. We pride ourselves on our professionals’ 
depth of experience, and we will continue to provide that 
same level of expertise to the Division. All staff members 
dedicated to this contract have direct, hands-on 
experience performing state health care consulting and 
evaluation services for state Medicaid agencies or CMS.  
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Our success has been achieved by providing our clients with the highest quality work 
product through excellent service on a timely basis, including those times when clients 
have made urgent requests with minimal turn-around time. We are committed to servicing 
the Division as effectively and economically as possible while maintaining the highest 
levels of quality and service. 


Myers and Stauffer will staff this engagement with personnel that meet or exceed the RFP 
requirements.  


Staff Organizational Chart 
Following is our functional organizational chart of our proposed engagement team which 
includes key personnel. This reflects those professionals who will dedicate their time to 
this contract, along with the leadership and subject matter experts who will support their 
efforts. We also have other local and national resources that can be accessed should the 
need arise to meet project objectives. 
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Staff Qualifications  
The following is a brief summary of our proposed staff and their roles. In addition, in Tab 
VIII of this proposal we have included resumes for each proposed key member of our 
engagement team.  


Myers and Stauffer: Proposed Staff  


Team 
Member 


 
Role in Project 


Health 
Care 
Exp. Qualifications 


Jerry 
Dubberly, 
PharmD, 
MBA 


Principal/ 
Partner 


Engagement 
Partner/Project Director: 
Responsible for all 
aspects of the project, 
ensuring client 
satisfaction, and 
establishing the overall 
client service approach. 
Dr. Dubberly will work with 
the project lead to ensure 
successful service 
delivery and performance 
under this engagement. 


 


25 
years 


Dr. Dubberly leads the Quality, Analytics, 
Design, and Payment Center within Myers 
and Stauffer. He formerly served as 
Georgia's Medicaid Director for six years. 
Prior to becoming Georgia's Medicaid 
Director, he served as the Deputy Director 
Medical Assistance Policy Section and for 
four years prior to that he was the director 
of pharmacy services. Dr. Dubberly is 
currently a licensed pharmacist in Georgia 
and Tennessee. He brings a wide range of 
experience with state health care 
programs. Since joining Myers and Stauffer 
in January 2015, Dr. Dubberly has focused 
on Myers and Stauffer’s integrated care 
model accounts which include the firm’s 
SIM, DSRIP, and consulting activities. 


Dave 
Halferty, 
MBA 


Senior 
Manager 


Project Lead: Single point 
of authority and 
accountability to the 
DHCFP on a day-to-day 
basis. Mr. Halferty will lead 
the delivery of the Myers 
and Stauffer solution and 
manage the teams 
supporting this 
engagement.  


16 
years 


Mr. Halferty is responsible for providing 
rate setting and consulting services to 
state Medicaid agencies addressing health 
care reimbursement issues. Mr. Halferty 
has worked on various Medicaid rate 
setting and consulting engagements. He 
manages the Kansas nursing facility rate 
setting contract and a long-term care rate 
study for North Dakota. His duties include 
monitoring project requirements, 
communicating with the clients, and 
ensuring project deliverables are produced 
timely and accurately. 


Kathy 
Haley, CFE, 
CCA, COC 


Senior 
Manager 


 


Monitoring and Oversight 
Manager: Responsible for 
developing the MCO and 
project monitoring and 
oversight strategies and 
tools for the DHCFP 
consideration.  


20 
years 


Ms. Haley has experience in health care 
policy and reimbursement analysis, 
managed care organization contract 
compliance review and encounter data 
validation with Myers and Stauffer. Ms. 
Haley performs various analyses of correct 
coding on health care claims and analyses 
of health care policy and reimbursement 
for state Medicaid managed care programs; 
completes analysis of Medicaid and State 
CHIP fee-for-service and managed care 
encounter claims to identify overpayments 
to providers resulting from aberrant 
provider billing or MMIS issues; performs 
on-site activities at managed care 
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Myers and Stauffer: Proposed Staff  


Team 
Member 


 
Role in Project 


Health 
Care 
Exp. Qualifications 


organizations; implements and manages 
EQR protocols related to the validation of 
encounter data utilizing medical record 
reviews, trace analyses, and other tools; 
develops analytical tools; generates written 
and oral reports and presentations; and 
provides project management and support 
on various projects. 


Beverly 
Kelly, 
CPA,CFF, 
CFE, CHPS 


Member/ 
Partner 


Monitoring and Oversight 
Subject Matter Expert: 
Responsible for assisting 
Ms. Haley in developing 
the MCO and project 
monitoring and oversight 
strategies and tools for 
the DHCFP consideration.  


27 
years 


Ms. Kelly was the technical lead for our 
recent project with the DHCFP to perform 
EQR Protocol 4 Validation of Encounter 
Data reported by the MCOs and has an 
excellent understanding of the health plans 
currently contracted by Nevada. She also 
provides oversight for the managed care 
organization financial monitoring, medical 
loss ratio examination, encounter 
reconciliation, and EQR (CMS Protocol 4) 
engagements with the Louisiana 
Department of Health and Hospital's Bayou 
Health program. In addition, she serves as 
a technical resource for the firm's program 
integrity engagements, including the 
Georgia Department of Community Health 
and the Georgia Families Program. 


Michael 
Horoho 


Manager 


 


Financial Manager: 
Responsible for 
identifying, reviewing, 
quantifying, and 
developing strategies to 
address financial impact 
from changes to the 
existing MCO program or 
possible expansion.  


11 
years 


Mr. Horoho advises on the development of 
a Medicaid CPE protocol for the Louisiana 
Office of Public Health. He also performs 
finance consulting services for Medicaid 
and public health state agencies in 
Alabama and Louisiana. In addition, he has 
also performed audit and attestation 
services for various Medicaid programs in 
Indiana, Ohio, Michigan, Mississippi, 
Alabama and South Carolina.  


Kevin 
Londeen, 
CPA 


Member/ 
Partner 


Financial Subject Matter 
Expert: Serves as an 
expert advisor to Mr. 
Horoho for identifying, 
reviewing, quantifying, 
and developing strategies 
to address financial 
impact from changes to 
the existing MCO program 
or possible expansion.  


26 
years 


Mr. Londeen has been the project director 
for dozens of accounting, auditing and 
consulting engagements during his career 
with Myers and Stauffer. He currently 
serves as the Quality Assurance Director 
on several of the firm’s contracts. Mr. 
Londeen’s area of expertise include: IGTs, 
CPEs, UPL program, DSH programs, and 
provider assessment fee programs.  
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Team 
Member 


 
Role in Project 


Health 
Care 
Exp. Qualifications 


Bob Bullen, 
CPA, CFE 


Member/ 
Partner 


 


Quality Assurance 
Oversight: As the Partner-
in-Charge over this 
engagement, Mr. Bullen 
will provide executive 
oversight to ensure quality 
and timely delivery on all 
project deliverables that 
meet or exceed the 
DHCFP’s expectations.  


32 
years 


Mr. Bullen’s experience in health care 
related audit and compliance services 
includes eight years overseeing audits of 
Medicare Advantage Organizations and/or 
Prescription Drug Plans, including 
pharmacy benefit managers. In addition, he 
managed the performance audits and 
administrative expense audits of the two 
MCOs that participate in the state of 
Nevada’s Medicaid and CHIP. He has also 
managed audits of MCOs for the states of 
Maryland, South Carolina and Virginia. 


Clare 
Wrobel 


Director of 
Population 
Health 
Solutions  


Policy and Stakeholder 
Engagement Advisor: Ms. 
Wrobel will provide policy 
and federal authority 
consultation services to 
the project. She will also 
advise on CMS-required 
stakeholder engagement 
activities related to 
various waiver authorities 
that may be pursued as a 
result of this engagement.  


5 years Ms. Wrobel brings her expert knowledge of 
the federal authorities available to support 
health care transformation, CMS 
expectations, and national experience to 
Nevada. Ms. Wrobel was previously the 
team lead for the SIM initiative at the CMMI. 
In that capacity, she established the SIM 
program and recruited/supervised a team 
of 15 project officers to perform program 
monitoring and provide technical 
assistance to 38 state awardees’ Medicaid 
agencies, Departments of Health, and 
Governor’s offices. 


Terri 
Branning 


Senior 
Manager 


Policy and Stakeholder 
Engagement Team 
Manager: Ms. Branning 
will provide Medicaid MCO 
design, planning, 
implementation, and 
operations expertise to the 
project. She will also 
undertake and facilitate 
stakeholder engagement 
activities.  


32 
years 


Ms. Branning has experience in both public 
and private health care settings. Most 
recently she served as an executive 
business analyst for the Georgia 
Department of Community Health (DCH). In 
that role, she led key Medicaid 
procurements totaling more than three 
billion dollars annually. At DCH, Ms. 
Branning was also responsible for 
facilitating stakeholder engagement with 
multi-disciplinary task forces which 
included provider organizations, advocacy 
groups, child-serving state agencies, and 
contracted vendors. As facilitator, she 
developed and implemented successful 
strategies to engage stakeholders who 
collaborated in program design, 
implementation planning and statewide 
communication.  
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Team 
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Role in Project 


Health 
Care 
Exp. Qualifications 


Catherine 
Snider 


Senior 
Manager 


Policy and Stakeholder 
Engagement Team Subject 
Matter Expert: Ms. Snider 
will provide Medicaid MCO 
design, planning, 
implementation, and 
operations expertise to the 
project. She will also 
undertake and facilitate 
stakeholder engagement 
activities.  


14 
years 


Bringing her delivery system and payment 
reform experience and expertise, Ms. 
Snider has a wealth of knowledge of health 
care innovation and reform. Ms. Snider has 
experience in public policy management, 
including Medicaid eligibility, adjudication 
and payment processes, managed care 
oversight and reporting, rate setting, 
program integrity, and audit functions. She 
is a key team lead in the current 
engagement with the New Jersey 
Department of DSRIP program, serving as 
the manager for the development of the 
quality improvement projects. Ms. Snider is 
responsible for hospital provider 
communications on behalf of Department 
and has actively been engaged in all 
aspects of this initiative. This includes 
leading the development of the New Jersey 
attribution model and performance 
measure data book that provides the 
detailed measure specifications that will 
monitor performance metrics as the basis 
for incentive award. 


Charlyn 
Shepherd, 
CPA, CFE 


Senior 
Manager 


Policy and Stakeholder 
Engagement Team 
Advisor: Ms. Shepherd will 
provide Medicaid MCO 
design, planning, 
implementation, and 
operations expertise to the 
project. She will also 
undertake and facilitate 
stakeholder engagement 
activities.  


29 
years 


Ms. Shepherd has experience performing 
and managing SIM Design engagements, 
EHR audits, Recovery Audit Contractor 
(RAC) audits, WIC audits, litigation 
consultation, and program integrity efforts. 
She has worked with the Louisiana 
Department of Health and Hospitals to 
implement and oversee the RAC program. 
Ms. Shepherd is also working with the 
DHCFP, assisting with their SIM design 
grant with planning, research and analysis, 
providing content for and facilitating 
stakeholder engagement meetings, 
providing technical assistance with the 
development of a population health plan, 
value-based health care and delivery and 
transformation plan, and health information 
technology plan.  


 


 


 


 


 


 


 


 







 
RFP No. 2103 


  February 19, 2016 


www.mslc.com  page 77  


BACKGROUND AND 
REFERENCES 


Myers and Stauffer: Proposed Staff  


Team 
Member 


 
Role in Project 


Health 
Care 
Exp. Qualifications 


Jason 
McNamara 


Director of 
Health 
Technology 
Services 


Health Information 
Technology Advisor: Mr. 
McNamara will assist in 
consideration and 
incorporation of HIT 
components of the future 
Nevada Medicaid MCO 
program and HIT 
contractual requirements 
for MCO vendors.  


17 
years 


With extensive HIT and information 
technology infrastructure knowledge, Mr. 
McNamara has two decades of public 
sector expertise. Mr. McNamara held 
various strategic leadership roles for CMS 
and the U.S. Navy Bureau of Surgery and 
Medicine (BUMED). He provided strategic 
insight on a wide array of high profile 
federal initiatives involving Medicaid 
information technology, meaningful use of 
electronic health records, clinical quality 
measurement systems, health information 
exchanges, administrative simplification, 
states’ implementation of modern eligibility 
and enrollment business systems, and 
clinical applications in support of military 
health. 


Dan Roach, 
MD 


Director of 
Technical 
Solutions 
and Data 
Science 


Health Information 
Technology Advisor: Dr. 
Roach will assist in 
consideration and 
incorporation of HIT 
components of the future 
Nevada Medicaid MCO 
program and HIT 
contractual requirements 


20 
years 


As a physician, informaticist, former state 
HIT Coordinator, and Regional Extension 
Center expert, Dr. Roach has been 
responsible for the development and 
deployment of patient-centric clinical 
information systems in multiple states, 
including systems with a focus on clinical 
outcomes, quality measurement and 
reporting, predictive modeling and disease 
management, as well as personal health 
record systems, an in-home monitoring 
system and disaster preparedness and 
situational awareness tools. He has also 
spent time in clinics throughout rural 
Alabama and with clinical end-users across 
the nation and knows first-hand what it 
means to be a user of health information 
technology.  
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On the following pages, we have included resumes for each of the key members of your 
proposed engagement team. Please note that for the individual references, we have 
included that contact’s preferred method(s) of communication.   
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OTHER  
INFORMATION  


Other Informational Material (Tab IX/RFP Section 
9.2.3.9) 
We have no additional information to present as part of our submission. 
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Part II – Cost Proposal 


RFP Title: Evaluation and Planning Services for the Potential Expansion of the 
Medicaid Managed Care Organization Program 


RFP: 2103 


Vendor Name: Navigant Consulting, Inc. 


Address: 
30 S. Wacker Drive | Suite 3100 
Chicago, Illinois  60606 


Proposal Opening Date: February 19, 2016 


Proposal Opening Time: 2:00 PM 
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Tab II Cost Proposal 


ATTACHMENT H – DELIVERABLE PAYMENT SCHEDULE 


Vendor __Navigant Consulting, Inc._____________________________________________________________________ 
 


Activity Number Description of Activity Estimated 
Timeframe 


Activity Estimated 
Price 


3.1 Review the current Medicaid MCO Program and make 
recommendations for improvement. Activity Estimated Price 
should be a total amount of 3.1.1, 3.1.2 and 3.1.3. 


May 11, 2016 – 
July, 2016 


$39,375.00 


3.1.1 Recommend revisions to strengthen and improve the Division’s 
oversight, recommendations must comply with federal and state 
requirements. 


May 11, 2016 – 
July, 2016 


$22,500.00 


3.1.2 Recommend revisions to the MCO contract as it relates to 
improving program oversight and compliance. 


May 11, 2016 – 
July, 2016 


$11,250.00 


3.1.3 Recommend revisions to contract terms and payment structure 
to incentivize MCO vendors to reduce costs through pay for 
performance measures. 


May 11, 2016 – 
July, 2016 


$5,625.00 


 
3.2 Assist state staff in providing recommendations to executive 


staff and the Nevada Legislature regarding the potential MCO 
expansion.  Activity Estimated Price should be a total amount of 
3.2.1, 3.2.2 and 3.2.3. 


May 11, 2016 – Jan 
2017 


$96,075.00 


3.2.1 Recommendations may be based on population, geographical 
location and/or services such as Long Term Support Services. 


May 11, 2016 – Jan 
2017 


$50,850.00 


3.2.2 Recommendations may be a phase in approach to limit financial 
cash flow concerns and/or adverse impact. 


May 11, 2016 – Jan 
2017 


$18,225.00 
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Activity Number Description of Activity Estimated 
Timeframe 


Activity Estimated 
Price 


3.2.3 With assistance from state staff recommendation(s) must 
contain a cost benefit analysis which includes the potential loss 
of revenue to state agencies as well as Intergovernmental 
Transfer of Funds, Certified Public Expenditures and drug 
rebates. 


May 11, 2016 – Jan 
2017 


$27,000.00 


3.3 With assistance from state staff, identify the potential impact of 
the possible expansion of the State Medicaid MCO Program. 
Activity Estimated Price should be a total amount of 3.3.1, 3.3.2, 
3.3.3, 3.3.4, 3.3.5, 3.3.6 and 3.3.7. 


May 11, 2016 – Jan 
2017 


$90,000.00 


3.3.1 Assist state staff in identifying the potential impact to 
communities through the continuation of town hall meetings to 
gather public and stakeholder’s input. 


May 11, 2016 – Jan 
2017 


$13,500.00 


3.3.2 With assistance from state staff identify the potential impact to 
recipients, data regarding MCO adequacy of providers and 
access to care in Nevada is available. 


May 11, 2016 – Jan 
2017 


$13,500.00 


3.3.3 Identify the potential impact to providers. May 11, 2016 – Jan 
2017 


$13,500.00 


3.3.4 With assistance from state staff, identify the potential impact to 
local government as it relates to reimbursement for 
administrative and medical services. 


May 11, 2016 – Jan 
2017 


$13,500.00 


3.3.5 With assistance from state staff, identify the potential impact to 
Native American tribes. 


May 11, 2016 – Jan 
2017 


$13,500.00 


3.3.6 With assistance from state staff, identify the potential impact to 
state agencies that provide billable administrative and medical 
services such as potential downsizing of staff, etc. 


May 11, 2016 – Jan 
2017 


$16,875.00 


3.3.7 Report any potential impact the state may not be aware of and 
should consider based on the vendor’s experience and/or 
knowledge of other states’ MCO expansion. 


May 11, 2016 – Jan 
2017 


$5,625.00 
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Activity Number Description of Activity Estimated 
Timeframe 


Activity Estimated 
Price 


3.4 With assistance from state staff identify ways to leverage 
existing resources if MCO expansion occurs.  Activity Estimated 
Price should be a total amount of 3.4.1, 3.4.2 and 3.4.3. 


Feb 2017 – ongoing $16,875.00 


3.4.1 Certified Public Expenditures Feb 2017 – ongoing $5,625.00 
3.4.2 Intergovernmental Transfer of Funds Feb 2017 – ongoing $5,625.00 
3.4.3 Provider Tax and Assessment Feb 2017 – ongoing $5,625.00 
3.5 Provide consulting services and project management for MCO 


expansion.  Activity Estimated Price should be a total amount of 
3.5.1, 3.5.2, 3.5.3, 3.5.4, 3.5.5, 3.5.6, 3.5.7, 3.5.8 and 3.5.9. 


Feb 2017 – ongoing $81,000.00 


3.5.1 Develop and design the project plan upon approval of a MCO 
expansion. 


Feb 2017 – Jun 
2017 


$5,625.00 


3.5.2 Assist in the completion of a timeline for implementation of the 
approved plan and identify critical path(s). 


Feb 2017 – Jun 
2017 


$4,500.00 
 


3.5.3 Ensure project is completed within approved timeframe(s) 
and/or notify management of delay(s), reason for any delay(s), 
and possible solutions to resolve any delay(s). 


Feb 2017 – ongoing $11,250.00 


3.5.4 Identify stakeholders. Feb 2017 – ongoing $5,625.00 
3.5.5 Design and manage communication plan. Feb 2017 – ongoing $11,250.00 
3.5.6 Manage meetings. Feb 2017 – ongoing $11,250.00 
3.5.7 Manage and track status of tasks assigned to all parties involved. Feb 2017 – ongoing $11,250.00 
3.5.8 In the event Long Term Support Services (LTSS) are 


recommended and approved as part of the MCO expansion, 
assist state staff in preparing the necessary documents that meet 
CMS’s requirements in obtaining proper authority under an 
1115 (a) demonstration waiver; and/or 1915 (b) waivers’ and/or 
1915 (c); and/or 1915 (i) accordingly. 


Oct 2016 – ongoing $11,250.00 


3.5.9 With assistance from state staff develop a transition plan for the 
MCO expansion. 


Jun 2017 – Oct 
2017 


$9,000.00 
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Activity Number Description of Activity Estimated 
Timeframe 


Activity Estimated 
Price 


3.6 With assistance from state staff identify the potential loss of 
revenue to the Medicaid agency such as IGT and drug rebates. 


May 11, 2016 – Jan 
2017 


$11,250.00 


3.7 Assist in the initial procurement process of MCO vendors. 
Activity Estimated Price should be a total amount of 3.7.1, 3.7.2 
and 3.7.3. 


Jun 2016 – Oct 
2017 


$65,250.00 


3.7.1 Develop Request for Information to solicit interested MCO 
vendors. 


Jun 2016 – Jul 
2016 


$9,000.00 


3.7.2 Review Request for Information submissions by interested 
MCO vendors. 


Aug 22 – Oct 19 
2016 


$22,500.00 


3.7.3 Assist in drafting the Request for Proposal to procure MCO 
vendors in Nevada. 


Feb 2017 – Oct 
2017 


$33,750.00 


The classification title and hourly rate are being requested to estimate how the proposing vendor arrived at their costs, so DHCFP can 
check for reasonability and also for any change orders or ad hoc requests that may come up during the contract period. 


Classification Title Hourly Rate 
Managing Director Redacted 
Director Redacted 
Associate Director Redacted  
Managing Consultant Redacted  
Senior Consultant Redacted  
Consultant Redacted 
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EXCEPTION SUMMARY FORM 


EXCEPTION 
NUMBER 


RFP 
SECTION 
NUMBER 


RFP 
PAGE 


NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must 
be identified) 


1.  12 4 


LIMITED LIABILITY. The State will not waive and 
intends to assert available NRS Chapter 41 liability 
limitations in all cases. Contract liability of both parties 
shall not be subject to indirect, consequential or 
punitive damages. Liquidated damages shall not 
apply unless otherwise specified in the incorporated 
attachments. Damages for any State breach shall 
never exceed the amount of funds appropriated for 
payment under this Contract, but not yet paid to 
Contractor, for the fiscal year budget in existence at 
the time of the breach. The total Ddamages for any 
and all Contractor breaches shall not exceed one 
hundred and fifty percent (150%) of the Contract 
maximum “not to exceed” value. Contractor’s tort 
liability shall not be limited. 


2.  14 4 


INDEMNIFICATION. To the fullest extent permitted 
by law Contractor shall indemnify, and hold harmless 
and defend, not excluding the State’s right to 
participate, the State from and against all third party 
liability, claims, actions, damages, losses, and 
expenses, including, without limitation, reasonable 
attorneys’ fees and costs, solely and directly arising 
out of any alleged gross negligent or willful acts or 
omissions of Contractor, its officers, employees and 
agents. 


3.  16 6 


2)  Waiver of Subrogation:  The general 
liability Each insurance policy shall 
provide for a waiver of subrogation 
against the State of Nevada, its officers, 
employees and immune contractors as 
defined in NRS 41.0307 for losses 
arising from work/materials/equipment 
performed or provided by or on behalf of 
the Contractor. 


4.  16 6 


5)  Policy Cancellation:  Except for ten (10) 
days notice for non-payment of 
premiums, each insurance policy shall 
be endorsed to state that without thirty 
(30) days prior written notice to the State 
of Nevada, c/o Contracting Agency, the 
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EXCEPTION 
NUMBER 


RFP 
SECTION 
NUMBER 


RFP 
PAGE 


NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must 
be identified) 


policy shall not be canceled, non-
renewed or coverage and/or limits 
reduced or materially altered, and 
Contractor shall endeavor to provide 
that notices required by this Section 
shall be sent by certified mail to the 
address shown on page one (1) of this 
contract. 


5.  21 7 


STATE OWNERSHIP OF PROPRIETARY 
INFORMATION. Any reports, histories, studies, tests, 
manuals, instructions, photographs, negatives, blue 
prints, plans, maps, data, system designs, computer 
code (which is intended to be consideration under the 
Contract), or any other documents or drawings, 
prepare or in the course of preparation by Contractor 
(or its subcontractors) in performance of its 
obligations under this Contract shall be the exclusive 
property of the State and all such materials shall be 
delivered into State possession by Contractor upon 
completion, termination, or cancellation of this 
Contract. Contractor shall not use, willingly allow, or 
cause to have such materials used for any purpose 
other than performance of Contractor’s obligations 
under this Contract without the prior written consent of 
the State. Notwithstanding the foregoing, the State 
shall have no proprietary interest  and Contractor will 
retain sole and exclusive ownership of all rights title 
and interest in any materials, including its work 
papers, proprietary information, processes, 
methodologies, know-how and software,  including 
such information as existed prior to the delivery of 
Contractor’s services and, to the extent such 
information is of general application, anything that 
Contractor may discover, create or develop during the 
provision of its services (“Contractor Property”). To 
the extent Contractor’s reports or other documents 
contain Contractor Property, Contractor grants State 
a nonexclusive, nonassignable royalty free license to 
use it in connection with the subject of this Agreement. 
licensed for use by the State that are subject to patent, 
trademark, or copyright protection. 
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EXCEPTION 
NUMBER 


RFP 
SECTION 
NUMBER 


RFP 
PAGE 


NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must 
be identified) 


6.  23 7 


CONFIDENTIALITY. Contractor shall keep 
confidential all information, in whatever form, 
produced, prepared, observed or received by 
Contractor to the extent that such information is 
confidential by law or otherwise required by this 
Contract. Other than actions between Contractor on 
one side and State on the other side, if Contractor (a) 
is requested or compelled by a third party to provide 
access to any Contractor personnel or any materials 
in Contractor’s possession relating to this 
engagement, (b) is requested or compelled (by 
subpoena or otherwise) to testify as a fact witness in 
any legal proceeding related to Contractor’s work for 
State, or (c) is made party to any litigation related to 
Contractor’s work for State, Contractor will promptly 
notify State of such action, and either (i) tender to 
State Contractor’s defense responding to such action 
at State’s expense and cooperate with State 
concerning Contractor’s response thereto or (ii) retain 
counsel for Contractor’s defense. State will 
compensate Contractor at Contractor’s standard 
billing rates for its professional fees and expenses, 
and reimburse Contractor’s reasonable attorneys’ 
fees (internal and external), incurred in responding to 
such action.  


7.  26 8 


A. General Warranty. Contractor warrants that 
all services, deliverables, and/or work 
products under this Contract shall be 
completed in a workmanlike manner 
consistent with standards of management 
consulting firms of similar size and 
reputation in the State of Nevadain the 
trade, profession, or industry, and shall 
conform to or exceed the specifications set 
forth in the incorporated attachments; and 
shall be fit for ordinary use, of good quality, 
with no material defects. 


8.  30 8 


GOVERNING LAW:  JURISDICTION. This 
Contract and the rights and obligations of 
the parties hereto shall be governed by, and 
construed according to, the laws of the 
State of Nevada, without giving effect to any 
principle of conflict-of-law that would 
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EXCEPTION 
NUMBER 


RFP 
SECTION 
NUMBER 


RFP 
PAGE 


NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must 
be identified) 


require the application of the law of any 
other jurisdiction. The parties consent to the 
exclusive jurisdiction of the First Judicial 
District Court, Carson City, Nevada for 
enforcement of this Contract. The parties 
agree to waive their right to a jury trial in 
resolving any disputes between the parties.


9.  


ATTACHMENT 
E 


 


1 


Subject to the limits of liability in the underlying 
services agreement, Contractor shall indemnify and, 
hold harmless and, not excluding the State's right to 
participate, defend the State, its officers, officials, 
agents, and employees (hereinafter referred to as 
“Indemnitee”) from and against all liabilities, claims, 
actions, damages, losses, and expenses including 
without limitation reasonable attorneys’ fees and 
costs, (hereinafter referred to collectively as “claims”) 
for bodily injury or personal injury including death, or 
loss or damage to tangible or intangible property 
caused, or alleged to be caused, in whole or in part, 
by the gross negligent or willful acts or omissions of 
Contractor or any of its owners, officers, directors, 
agents, employees or subcontractors. This indemnity 
includes any claim or amount arising out of or 
recovered under the Workers’ Compensation Law or 
arising out of the failure of such contractor to conform 
to any federal, state or local law, statute, ordinance, 
rule, regulation or court decree. It is the specific 
intention of the parties that the Indemnitee shall, in all 
instances, except for claims arising solely from the 
gross negligent or willful acts or omissions of the 
Indemnitee, be indemnified by Contractor from and 
against any and all claims. It is agreed that Contractor 
will be responsible for primary loss investigation, 
defense and judgment costs where this 
indemnification is applicable. In consideration of the 
award of this contract and except with regard to 
Contractor’s professional liability insurance policy, the 
Contractor agrees to waive all rights of subrogation 
against the State, its officers, officials, agents and 
employees for losses arising from the work performed 
by the Contractor for the State. 
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EXCEPTION 
NUMBER 


RFP 
SECTION 
NUMBER 


RFP 
PAGE 


NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must 
be identified) 


10.  
ATTACHMENT 


E 
2 


NOTICE OF CANCELLATION:  Each insurance 
policy required by the insurance provisions of 
this Contract shall provide the required 
coverage and shall not be suspended, voided 
or canceled except after Contractor has 
endeavored to provide thirty (30) days prior 
written notice has been given to the State, 
except when cancellation is for non-payment of 
premium, then ten (10) days prior notice may be 
given. Such notice shall be sent directly to 
(State agency Representative's Name & 
Address). 
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ASSUMPTION SUMMARY FORM 


ASSUMPTION # 
RFP SECTION 


NUMBER 
RFP  


PAGE NUMBER 


ASSUMPTION 
(Complete detail regarding 


assumptions must be identified)
1. Attachment H 44 of 47 Per requirements of Attachment H, 


we have provided expected 
timeframes for submission of 
materials based on the timeline 
provided in RFP Amendment 1. 
However, these are estimates only 
and we have provided broad time 
ranges in some cases where 
information was not provided in the 
timeline.  Upon contract award and 
throughout the contract as 
timelines become more 
established, we are flexible to work 
with the State to assure all 
deliverables are complete within 
necessary timeframes. 


2. RFP 
Amendment 1, 
Question 53 


RFP Amendment 
1, Question 53 


Per RFP Amendment 1, Question 
53, we welcome the opportunity to 
discuss other proposed 
approaches to payment during 
contract negotiations. 


    


 
 


 
 
 
 
 


This document must be submitted in Tab III of vendor’s Cost Proposal. 
This form MUST NOT be included in the Technical Proposal. 
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Tab IV State Documents 
 
 
 


Tab Document Description 


A The signature page from all amendments with an original signature by an individual 
authorized to bind the organization. 


B Attachment A – Confidentiality and Certification of Indemnification with an original 
signature by an individual authorized to bind the organization. 


C Attachment C – Vendor Certifications with an original signature by an individual 
authorized to bind the organization. 


D Attachment K – Certification Regarding Lobbying with an original signature by an 
individual authorized to bind the organization. 


E Copies of any vendor licensing agreements and/or hardware and software maintenance 
agreements. (N/A for Navigant) 


F Copies of applicable certifications and/or licenses. (N/A for Navigant) 


 
 
 























 


 


 


CERTIFICATE OF INSURANCE 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


  







 


 


 
  







 


 


VENDOR LICENSING AGREEMENTS 
AND/OR 


HARDWARE AND SOFTWARE MAINTENANCE AGREEMENTS 
 
 
 
 
This is not applicable for Navigant for this contract. 
 
 
  







 


 


CERTIFICATES AND LICENSES 
 


 
 
 
 
This is not applicable for Navigant for this contract. 
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EXCEPTION SUMMARY FORM 


EXCEPTION 
NUMBER 


RFP 
SECTION 
NUMBER 


RFP 
PAGE 


NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must 
be identified) 


1.  12 4 


LIMITED LIABILITY. The State will not waive and 
intends to assert available NRS Chapter 41 liability 
limitations in all cases. Contract liability of both parties 
shall not be subject to indirect, consequential or 
punitive damages. Liquidated damages shall not 
apply unless otherwise specified in the incorporated 
attachments. Damages for any State breach shall 
never exceed the amount of funds appropriated for 
payment under this Contract, but not yet paid to 
Contractor, for the fiscal year budget in existence at 
the time of the breach. The total Ddamages for any 
and all Contractor breaches shall not exceed one 
hundred and fifty percent (150%) of the Contract 
maximum “not to exceed” value. Contractor’s tort 
liability shall not be limited. 


2.  14 4 


INDEMNIFICATION. To the fullest extent permitted 
by law Contractor shall indemnify, and hold harmless 
and defend, not excluding the State’s right to 
participate, the State from and against all third party 
liability, claims, actions, damages, losses, and 
expenses, including, without limitation, reasonable 
attorneys’ fees and costs, solely and directly arising 
out of any alleged gross negligent or willful acts or 
omissions of Contractor, its officers, employees and 
agents. 


3.  16 6 


2)  Waiver of Subrogation:  The general 
liability Each insurance policy shall 
provide for a waiver of subrogation 
against the State of Nevada, its officers, 
employees and immune contractors as 
defined in NRS 41.0307 for losses 
arising from work/materials/equipment 
performed or provided by or on behalf of 
the Contractor. 


4.  16 6 


5)  Policy Cancellation:  Except for ten (10) 
days notice for non-payment of 
premiums, each insurance policy shall 
be endorsed to state that without thirty 
(30) days prior written notice to the State 
of Nevada, c/o Contracting Agency, the 







 
Request for Proposal No. 2103 
Evaluation and Planning Services for the Potential Expansion of the 
Medicaid Managed Care Organization Program 


 
 


Tab V 
Attachment B (Certification of Compliance) 


Page 7 


EXCEPTION 
NUMBER 


RFP 
SECTION 
NUMBER 


RFP 
PAGE 


NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must 
be identified) 


policy shall not be canceled, non-
renewed or coverage and/or limits 
reduced or materially altered, and 
Contractor shall endeavor to provide 
that notices required by this Section 
shall be sent by certified mail to the 
address shown on page one (1) of this 
contract. 


5.  21 7 


STATE OWNERSHIP OF PROPRIETARY 
INFORMATION. Any reports, histories, studies, tests, 
manuals, instructions, photographs, negatives, blue 
prints, plans, maps, data, system designs, computer 
code (which is intended to be consideration under the 
Contract), or any other documents or drawings, 
prepare or in the course of preparation by Contractor 
(or its subcontractors) in performance of its 
obligations under this Contract shall be the exclusive 
property of the State and all such materials shall be 
delivered into State possession by Contractor upon 
completion, termination, or cancellation of this 
Contract. Contractor shall not use, willingly allow, or 
cause to have such materials used for any purpose 
other than performance of Contractor’s obligations 
under this Contract without the prior written consent of 
the State. Notwithstanding the foregoing, the State 
shall have no proprietary interest  and Contractor will 
retain sole and exclusive ownership of all rights title 
and interest in any materials, including its work 
papers, proprietary information, processes, 
methodologies, know-how and software,  including 
such information as existed prior to the delivery of 
Contractor’s services and, to the extent such 
information is of general application, anything that 
Contractor may discover, create or develop during the 
provision of its services (“Contractor Property”). To 
the extent Contractor’s reports or other documents 
contain Contractor Property, Contractor grants State 
a nonexclusive, nonassignable royalty free license to 
use it in connection with the subject of this Agreement. 
licensed for use by the State that are subject to patent, 
trademark, or copyright protection. 
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EXCEPTION 
NUMBER 


RFP 
SECTION 
NUMBER 


RFP 
PAGE 


NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must 
be identified) 


6.  23 7 


CONFIDENTIALITY. Contractor shall keep 
confidential all information, in whatever form, 
produced, prepared, observed or received by 
Contractor to the extent that such information is 
confidential by law or otherwise required by this 
Contract. Other than actions between Contractor on 
one side and State on the other side, if Contractor (a) 
is requested or compelled by a third party to provide 
access to any Contractor personnel or any materials 
in Contractor’s possession relating to this 
engagement, (b) is requested or compelled (by 
subpoena or otherwise) to testify as a fact witness in 
any legal proceeding related to Contractor’s work for 
State, or (c) is made party to any litigation related to 
Contractor’s work for State, Contractor will promptly 
notify State of such action, and either (i) tender to 
State Contractor’s defense responding to such action 
at State’s expense and cooperate with State 
concerning Contractor’s response thereto or (ii) retain 
counsel for Contractor’s defense. State will 
compensate Contractor at Contractor’s standard 
billing rates for its professional fees and expenses, 
and reimburse Contractor’s reasonable attorneys’ 
fees (internal and external), incurred in responding to 
such action.  


7.  26 8 


A. General Warranty. Contractor warrants that 
all services, deliverables, and/or work 
products under this Contract shall be 
completed in a workmanlike manner 
consistent with standards of management 
consulting firms of similar size and 
reputation in the State of Nevadain the 
trade, profession, or industry, and shall 
conform to or exceed the specifications set 
forth in the incorporated attachments; and 
shall be fit for ordinary use, of good quality, 
with no material defects. 


8.  30 8 


GOVERNING LAW:  JURISDICTION. This 
Contract and the rights and obligations of 
the parties hereto shall be governed by, and 
construed according to, the laws of the 
State of Nevada, without giving effect to any 
principle of conflict-of-law that would 
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EXCEPTION 
NUMBER 


RFP 
SECTION 
NUMBER 


RFP 
PAGE 


NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must 
be identified) 


require the application of the law of any 
other jurisdiction. The parties consent to the 
exclusive jurisdiction of the First Judicial 
District Court, Carson City, Nevada for 
enforcement of this Contract. The parties 
agree to waive their right to a jury trial in 
resolving any disputes between the parties.


9.  


ATTACHMENT 
E 


 


1 


Subject to the limits of liability in the underlying 
services agreement, Contractor shall indemnify and, 
hold harmless and, not excluding the State's right to 
participate, defend the State, its officers, officials, 
agents, and employees (hereinafter referred to as 
“Indemnitee”) from and against all liabilities, claims, 
actions, damages, losses, and expenses including 
without limitation reasonable attorneys’ fees and 
costs, (hereinafter referred to collectively as “claims”) 
for bodily injury or personal injury including death, or 
loss or damage to tangible or intangible property 
caused, or alleged to be caused, in whole or in part, 
by the gross negligent or willful acts or omissions of 
Contractor or any of its owners, officers, directors, 
agents, employees or subcontractors. This indemnity 
includes any claim or amount arising out of or 
recovered under the Workers’ Compensation Law or 
arising out of the failure of such contractor to conform 
to any federal, state or local law, statute, ordinance, 
rule, regulation or court decree. It is the specific 
intention of the parties that the Indemnitee shall, in all 
instances, except for claims arising solely from the 
gross negligent or willful acts or omissions of the 
Indemnitee, be indemnified by Contractor from and 
against any and all claims. It is agreed that Contractor 
will be responsible for primary loss investigation, 
defense and judgment costs where this 
indemnification is applicable. In consideration of the 
award of this contract and except with regard to 
Contractor’s professional liability insurance policy, the 
Contractor agrees to waive all rights of subrogation 
against the State, its officers, officials, agents and 
employees for losses arising from the work performed 
by the Contractor for the State. 







 
Request for Proposal No. 2103 
Evaluation and Planning Services for the Potential Expansion of the 
Medicaid Managed Care Organization Program 


 
 


Tab V 
Attachment B (Certification of Compliance) 


Page 10 


EXCEPTION 
NUMBER 


RFP 
SECTION 
NUMBER 


RFP 
PAGE 


NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must 
be identified) 


10.  
ATTACHMENT 


E 
2 


NOTICE OF CANCELLATION:  Each insurance 
policy required by the insurance provisions of 
this Contract shall provide the required 
coverage and shall not be suspended, voided or 
canceled except after Contractor has 
endeavored to provide thirty (30) days prior 
written notice has been given to the State, 
except when cancellation is for non-payment of 
premium, then ten (10) days prior notice may be 
given. Such notice shall be sent directly to 
(State agency Representative's Name & 
Address). 


 
ASSUMPTION SUMMARY FORM 


ASSUMPTION # 
RFP SECTION 


NUMBER 
RFP  


PAGE NUMBER 


ASSUMPTION 
(Complete detail regarding 


assumptions must be identified)
    


    


    


 
 
 
 
 


This document must be submitted in Tab V of vendor’s technical proposal 
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Tab VI Section 3 Scope of Work 
 


Included in PART I B – CONFIDENTIAL TECHNICAL PROPOSAL 
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Tab VII Section 4 Company Background and 
References 


This section contains Navigant’s responses to: 


4.1 VENDOR INFORMATION – NAVIGANT 


4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 
Company name: Navigant Consulting, Inc. (Navigant) 
Ownership (sole proprietor, 
partnership, etc.): 


Publicly traded corporation (NYSE: NCI), 


State of incorporation: Delaware 
Date of incorporation: Navigant Consulting was incorporated July 15, 1999 as Navigant 


Consulting, Inc. 
# of years in business: Navigant Consulting was incorporated July 15, 1999 as Navigant 


Consulting, Inc. Navigant has grown elements of our business through 
acquisition and several of these notable firms have been operating for 
thirty plus years. 


List of top officers: Julie M. Howard 
Chairman and Chief Executive Officer 
Renee Dye 
Vice President and Chief Strategy and Innovation Officer 
Ed Keller 
Executive Director and Chief Marketing Officer 
Gene Raffone 
Vice President and Chief Human Capital Officer 
Lee Spirer 
Executive Vice President and Global Business Leader 
Monica M. Weed 
Executive Vice President, General Counsel and Corporate Secretary 


Location of company 
headquarters: 


30 South Wacker Drive | Suite 3100 
Chicago, IL  60606 


Location(s) of the company offices: Domestic:  Phoenix, AZ; Irvine, CA; Los Angeles, CA; Palo Alto, CA; 
Rancho Cordova, CA; San Francisco, CA; Walnut Creek, CA; Boulder, CO; 
Denver, CO; Denver, CO; Fairfield, CT; Washington, DC; Coral Gables, FL; 
Tampa, FL; Atlanta, GA; Suwanee, GA; Evanston, IL; Indianapolis, IN; 
Baltimore, MD; Boston, MA; Burlington, MA; Needham, MA; Hamilton, NJ; 
Lawrenceville, NJ; New York, NY; New York, NY Westbury, NY; 
Philadelphia, PA; Mitchell, SD; Plankinton, SD; Austin, TX; Dallas, TX; 
Houston, TX; Burlington, VT; Vienna, VA; Seattle, WA; Vancouver, WA; 
Verona, WI 
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Question Response 
Foreign:  Toronto, Canada; London, Birmingham, UK; Beijing, China; 
Shanghai, China; Hong Kong; Singapore, Republic of Singapore; Seoul, 
South Korea; Trivandrum, Nagercoil, India; Doha, Qatar; Abu Dhabi, 
Dubai, United Arab Emirates 


Location(s) of the office that will 
provide the services described in 
this RFP: 


Primarily Chicago and Nevada and others as needed 


Number of employees locally with 
the expertise to support the 
requirements identified in this 
RFP: 


Navigant does not have a Nevada office. 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


Navigant’s staff of approximately 3,400 professionals are located in 
offices across the United States (listed above) includes industry 
experts, former industry executives, certified public accountants, 
certified fraud examiners, certified business appraisers, chartered 
financial analysts, certified insolvency and reorganization advisors, 
economists, professional engineers and information technology 
specialists. 


Navigant’s healthcare practice is a nationwide network of more than 500 
dedicated consultants who provide similar services to healthcare 
providers, payers, and life science companies to help improve their 
strategic, operational, and financial performance. These professionals 
include individuals with experience in State and Federal government, 
hospital, and provider systems, health plan administration, data analytics 
and healthcare operations. 


Location(s) from which employees 
will be assigned for this project: 


Primarily Chicago and Nevada and others as needed 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the 
laws of another state must register with the State of Nevada, Secretary of State’s Office 
as a foreign corporation before a contract can be executed between the State of Nevada 
and the awarded vendor, unless specifically exempted by NRS 80.015. 


Navigant has been registered with the State of Nevada, Secretary of State’s Office 
as a foreign corporation since April 2004 - Secretary of State File # is C9761-2004. 
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4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76. Information regarding the Nevada Business License can be located at 
http://sos.state.nv.us.  


Question Response 


Nevada Business License Number: NV20041437597 
Legal Entity Name: Navigant Consulting, Inc. 


Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes  No  


If “No”, provide explanation. 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s). 
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal. Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


Navigant understands and acknowledges this advisement and the work that will 
be performed under this contract does not require professional licenses. 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


Yes  No  


If “Yes”, complete the following table for each State agency for whom the work was 
performed. Table can be duplicated for each contract being identified. 


Question Response 
Name of State agency: Nevada State Office of Energy 
State agency contact name: James L. Walker 
Dates when services were performed: 1/12/2006 - 12/3/2007 
Type of duties performed: General consulting services in the area of energy 
Total dollar value of the contract: 31,250 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


Yes  No  







 
Request for Proposal No. 2103 
Evaluation and Planning Services for the Potential Expansion of the 
Medicaid Managed Care Organization Program 


 
 


Tab VII 
Section 4 – Company Background and References 


Page 57 


If “Yes”, please explain when the employee is planning to render services, while on 
annual leave, compensatory time, or on their own time? 


Navigant Response:  Not Applicable. 


If you employ (a) any person who is a current employee of an agency of the State of 
Nevada, or (b) any person who has been an employee of an agency of the State of 
Nevada within the past two (2) years, and if such person will be performing or producing 
the services which you will be contracted to provide under this contract, you must 
disclose the identity of each such person in your response to this RFP, and specify the 
services that each person will be expected to perform. 


Navigant Response:  Not Applicable. 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a 
matter involving a contract with the State of Nevada or any other governmental entity. 
Any pending claim or litigation occurring within the past six (6) years which may 
adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 
awarded as a result of this RFP must also be disclosed. Does any of the above apply to 
your company? 


Yes  No  


If “Yes”, please provide the following information. Table can be duplicated for each issue 
being identified. 


Navigant is not aware of any contracts containing services similar to those 
contemplated here that have been the subject of significant prior or ongoing 
contract failures, contract breaches, civil or criminal litigation in which the vendor 
has been alleged to be liable or held liable in a matter involving a contract with the 
State of Nevada or any other governmental entity. All significant litigation is 
disclosed in Navigant’s Annual Reports. Our Annual Reports and all SEC filings 
are available on the Investor tab of our website:  www.Navigant.com. 
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Question Response 
Date of alleged contract failure or breach:  
Parties involved:  
Description of the contract failure, contract 
breach, or litigation, including the products or 
services involved: 


 


Amount in controversy:  
Resolution or current status of the dispute:  
If the matter has resulted in a court case: Court Case Number 


  


Status of the litigation:  


4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 3011. Does your organization currently have or will your organization 
be able to provide the insurance requirements as specified in Attachment E. 


Yes  No  


Any exceptions and/or assumptions to the insurance requirements must be identified on 
Attachment B, Technical Proposal Certification of Compliance with Terms and 
Conditions of RFP. Exceptions and/or assumptions will be taken into consideration as 
part of the evaluation process; however, vendors must be specific. If vendors do not 
specify any exceptions and/or assumptions at time of proposal submission, the State will 
not consider any additional exceptions and/or assumptions during negotiations.  


Upon contract award, the successful vendor must provide the Certificate of Insurance 
identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 
3011. 


Navigant has provided the Certificate of Insurance identifying the coverages as 
specified in Attachment E, Insurance Schedule in Section IV of this proposal. 


  


Not Applicable. 


Please see above response. 
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4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP. Limit response to no more than five (5) pages. 


Medicaid Managed Care 


Navigant is the premier firm assisting both states and Medicaid managed care health plans nationally. We partner 
with states on Medicaid managed care program design, implementation, performance measurement and reporting, 
and program evaluation, planning and improvement. Our reports facilitate and foster “real-world” planning – 
supporting important decision-making processes and effective program management. We are currently working with 
a number of states to recommend enterprise level, game-changing approaches to managed care to help these states 
achieve their program goals. Additionally we are reviewing CMS’ draft Medicaid managed care regulations and 
assisting with interpreting the potential impact of the proposed changes on programs and initiatives of our state 
clients.  
Many of our consultants have worked within health plans in top leadership and operational positions and in executive 
positions within state governments. We have assisted state Medicaid agencies with strategic planning and program 
design and implementation, and procurement and monitoring of MCOs for Medicaid delivery systems and we have 
experience with Medicaid programs in more than 45 states. Highlights of our Medicaid managed care experience 
include: 


 Developing and implementing strategic options for managing and financing state Medicaid programs including 
initiatives to support improved outcomes and quality of care for members, P4P and value-based purchasing 
programs 


 Developing alternatives to Medicaid supplemental program financing through DSRIP, DSHP, Transition and 
Low-Income Pools 


 Conducting cost benefit analysis of new Medicaid managed care programs 
 Developing data books for managed care contracting 
 Designing programs tailored to meet the unique needs of Medicaid subpopulations 
 Design, development and implementation of LTSS programs and policies, health homes and PCMHs 
 Design and implement programs to integrate delivery and financing of behavioral and physical health services 
 Extensive experience working with stakeholders to understand and address issues that affect the 


implementation of managed care programs for all populations 
 Assisting with waiver design, implementation, and evaluation and feasibility analyses. 
 Developing and performing ongoing monitoring activities and related reporting 
 Assisting commercial payers in the design, monitoring, and evaluation of claims processing, enrollment, and 


other information systems. For both our commercial and Medicaid clients, we have built a wide variety of 
managed care contractor and information systems monitoring tools. 


We have extensive experience assisting state agencies to procure contracts to support Medicaid managed care 
programs. We have supported procurements for vendors such as MCOs, enrollment brokers and EQROs. Navigant 
has provided full, comprehensive procurement support to our clients, supporting tasks such as:  


 Coordinating with state procurement offices to assess procurement options and confirm the procurement 
complies with state procurement rules  


 Developing RFIs, RFPs or other procurement tools, including business requirements and supporting 
documentation 


 Identifying supporting documentation that may help to inform proposers but that was not provided in the RFP 


 Developing materials and presentations for the bidders’ conference and managing bidders’ libraries 


 Responding to potential proposers’ questions and preparing technical amendments to the RFP 


 Creating proposal evaluation criteria and evaluation tools such as evaluation score sheets for use by 
evaluators and summary score sheets to tally scores and identify the winning bidder; and training evaluators 
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We work with clients to determine the specificity of vendor requirements. We examine different approaches to 
structuring the RFP and proposal submissions to emphasize the proposers’ approaches to meet our client’s most 
critical goals and to ease staff review, potentially enabling some acceleration of the procurement timeframes. We use 
a variety of approaches to scoring proposals to encourage bidders to propose approaches that achieve the client’s 
most important goals, simultaneously examining different approaches to phasing or staggering the implementation 
since the early stages of implementation often require intensive oversight and resources (readiness reviews, 
stakeholder outreach, etc.). We consider what information bidders should submit in their proposals versus what 
should be assessed during readiness review. We assist with identifying appropriate health care quality indicators for 
measuring quality of care to include. We help to determine the payment strategy our client should use for the contract 
and whether the strategy will include performance incentives. We maintain awareness of program decisions that may 
require federal approval and assist with discussions with CMS as requested. 


Preparation of State Plan Amendments (SPAs) and Federal Waiver Submissions, Modifications and Renewals 


We regularly work with Medicaid programs nationally on SPA and waiver design, development, implementation, 
renewal and evaluation projects. Our team has extensive experience with 1115, 1915(b), and 1915(c) waivers. We are 
also currently supporting the CMS Center for Medicaid and CHIP Services Disabled and Elderly Programs Group with 
conducting rate and regulatory compliance reviews of HCBS waiver applications, renewals and amendments. We 
have conducted over 50 reviews for approximately 15 different states, giving us a broad perspective on state HCBS 
programs and associated reimbursement methodologies. 
We have been involved in most facets of SPA and waiver development, including working with stakeholders to 
develop program design, developing the cost-effectiveness analyses, writing applications, negotiating with CMS, 
conducting waiver program evaluation and other tasks. We are called upon to assist with demonstration of Federal 
compliance and respond to questions from CMS. We regularly help state clients achieve expeditious initial approvals 
and modification approvals from CMS. We have provided assistance reviewing documentation created by our state 
clients, assisted with responding to CMS questions during the review process, and assisted with meetings with CMS 
to further program approval.  
Waivers, particularly 1115 demonstration proposals, can be extremely complex; therefore, states must be creative 
and innovative in developing waiver programs. We help clients write new waiver applications, edit in-process 
application materials, and negotiate with CMS. We have strong relationships with CMS staff, and are experienced in 
helping our state clients navigate Federal requirements when applying for Medicaid waivers. 
We continuously research innovations in the waiver process. We are committed to bringing to our clients’ attention 
the latest available options and guiding them through the process as appropriate. This guidance could include the 
development of work plans, concept papers, and the waiver applications. We understand the critical choices states 
must make when developing new programs with regard to policy development and planning for the ongoing 
monitoring of the program.  


Program Monitoring 


After implementing a new program, states must transition to ongoing monitoring of that program to make sure that 
anticipated results are being realized, and if not, corrective actions that need to be taken. This is where Navigant’s 
experience differs from that of many consulting firms – we help our clients not only to design new initiatives, but also 
to execute their initiatives and monitor performance. Our work has also involved analyzing significant amounts of 
survey data; facilitating stakeholder meetings; coordinating data collection and conducting on‐ and off‐site reviews 
of relevant documentation; and developing recommendations when we identify areas of vulnerabilities or 
opportunities for improvement.  
Navigant has supported a variety of program monitoring activities. In some cases, we perform the ongoing 
monitoring activities. In others, we develop monitoring procedures and define performance standards. We have 
monitored program and contract compliance, operational performance, financial performance and quality. We have 
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assessed specific areas of focus such as provider network adequacy, encounter data reporting completeness and 
accuracy and payment accuracy. We have measured performance in meeting EPSDT standards, quality standards, 
reporting requirements, claims processing timeliness, member services response times and compliance in 
processing grievances and appeals, to name a few. Our work has involved analyzing actual data files, setting up 
monitoring data bases, developing monitoring procedures and tools, reviewing hardcopy documents and files, 
conducting interviews and onsite reviews and validating information via multiple sources. 
For both our commercial and Medicaid clients, we have built a wide variety of managed care contractor and 
information systems monitoring tools (e.g., electronic databases) to record contract requirements and to collect 
contract monitoring findings. We generate dashboard reports for executive teams to provide a snapshot of 
performance at any given point in time. 


Data Analytics 


Navigant has unsurpassed experience and qualifications related to healthcare data analysis. We conduct analyses 
that help inform policy-making decisions and define public health priorities in a quantitative, evidence-based manner 
and in the evaluations of the effectiveness of the programmatic activities. For example, we routinely assist our clients 
with: 


 Analyses of pricing and rate setting and in assessing budgetary implications of alternative program scenarios, 
including coordination of actuarial data requirements. We have experience with all forms of reimbursement 
methodologies and are often requested to develop models that demonstrate alternative provider reimbursement 
strategies. 


 Development and review of budgets for current year and future years, including reports and financial 
schedules. 


 Development and appropriate documentation of financial databases and auditing trails. Our work has been 
reviewed by CMS, Office of Inspector General (OIG) and other regulators and policymakers, as well as providers 
and health plans. 


 Impact studies assessing probable outcomes in the design and implementation of new/revised policies, 
procedures and programs on the financing of services 


 Analysis of provider access, including geo-access mapping 
 Analysis of data to support alternate funding programs, such as Alabama’s DSHP and Florida’s LIP and 


modeling of supplemental payment and provider tax programs 
We provide policy and planning support in connection with public and private healthcare delivery systems and 
payment mechanisms. We develop and execute focus studies on healthcare delivery system purchasing, and delivery 
impact studies assessing probable outcomes in the design and implementation of new/revised policies, procedures, 
and programs. We bring the technology to support clients in automating and running advanced reports to inform 
strategic thinking, create “what-if” scenarios, and conduct predictive modeling. Through a combination of our 
seasoned staff, best-in-class analytic tools and approach we routinely offer clients: 


 Experience using human services data from states – eligibility and demographic data, service utilization data 
and provider data– to develop databases of claims, cost, demographic, financial and other data and prepare 
reports for issue identification and solutions development – for example, we have identified for some clients 
unnecessary services and avoidable costs, then translate such analytics into new operational models designed 
to improve care efficiencies. 


 Experience defining analytic reports to evaluate spend trends, identify cost savings, and translate reports into 
operating models, and to model the consequences of policy initiatives that might influence health and 
healthcare spending. We also conduct retrospective outcomes evaluations of policy decisions based on 
historical claims data. 


 A proven process to integrate input from key stakeholders so that reports solve key business problems and 
surface innovative, forward-thinking ideas. 


 Expertise in integrating financial analysis and quality metrics from claims data to identify performance trends 
and benchmark comparisons. 
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Navigant has hundreds of analytic models, including a library of reports and performance metrics. We have 
developed, for example, analytic tools used by our clients, which are customized to meet their needs in evaluating 
cost and utilization trends against benchmarks, simulate future state scenarios and allow for drill-down analysis to 
support day-to-day operations. In addition to Navigant’s proprietary analytic products, we have access to resources 
and tools that support our analytics and data mining efforts. We frequently use SAS Analytic, which provides an 
environment for predictive and descriptive modeling, data mining, text analytics, forecasting, optimization, simulation, 
and experimental design.  


Inpatient Reimbursement Funding Sources 


We have significant experience with initiatives to maximize federal funding. Most recently, we have supported states 
in developing alternatives to Medicaid supplemental program financing through DSRIP, DSHP, Transition, and Low-
Income Pools. 
Disproportionate Share Hospital Payments (DSH):  Our consultants’ two decades of experience relating to DSH 
includes: developing DSH payment options and accompanying fiscal impact models, including the use of CPEs for 
identifying the state share of DSH funding; developing state plans and rules; assisting in negotiations with CMS; 
preparing annual DSH calculations, including collecting and analyzing DSH data and preparing annual DSH reports 
and payment files; responding to Federal inquiries and new legislation/regulations; providing expert testimony 
pursuant to litigation and legislative hearings; and, providing insight to key Congressional committees, Members, 
Senators, the GAO, OIG and CMS. 
Many states employ a variety of methods to identify state matching funds for DSH payments, for example, use of 
General Funds in conjunction with a CPE process. Navigant has worked extensively with states to develop DSH 
programs that use various funding approaches to pull down entire DSH allocation and we understand the need to 
consider DSH funding in the context of other Medicaid hospital payment initiatives. The payment options we develop 
are designed to enable states to use most, if not all, of the available DSH funds and to minimize administrative 
resources (both state and hospital). To identify alternatives, we review DSH requirements, states’ current 
methodology for distributing DSH payments and the most recent DSH payment amounts and model alternative 
approaches for distributing these funds. We review Federal regulations and draft State Plan language to describe the 
new methodology. 
The complexity of State DSH programs requires an-depth knowledge of Federal and state regulations and the 
relationship between various hospital payment methodologies and mechanisms that a Medicaid agency may employ. 
Our consultants understand Federal and state regulations such the Federal hospital-specific disproportionate share 
limit, the Federal Medicaid UPL and the requirement that state DSH payments may not exceed annual federal DSH 
allotments.  
Inter-Governmental Transfers (IGTs):  Navigant has significant experience assisting states with developing, 
implementing and monitoring enhanced payments funded through IGTs. We have researched states’ experiences with 
IGT programs, reviewed Federal guidance about these programs, and modeled estimates of enhanced payments. We 
have worked with states to describe potential IGT program development and implementation steps and participated in 
meetings with CMS and responded to CMS inquires.  
Certified Public Expenditure (CPE) Programs:  Navigant has substantial experience in designing, developing, 
implementing, and ongoing administration of CPE programs for State Medicaid agencies. For example, for our work in 
Wyoming, we documented CPE programs’ purpose and evolution and the states’ use of federal funds collected 
through the CPEs payment methodology. We also evaluated the programs’ compliance with State Plan and Federal 
regulations on UPLs and analyzed the distribution of payments among hospitals and the equity of distributions. We 
prepared reports of the findings of our evaluation along with our recommended changes in the administration and 
oversight of the programs. In Washington State, we have worked with University of Washington Medicine to conduct 
analyses to explore alternatives to cost-based CPE payment methodologies. We have also assisted University of 
Washington Medicine with the reconciliation of annual CPE payment settlement calculations.  
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UPLs:  Our Navigant team understands the data and analytical requirements related to the preparation of UPL 
certifications to CMS and has significant experience in conducting analyses that are necessary to be used for such 
demonstrations. We also have developed numerous analytical algorithms that can we can use to make the analytical 
process quite efficient. We have worked closely with CMS representatives on behalf of numerous state Medicaid 
programs and have developed strong working relationships with CMS staff as we have worked for states in their 
efforts to satisfy UPL requirements. 
We work with states to calculate inpatient and outpatient UPLs by determining a reasonable estimate of what would 
be paid for Medicaid services in each SFY using Medicare payment principles by provider class. For inpatient and 
outpatient hospital UPL analyses, we have established the hospital UPL using both a cost-based and a Medicare-
payment-to-charge-ratio based approach. We have conducted these analyses using Medicare cost report data 
extracted from the CMS Healthcare Cost Reporting Information System (HCRIS) dataset and Medicaid paid claims 
data. As part of the CMS approval process, we have prepared several narratives of the UPL analyses describing the 
calculation methodology and compiled supporting documentation for CMS review. We also responded to questions 
from CMS regarding the calculation methodology. 


REPRESENTATIVE CLIENTS AND PROJECTS 


Managed Care Program Planning, Design, Procurement, Implementation and Monitoring:  Alabama RCO Development and 
Implementation Alabama Implementation of Integrated Care Networks for Managed Long Term CareIowa Medicaid Managed 
Care Readiness Reviews and Technical Assistance for Contract Monitoring Nebraska Managed Care Delivery System Support 
 Georgia Medicaid and CHIP Evaluation of Medicaid Reform Options and Ongoing Technical Assistance  Pennsylvania 
Department of Public Welfare Implementation of Health Choices and ACCESS Plus (enhanced PCCM)  Development and 
Implementation of Managed Care Programs in Indiana, Kansas, New Jersey, New Hampshire, Oklahoma and Texas  Mississippi 
Medicaid Managed Care Delivery Systems  Indiana Managed Care Monitoring and Procurement Support  California HealthCare 
Foundation Dashboard Reporting System  Cook Children’s Hospital Medicaid Managed Care Design  Texas Children’s 
Hospital Managed Care program  University of Illinois Community Care Network Design and Implementation  Oversight of 
Medicaid Managed Care in Illinois  Development and Implementation of LTC Managed Care for Arizona  Project Management 
for Integration of Medicaid Managed Care for Acute and Behavioral Health Programs  California Managed Mental Health for 
Children’s Services Feasibility Study 


Waivers and State Plan Amendments:  1115 Demonstration for Alabama, Pennsylvania, Wyoming, Idaho, Montana, Georgia, Texas 
 Evaluation Of Pennsylvania, North Carolina and Wyoming Family Planning Waivers  Evaluation Of Piedmont Behavioral 
Health Managed Care Waiver  Ohio 1915(b) and (c) Waiver Program for Behavioral Health  1915(b) Waivers for Pennsylvania, 
Georgia and Indiana  Independent Assessments, External Quality Reviews and Waiver Evaluations for Indiana, North Carolina 
and Wyoming SPA Development for California, Delaware, Georgia, Indiana, Iowa, Kentucky, Maine, Nebraska, New Hampshire, New 
Jersey and North Carolina  SPA Evaluation for California, Oklahoma, Texas  
DATA ANALYTICS:  State Innovation Model Grants for Illinois, Hawaii and District of Columbia  Illinois Adequate Healthcare Task 
Force  California HealthCare Foundation Dashboard Reporting System  Pennsylvania Medicaid Exchange Planning  
Mississippi Medicaid Data Analytics  Nebraska Exchange Implementation Planning  South Dakota Governor’s Task Force on 
Establishment of Health Insurance Exchange  Indiana Service Utilization Study   North Carolina Evaluation of Family Planning 
Program  North Carolina Evaluation of Piedmont Behavioral Health Program  Texas Case Management Study 


Inpatient Reimbursement Funding Sources:  Design, development, implementation, and ongoing administration of CPE programs 
in Florida, Illinois, North Carolina, Washington and Wyoming  DSH calculations and support in Oklahoma, Arizona, California, 
Kentucky, Missouri, Nevada, New Jersey, North Carolina, Pennsylvania, Vermont, Virginia and Wyoming  Rate setting and 
design, implementation, and maintenance of statewide provider assessment programs in Arizona, Illinois, Pennsylvania, 
Washington, and Vermont  DSRIP assistance in Alabama, New York and Florida 
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4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector. Please provide a brief description. 


Navigant Consulting was incorporated July 15, 1999 as Navigant Consulting, Inc. 
Navigant has grown elements of our business through acquisition and several of 
these notable firms have been operating for thirty plus years. The senior members 
of our proposed team have been providing services described in this RFP for, on 
average, between 20 and 30 years. 


4.1.10 Financial information and documentation to be included in Part III, Confidential Financial 
of vendor’s response in accordance with Section 9.5, Part III – Confidential Financial. 


As required, Navigant has provided its Dun and Bradstreet Number and Federal 
Tax Identification Number in Part III, Confidential Financial. 


 


4.2 SUBCONTRACTOR INFORMATION 


4.2.1 Does this proposal include the use of subcontractors? Check the appropriate response 
in the table below. 


Yes  No  


Navigant does not anticipate using subcontractors for this engagement. 
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4.3 BUSINESS REFERENCES 


4.3.1 Vendors should provide a minimum of three (3) business references from similar 
projects performed for private, state, and/or large local government clients within the last 
three (3) years. 


Navigant has provided the required reference forms to three references and have 
received confirmation that each reference will complete the form and submit the 
form directly to the State within the required time limit. 


4.3.2 Vendors must provide the following information for every business reference provided by 
the vendor and/or subcontractor: 


The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor. 


Reference #: 1 
Company Name: Navigant Consulting, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: State of Alabama Medicaid Agency Regional Care Organization Implementation Support  


Primary Contact Information 
Name: Stephanie Azar, Medicaid Commissioner 
Street Address: Alabama Medicaid Agency 


Lurleen B. Wallace Bldg. 
501 Dexter Ave,  
P.O. Box 5624 


City, State, Zip: Montgomery, AL 36103-5624 
Phone, including area code: 334.242.5126 
Facsimile, including area code:  
Email address: Stephanie.Azar@medicaid.alabama.gov 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip:  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 


Navigant is currently working with the State of Alabama Medicaid 
Agency (AMA) to implement a new care delivery model that will 
improve beneficiary outcomes and address fragmentation in 
Alabama’s Medicaid program. Under this new delivery system, 


 


Not Applicable. 
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software applications, data 
communications, etc.) if applicable: 


risk-bearing, provider-based regional care organizations (RCOs) 
will be paid on a capitated basis to provide the full scope of 
Medicaid benefits, including primary, acute, behavioral, maternal, 
pharmacy and post-acute services. 


RCOs will be required to design care coordination programs to 
ensure beneficiaries have access to adequate physical and 
behavioral healthcare and connect them with social services. In 
addition, RCOs will assure that all beneficiaries have a medical 
home and provide health home services to beneficiaries with 
chronic conditions. The RCO model will leverage the heath 
information collected through the State’s health information 
exchange for care management and quality improvement 
activities. 


Navigant is staffing a number of work groups that the State has 
convened for implementation of the Medicaid transformation: 


(1)    Integrated IT Systems Operations/MMIS/Analytics 
(2)    Care Coordination 
(3)    Network Management 
(4)    Member and Provider Services 
(5)    Eligibility and Enrollment 
(6)    Administration, Grievances and Appeals, Procurement 
(7)    Financial Management 
(8)    Medical Management 
(9)    Communications/Public Meetings 
(10)  Project Administration and Planning 
(11)  Human Resources 
(12)  Provider and Agency Training 
(13)  RCO Certification and Monitoring 


Navigant provides ongoing support to each of these teams, 
helping them to understand issued, develop responses and create 
implementation plans.  


HIT/HIE Activities 


AMA recognizes the need to modernize its Medicaid program with 
the implementation of the RCOs, and to develop approaches to 
satisfy this need, Navigant is currently providing assistance to 
AMA to determine what the State wants to request from CMS to 
fund health information exchange (HIE) in Alabama, which 
includes assisting with a strategic planning and visioning 
process, developing the federal budget request (IAPD), developing 
draft and final documents, and attending meetings with AMA and 
with CMS. Navigant is conducting the following activities in 
support of developing the strategic plan: 
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 Create Strategic Planning Committee and develop agendas, 
goals and timelines for Committee  to follow during scheduled 
meeting(s) 


 Review existing Alabama HIE documents (e.g., strategic plan, 
IAPD) to be able to describe activities to date including 
funding requested, expenditures, resources, previous 
discussions about HIE strategy 


 Research other state health information exchange initiatives 
including public health gateways and capacity building 
programs, namely cost and scope details 


 Convene and facilitate strategic planning meetings 
 Develop strategic planning document  
 Develop IAPD submission that reflects goals from strategic 


planning process and builds on funding that is currently 
approved by CMS 


MMIS Assessment  


Navigant is assisting AMA to identify the changes that will be 
necessary to the State’s MMIS as it transitions from fee-for-service 
to a managed care environment. Working within the Medicaid 
Information Technology Architecture (MITA) framework, Navigant 
closely collaborates with both AMA and its fiscal agent to 
document the detailed requirements for the MMIS subsystems. 
Navigant is also supporting multiple Joint Application 
Development sessions and developing detailed recommendations 
to support AMA’s program and system design decisions related to 
AMA’s delivery system transformation. As MMIS decisions are 
often tied to larger program design and policy decisions, Navigant 
has coordinated discussion of options between the systems and 
program administration teams.  


§1115 Demonstration Proposal 


Navigant assisted AMA with the development and submission of a 
§1115 Demonstration Proposal, managing the public comment 
process (including drafting the public notices, logistics for the 
public hearings, tracking and compiling the public comments 
received, summarizing and addressing the public comments in the 
Demonstration Proposal and participating in meetings with 
stakeholders). Navigant is also supporting AMA in discussions 
and negotiations with CMS, including responding to CMS’ 
questions on the Demonstration Proposal.  


Contract Development 


Navigant assisted AMA in developing a 300-page RCO contract, 
which lays out a detailed and comprehensive set of requirements 
for RCOs. This contract includes federal requirements and best 
practices from other states, while still incorporating provisions 
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unique to Alabama and the specific objectives of AMA. As part of 
the development of the RCO contract, Navigant assisted AMA 
leadership to make other program and operational decisions to 
best support the aspirations of the RCO program. 


Rule Development 


AMA needed to develop many new administrative rules to comply 
with the State law and outline robust requirements for the RCO 
program. Navigant assisted AMA to develop, draft, review, and 
respond to public comments about more than 20 administrative 
rules. 


Probationary RCO Certification 


Navigant assisted AMA in certifying eleven RCOs that applied for 
“Probationary Certification,” which was the first step, under State 
law, in becoming a full-risk RCO. Navigant provided hands-on 
support and strategic direction throughout the entire Probationary 
Certification process, from reviewing the Probationary Certificate 
application templates to developing the evaluation criteria and 
review process to conducting comprehensive reviews of the 
Probationary Certificate applications materials, working in concert 
with AMA staff. 


Quality Measures and Incentive Payments 


Navigant is supporting AMA’s process to develop a standard set 
of quality measures by which AMA will monitor the RCOs for a 
component of its value-based purchasing program. They provided 
subject matter expertise and identified and shared best practices 
with a multi-stakeholder Quality Assurance Committee, the 
committee responsible for selecting the quality measures. A 
subset of the selected quality measures will be tied to incentive 
payments for which RCOs are eligible. Navigant is also working 
with AMA to develop a methodology for distribution of the 
incentive payments, based on satisfactory reporting and 
achievement of outcome and quality targets. 


Agency and Provider Training 


Navigant is currently developing and providing training for the 
provider community and the entire Medicaid agency. Training 
incorporates classroom-style and e-Learning training modules. 
Staff training includes topics such as Medicaid Foundations, 
Managed Care Concepts, and Monitoring Boot camp series to 
reinforce concepts and/ or cover specific content related to day-
to-day responsibilities and the reports being monitored. Provider 
training and outreach includes topics such as Contracting, 
Network Adequacy, Federal Oversight and Requirements, and 
other training as requested.  
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Communications Plan 


Navigant developed a Communications Plan to guide internal and 
external communications related to the RCO program, including 
developing educational and training materials to prepare for the 
organizational transformation.  


The comprehensive Communications Plan identifies the revelant 
stakeholders and major barriers and concerns by stakeholder 
group and lays out a plan for using a mix of communications 
methods such as legisilative breifings, public forms, internal and 
external newsletters, email inboxes and social media to effectively 
reach a variety of audiences. The Communications Plan is 
organized by major milestones in the RCO implementation and 
includes key messages and proposed activities assocaited with 
each milestone to faciliate a broad and transparent 
communication approach. 


Sister Agency Communications   


Navigant provided RCO overviews to several sister agencies and 
facilitated meetings with the Department of Mental Health over 
eight months’ time to understand and address the issue of 
physical and mental health care coordination under the RCO 
program. This work included dozens of face-to-face meetings with 
Department of Mental Health leadership and the development of 
strategies to address complex issues such as maintaining access 
to behavioral health services under the RCO program, 
incorporating care coordination requirements that address the 
need for coordination with the Department of Mental Health and 
other sister agencies, identifying impacts to funding flow and 
other concerns from the Department of Mental Health related to 
the RCO program. 


Health Homes 


AMA currently operates a Health Home program approved by CMS 
through Section 2703 of the Affordable Care Act. Navigant is 
assisting AMA to integrate its Health Home program into the 
broader RCO program. To do so, Navigant is assisting in 
developing and refining AMA’s procurement Health Home 
procurement materials, including a Health Home RFP. Navigant is 
also identifying the components of AMA’s Health Home program 
that must be addressed in AMA’s contracts with RCOs, as RCOs 
will have responsibility for providing Health Home services to 
their eligble members. One important element of this process is 
structuring the program so that AMA will continue to receive 
enhanced federal funding for Health Home services delivered in a 
managed care environment.  


Care Integration 
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Navigant is currently assisting AMA in developing an approach to 
physical health and behavioral health care coordination. In 
Alabama, multiple state agencies are involved in the delivery of 
care coordination and case management services to Medicaid 
beneficiaries. To support a multi-stakeholder approach to 
developing care coordination and case management requirements 
for the RCO program, Navigant facilitated meetings between AMA 
and its sister agencies including Department of Mental Health, 
Department of Public Health and Department of Human 
Resources. These meetings helped to identify program 
requirements for RCOs regarding participation on care teams, 
screening and assessment processes, transition approaches, and 
data sharing options. Navigant also worked with stakeholders to 
identify improvements to the delivery system, while avoiding the 
duplication of services across agencies and RCOs. 


Supporting Organizational Change 


Navigant has worked closely with AMA on a multi-phase project to 
assess and determine what organizational changes will be 
required, the impact of these changes on existing staffing levels, 
roles and responsibilities and how changes should be 
implemented. During the first phase of the project, Navigant 
conducted interviews with personnel from 19 departments within 
seven different divisions across AMA, including division deputies 
and department leaders. The interviews focused on understanding 
current processes, roles, responsibilities and assessing the ability 
of AMA’s current organizational structure and operating capacity 
to successfully operate the RCO program.  


Based on our research analysis during the first phase of the 
project, Navigant: 


 Documented AMA’s current organizational structure and the 
process and functions supported by the structure 


 Assessed the potential impact of the RCO program on existing 
roles and responsibilities and staffing levels, by department 


 Identified and defined new roles and responsibilities that will 
be required to support the RCO program and the departments 
and divisions that will be responsible for carrying these out 


 Identified opportunities and made recommendations for 
enhancing existing functions and processes that will continue 
under the RCO program 


 Recommended a revised agency-wide organizational structure 
to support the RCO program 


 Developed a strategy and approach to conducting staff 
training related to RCO program operations 
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 Developed job descriptions for key new positions required 
under the RCO program 


Navigant is continuing to work to assist AMA with implementing 
the required organizational changes during the second phase of 
the project. Key activities include: 


 Conducting a work allocation study to better understand the 
impact the RCO program will have on current staffing 
functions and workload, including the percentage of a staff 
member’s time that will devoted to RCO program functions 
versus FFS functions. The analysis will also assist in 
identifying areas that will see a decrease in workload and that 
may be able to assist with new functions to support the RCO 
program. 


 Working with AMA to identify internal and external candidates 
to fill key positions 


 Updating existing position descriptions for staff assigned new 
functions and creating new position descriptions for areas 
that require an increase in staffing 


 Developing salary ranges for new positions based on salary 
surveys from the private industry and other state 
compensation data 


 Developing and deploying training modules regarding the 
RCO program and Medicaid managed care concepts 


 Assisting AMA with developing and executing a plan to 
communicate the agency-wide organizational changes 


 Developing and documenting new process and procedures 
that AMA will require to manage and provider oversight of the 
RCO program 


Delivery System Reform Incentive Payments (DSRIP) 


A key component of the transformation is creating a payment 
system that incentivizes RCOs, hospitals and other providers 
through CMS approved funding pools. Those pools are funded 
through CMS approval of Designated State Health Programs 
(DSHP) already in existence at the State level that are leveraged to 
draw new Federal Matching Funds for Delivery System Reform 
Incentive Payments (DSRIP). Navigant is currently working with 
AMA and CMS to further develop this funding strategy and 
implementation.  


APR-DRGs 


Navigant is assisting AMA to transition from its current inpatient 
payment model based on per diem payments to an APR-DRG 
methodology. 


Original Project/Contract Start Date: December 2013 
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Original Project/Contract End Date: December 2018 
Original Project/Contract Value: Approximately $25 million. 
Final Project/Contract Date: Project / contract is ongoing and not yet complete. 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Project / contract is ongoing and not yet complete. 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Project / contract is ongoing and not yet complete. 
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Reference #: 2 


Company Name: Navigant Consulting, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


No VENDOR Yes SUBCONTRACTOR 


Project Name: Analysis of Washington Medicaid Payment Methodologies 
Primary Contact Information 


Name: Jean Bui 
Section Manager, Professional and Hospital Finance 


Street Address: 626 8th Avenue SE 
City, State, Zip Olympia, WA 98501 
Phone, including area code: 360.725.1973 
Facsimile, including area code:  
Email address: jean.bui@hca.wa.gov 


Alternate Contact Information 
Name:  
Street Address:  
City, State, Zip  
Phone, including area code:  
Facsimile, including area code:  
Email address:  


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Navigant has assisted the Washington State Health Care Authority 
(HCA) with various hospital payment-related projects, which 
recently included the successful simultaneous design of a fee-for-
service inpatient APR-DRG system and an outpatient EAPG 
payment system effective July 1, 2014. Although the new payment 
systems were designed for FFS, all of the Washington Medicaid 
MCO plans have since adopted these new payment systems. 
Navigant constructed a significant number of SAS-based payment 
simulation models which calculated payments under the proposed 
new system payment policies and parameters using a historical 
analytical claim dataset. Once HCA selected the new payment 
parameters, Navigant assisted with MMIS modifications by 
providing business requirement documentation to HCA staff 
related to both inpatient and outpatient hospital pricing logic 
changes. Navigant also facilitated numerous stakeholder Task 
Force meetings, including provider representatives, the 
Washington State Hospital Association (WSHA), and Medicaid 
managed care plans. Currently Navigant is conducting analyses to 
measure and maintain the budget neutrality of the new payment 


 


Not Applicable. 
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systems.  


Navigant has also assisted HCA with the successful development 
and implementation of a hospital assessment program based on 
non-Medicare inpatient hospital days. Navigant developed 
numerous dynamic assessment models, conducted analyses 
required by the CMS for assessment program implementation, and 
set assessment rates to generate the proceeds required to fund 
the state share of the assessment program. Navigant assisted 
with the proposed legislation to implement the program, and 
conducted cost studies to satisfy federal requirements for 
payment rates changes. Navigant also participated in numerous 
stakeholders discussions with WSHA and provider 
representatives, and presented recommendations to the 
Washington State legislature.  


Navigant is currently assisting with annual updates to the 
assessment program, which includes the determination of 
managed care “pass-through” payments that flow through the 
MCO plans. This process has involved the development of 
analyses in conjunction with the state actuaries to determine 
whether managed care assessment payments are consistent with 
FFS payment levels.  


Navigant has also assisted HCA on an annual basis with the 
following UPL demonstrations for submittal to CMS: 


 Inpatient hospital UPL: Cost-based demonstration  


 Outpatient hospital UPL: Cost-based demonstration  


 Clinic UPL: Medicare pricing-based demonstration 


 Physician UPL: Average Commercial Rate-based 
demonstration 


 “Other” Facility UPL: Charges-based demonstration 


Navigant has assisted Washington with the successful design and 
implementation of a new hospital readmissions policy effective 
January 1, 2016. This new readmissions policy uses Potentially 
Preventable Readmissions (PPR) software to identify inpatient 
readmissions clinically related to initial readmissions. Navigant 
used PPR results to determine risk-adjusted expected 
readmissions by hospital and MCO plan, and determined payment 
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reductions to those providers with excess readmissions (actual 
readmissions exceeding expected readmissions). Navigant is 
currently assisting with annual updates to the readmissions 
program. 


Navigant is also currently assisting Washington with an audit of 
the Certified Public Expenditures (CPE) program for populations 
covered under managed care. As part of this audit required by 
CMS, Navigant conducted an independent verification of HCA 
calculations and analysis findings, reviewed the HCA calculation 
protocols and processes, and made recommendations for 
program improvements.  


Original Project/Contract Start Date: 2005 
Original Project/Contract End Date: Present 
Original Project/Contract Value: Contract value is approximately $500,000 annually 
Final Project/Contract Date: Project / contract is ongoing and not yet complete. 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Project / contract is ongoing and not yet complete. 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Project / contract is ongoing and not yet complete. 
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Company Name: Navigant Consulting, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: State of Florida Agency for Health Care Administration 
Primary Contact Information 


Name: Justin Senior 
Street Address: 2727 Mahan Drive 


Mail Stop #8 
City, State, Zip: Tallahassee, FL 32308 
Phone, including area code: 850.412.4006 
Facsimile, including area code:  
Email address: justin.senior@ahca.myflorida.com 


Alternate Contact Information 
Name: Tom Wallace 
Street Address: 2727 Mahan Drive 


Mail Stop #8 
City, State, Zip: Tallahassee, FL 32308 
Phone, including area code: 850.412.4117 
Facsimile, including area code:  
Email address: thomas.wallace@ahca.myflorida.com 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., 
software applications, data 
communications, etc.) if applicable: 


Navigant conducted an independent study of AHCA’s healthcare 
funding and payment methodologies in response to a mandate 
from CMS. The study focused on health care providers that 
contribute to and receive funds through Florida’s Low Income 
Pool (LIP) program, which offered $2.1 billion in supplemental 
payments to hospitals and clinics in state fiscal year 2015. The LIP 
program supplemental payments were designed to reimburse 
hospitals for Medicaid shortfall and for care of the uninsured and 
under-insured. 


Navigant reviewed the history of the LIP program in Florida, 
applicable federal and state regulations, and Florida Medicaid 
funding mechanisms including state general revenue, inter-
governmental transfers, certified public expenditures, and 
provider assessments. Navigant also reviewed Medicaid payments 
including claim payments made through both the fee-for-service 
and Medicaid managed care programs, as well as supplemental 
payments made through the LIP and Disproportionate Share 
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Hospital (DSH) programs. Navigant analyzed hospital cost data 
using a combination of medical claim and encounter data 
supplemented by cost information available in the Healthcare Cost 
Report Information System (HCRIS) 


At the request of CMS, the study included an analysis of the 
adequacy of current payment levels for Medicaid providers and 
the adequacy, equity, accountability and sustainability of the 
State’s funding mechanisms for Medicaid payments. Navigant 
concluded the study with an evaluation of options for reforms to 
Florida Medicaid’s hospital funding and payment mechanisms that 
would be viable under a primarily Medicaid managed care 
program and more tightly tied to care provided to Medicaid and 
uninsured recipients. 


Navigant also presented the results of the LIP study to Senate 
committees on two separate occasions. 


Other Support Provided to the Florida AHCA 


In a separate project, Navigant assisted AHCA with the design and 
implementation of a prospective payment reimbursement system. 
Through this project, AHCA transitioned from a legacy per diem 
payment model to a per discharge payment model using the APR-
DRG patient classification system. Navigant assisted with the 
design of the new system addressing all payment system 
parameters, including base rates, relative weights, outlier 
parameters, and other system components. Using multiple years 
of recent paid claims data, Navigant conducted analyses of the 
impacts of how modifications to individual parameters affected 
payments program-wide and to individual hospitals. 


During the project, Navigant facilitated meetings with the 
Agency’s Governance Committee, as well as public stakeholder 
meetings to support the public process. In addition, Navigant 
presented our recommendations to legislative committees from 
the House and Senate chambers, as well as representatives of the 
Governor’s office. Navigant also provided technical assistance to 
the State’s MMIS contractor to make the pricing logic changes 
needed to pay claims under the new methodology. 


Since implementing APR-DRG pricing for Florida Medicaid, 
Navigant has been working with the Agency to monitor payment 
levels and to recalculate DRG payment parameters effective at the 
beginning of each state fiscal year. In addition, Navigant has just 
been engaged by Florida Medicaid to develop recommendations 
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for a hospital outpatient prospective payment system to replace 
their current cost-based outpatient payment method. 


Original Project/Contract Start Date: July 2012 
Original Project/Contract End Date: Present 
Original Project/Contract Value: Contract value to date is approximately $400,000 
Final Project/Contract Date: Project / contract is ongoing and not yet complete. 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Project / contract is ongoing and not yet complete. 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Project / contract is ongoing and not yet complete. 


4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business 
references that are identified in Section 4.3.2. 


Navigant has provided the required reference forms to three references and have 
received confirmation that each reference will complete the form and submit it 
directly to the State within the required time limit. 


4.3.4 The company identified as the business references must submit the Reference 
Questionnaire directly to the Purchasing Division. 


Navigant has provided the required reference forms to three references and have 
received confirmation that each reference will complete the form and submit it 
directly to the State within the required time limit.  
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4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the 
Purchasing Division on or before the deadline as specified in Section 8, RFP Timeline 
for inclusion in the evaluation process. Reference Questionnaires not received, or not 
complete, may adversely affect the vendor’s score in the evaluation process. 


Navigant has provided the required reference forms to three references and have 
received confirmation that each reference will complete the form and submit it 
directly to the State within the required time limit. 


4.3.6 The State reserves the right to contact and verify any and all references listed regarding 
the quality and degree of satisfaction for such performance. 


Navigant encourages the State to contact our reference regarding the quality and 
degree of satisfaction for such performance. 


4.4 VENDOR STAFF RESUMES 


A resume must be completed for the primary proposed individuals on the State format 
provided in Attachment G, for key personnel to be responsible for performance of any 
contract resulting from this RFP. Although no minimum number of resumes are required 
to be submitted, the proposals will be evaluated in part on the expertise of the proposed 
staff. Vendors should provide the resumes necessary to illustrate that their staff has the 
skills necessary to perform the required work, as listed in this RFP. 


Please refer to Tab VIII for the resumes of Navigant’s Key Proposed Staff. 
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Tab VIII Attachment G 
Proposed Staff Resumes 


Included in PART I B - CONFIDENTIAL TECHNICAL PROPOSAL 
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Tab IX Other Informational Material 


 
Please find a number of examples of Navigant thought leadership that we though the 
State mind find compelling relative to this project. 


A. Long Executive Summary for the Medicaid Redesign Strategy Report – Prepared 
by Navigant for the State of Georgia 


B. Long Executive Summary for the Study of Hospital Funding and Payment 
Methodologies – Prepared by Navigant for Florida Medicaid 


C. Work Plans and Timelines Samples 


D. Communications Plan Sample* 


E. Resumes for Strategic Advisors* 


 


*Included in PART I B – CONFIDENTIAL TECHNICAL PROPOSAL 


 







 


         
         


State of Georgia
Department of Community Health


Medicaid and PeachCare for Kids®
Design Strategy Report


EXECUTIVE SUMMARY 
January 23, 2012


 







 


    Page 1   


 


Executive Summary 
 


Recognizing that this is a critical time for Georgia to carefully consider and plan for the future 
of its Medicaid program, including PeachCare for Kids®, Georgia’s Department of Community 
Health (DCH) is conducting a comprehensive assessment of these programs and has engaged 
Navigant to identify options for innovative redesign of these programs.  The first part of this 
project required developing a Design Strategy Report which identifies and assesses potential 
redesign options that can be implemented statewide and that will meet DCH’s goals for the 
Georgia Medicaid and PeachCare for Kids® programs. 
 
The Design Strategy report is the first in a series of steps DCH will take to select and implement 
a redesign.  After gathering further stakeholder input and further considering the redesign 
options, DCH will select a future design strategy. 
 
Study Methodology  
 
Navigant conducted a national environmental scan that included research of innovative 
approaches to and best practices in service delivery within Medicaid and Children’s Health 
Insurance Programs nationwide, of developments at the federal level and of trends and best 
practices within commercial health plans.  Navigant also conducted an environmental scan 
specific to the Georgia 
Medicaid and PeachCare for 
Kids programs which sought 
extensive input from a broad 
range of stakeholders through 
the use of focus groups, 
surveys and interviews.  The 
graphic provides a summary of 
the inputs for each scan.1   
 
Information from the 
environmental scans was used 
to develop a series of redesign 
options that were evaluated 
using a four‐phased process.  
Details about this process and 
of the options and evaluation 
are provided in the Evaluation 
section of this report summary. 
 


                                                      
1 Our national scan reviewed all states but examined the listed states in‐depth. 


Navigant Consulting, Inc. (NYSE: NCI) is a specialized, global expert services firm dedicated to assisting clients in creating and protecting 
value in the face of critical business risks and opportunities.  Our Payer subpractice serves federal, state and commercial healthcare payers with 
strategic, organizational, tactical and implementation services that design, incent and improve the delivery, measurement and reimbursement 
of care in both managed care and fee‐for‐service environments. 
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National Environmental Scan Findings  
 
The current health care environment is undergoing a period of rapid change as the federal 
government, states, health plans and consumers deal with the implications of health care reform 
in an era of budget deficits, high unemployment and grim forecasts for short‐term economic 


growth.  In response, states and commercial payers are pursuing 
new, innovative program designs.   
 
States are increasingly looking towards new and innovative ways 
to decrease costs, focusing on providing benefits more effectively 
with greater administrative efficiencies rather than focusing solely 
on traditional cost containment strategies.  Because state and 
federal governments are especially interested in innovative 
strategies, the state and federal Medicaid environment is rapidly 
changing.  States are continuing to focus efforts on Medicaid 
spending for high‐cost populations.  


 
The graphic below shows the Medicaid enrollees and expenditures by enrollee group in 2011.  
In this example, the elderly and disabled population accounted for 64 percent of spending but 
only 23 percent of the total Medicaid populations.  There is tremendous opportunity for states 
to control costs and improve outcomes by better managing high‐cost populations. 
 
States use various delivery system models to 
provide services to their Medicaid and 
Children’s Health Insurance Program 
(CHIP) populations.  Traditionally, states 
have used fee‐for‐service (FFS), primary care 
case management (PCCM) or risk‐based 
managed care models, or a combination of 
those models, to deliver services.  
 
The need to be more cost‐effective in the 
current economic climate, as well as states’ 
goals for improving access, quality and 
health care outcomes, has led states to consider developing more innovative Medicaid models 
that incorporate coordinated care, case management and value‐based purchasing.  Many states 
are also beginning to focus on their highest risk, highest cost consumers, as traditionally these 
populations have remained in FFS delivery systems and often have less access to case 
management services than some healthier populations.  
 


National Environment 
 High unemployment 
 Rising health care costs 
 Increased Medicaid 
spending 


 State budget deficits 
 Provider shortages 
 Aging population 
 Increased demand 
resulting from health 
care reform 
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States implement many of these models through contracting with a vendor or directly with 
providers.  Through these contracts, states can mandate that providers and contractors meet 
certain requirements designed to improve access to care (such as those relating to office hours, 
credentialing, or case management) or to meet certain quality indicators.  Contracts with health 
plans provide a mechanism for holding contractors or providers accountable for meeting 
performance standards relating to network adequacy, timely access to care, quality of care 
consistent with clinical and utilization benchmarks and providing data sufficient to evaluate 
performance.2  They also provide greater budget predictability  
 
There is considerable evidence that supports the ability of risk‐based managed care to contain 
costs.  A report by the Lewin Group, which synthesized findings from 24 studies that looked at 
savings achieved when states have implemented Medicaid managed care, presents evidence 
that managed care arrangements yield savings.  Nearly all studies demonstrated a savings from 
the managed care setting (percentage of savings varied widely from half of 1 percent to 20 
percent).  Savings from Medicaid managed care can be significant for traditionally high‐cost 
enrollees.  Further, evidence exists that risk‐based managed care may improve access and 
quality of care when appropriately administered.3 
 
Georgia‐specific Scan Findings 
 
Although Georgia has achieved much, the State, like most states around the nation, must 
continually explore opportunities to improve access to and quality of care while also containing 
costs due to ongoing budget deficits – all while anticipating the potential impacts of federal 
health care reform. 
 
The Georgia Medicaid program has made significant strides over the last decade.  It has: 
 


• Successfully implemented and operated a risk‐based managed care program, Georgia 
Families, for five years 
 


• Developed its quality measurement infrastructure and is working to evolve its quality 
measurement and performance improvement processes 
 


• Enhanced oversight and monitoring of  the care management organizations’ (CMOs’) 
performance 
 


• Planned for an eligibility system update which will address many of the current 
provider and member frustrations related to eligibility determination, program 
enrollment and service authorizations 


                                                      
2 Kaiser Commission of Medicaid and the Uninsured.  A Profile of Medicaid Managed Care Programs in 2010:A Summary From a 
50 State Survey.  September 2011. 
3 The Lewin Group, Medicaid Managed Care Cost Savings – A Synthesis of 24 Studies, 2009.  Available online:  
http://leg.mt.gov/content/Committees/Interim/2011‐2012/Children‐Family/Topics/Medicaid%20Monitoring/lewin‐synthesis‐of‐
managed‐care‐studies.pdf.  
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• Progressed in its monitoring of vendors and sister agencies to make improvements in 


the administration of its home‐ and community‐based services (HCBS) waiver programs 
 
As a purchaser, DCH has progressed by building the infrastructure for quality management 
and contract monitoring.  In other words, it has been establishing the building blocks to become 
a more sophisticated purchaser.  Often, Medicaid agencies evolve in this way.  In the early 
evolutionary phases of managed care program implementation, agencies focus on building 
infrastructure, bringing up new programs and the like.  For example, as most states do when 
they build a Medicaid managed care 
program for the first time, Georgia used a 
somewhat prescriptive approach to health 
plan contracting and monitoring, focusing 
primarily on how the CMOs are permitted 
to operate and not on member outcomes.   
 
DCH is now primed to transition to the 
next evolutionary phase:  becoming a 
value‐based purchaser.  Under a value‐
based purchasing model, the purchaser 
(i.e., DCH) stipulates what value the 
contractor would deliver in return for the 
purchaser’s payment, and when used in 
procurement processes establishes a firm 
foundation for contract monitoring.     
 
Collection, analysis and comparison of data about CMO performance supports value‐based 
purchasing.  Georgia has taken an initial step in implementation of value‐based purchasing in 
Georgia Families by basing auto‐assignment of members on the CMOs based on CMOs’ 
performance on selected quality measures.  For Georgia to progress to the next stage of 
evolution, it will need to employ more rigor around contract monitoring, oversight and 
accountability to achieve successful outcomes and assure value.  Monitoring contracts under a 
value‐based purchasing model shifts the focus from monitoring structures and processes to 
monitoring outcomes – or measuring the value of the services that Georgia has purchased. 


 
DCH is now ready to “take stock” and consider options for redesign.  There are opportunities to 
improve quality of care for members, contain costs, and make budgets more predictable.  When 
designing the new Medicaid programs and services, there are opportunities for Georgia to 
address some of the current provider and member frustrations.  These include: 
 


Value‐Based 
Purchasing Cycle 
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• Increasing communication among all stakeholders 


 
• Reducing administrative complexities and burdens for providers and members 


 
• Standardizing, centralizing or streamlining appropriate processes and forms across the 


CMOs 
 


• Increasing patient compliance through incentives and disincentives 
 


• Increasing focus on health and wellness programs and preventive medicine 
 
Other opportunities for improvement include: 
 


• Tracking progress over time in achieving quality of care improvements using the 
(Healthcare Effectiveness Data and Information Set) HEDIS® and HEDIS®‐like 
measures, now that the infrastructure for doing so has been established 
 


• Considering an approach to manage care for Georgia’s most expensive Medicaid 
members:  those who are dually eligible and those who are aged, blind and disabled  
 


• Considering short‐ and long‐term plans for the use of technology including electronic 
health records and telemedicine  


 
Factors outside the control of DCH, including health care reform, will also shape the future of 
Medicaid and PeachCare for Kids.  For example, Georgia potentially faces major growth in 
Medicaid enrollment.  These factors may create significant change in the Georgia health care 
marketplace and in Georgia Medicaid.   
 
The physician shortage must also be considered in any redesign effort.  This includes both how 
the redesign itself can help to assure access for members despite the shortage and how the 
redesign might help to reduce physician workloads and incent physicians to participate in 
Medicaid and PeachCare for Kids.   
 
Options for Georgia’s Future Design Strategy for Medicaid and PeachCare for Kids 


 
Georgia faces critical decisions regarding the shape of its planned Medicaid and PeachCare for 
Kids design strategy.  These decisions cannot be made in a vacuum:  decisions must account for 
a variety of factors (such as Georgia’s health care market, DCH’s experience and the resources it 
can bring to bear, the experiences of other states in implementing new delivery systems, etc.).  
Likewise, the decision must be based upon the relative likelihood that the redesign will enable 
Georgia to achieve its goals.  Thus, a design strategy that is preferred by another state might not 
be the design strategy that is best suited for Georgia. 
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Also, this Design Strategy Report is part of an extensive public process to evaluate options and 
select a Medicaid redesign approach.  Such a public process requires that the assessment of 
redesign options be conducted using an explicit approach, where redesign options are clearly 
described and evaluated and where the basis for the assessment’s conclusions are detailed and 
clear to the reader.  Thus, for our evaluation, Navigant has used a modified version of the 
Kepner‐Tregoe tool that is helpful in strategic decision‐making.4  It assists with unbiased 
decision‐making by ranking all critical decision factors.  As such, it limits conscious and 
unconscious biases that tend to result in decisions that may be out of line with established goals.  
The success of any assessment based on the Kepner‐Tregoe methodology depends, however, 
upon the identification of the organization’s goals.   
 
The goals for the future design strategy serve as the foundation for developing recommended 
redesign options:  each delivery system option is evaluated based on the likelihood with which 
it would enable Georgia to achieve the goals.  In addition to goals, DCH identified strategic 
requirements that must be employed for achieving the identified goals.  DCH vetted its 
proposed goals and strategic requirements internally and with the DCH Board and with 
Governor Nathan Deal, followed by a public input process through posting of the goals and 
strategic requirements on the DCH website and discussion at key provider and stakeholder 
forums.  As presented in Tables 1 and 2, DCH assigned each goal and strategic requirement a 
relative weight, depending on its relative importance and priority, as determined by DCH.  
DCH weighted the goals and strategic requirements separately.   
 
Assigning weights is a critical component of our evaluation.  Higher priority goals and strategic 
requirements carry more weight in the overall rating of an option.  Re‐weighting of the goals 
and strategic requirements may result in a different set of scores for each option and thus, the 
selection of different options.   
 


Table 1:  DCH Program Goals for the Future Design Strategy  


Goal  Weight  Rationale 


1. Enhance appropriate use of 
services by members 


33%  Appropriate use of services will decrease inappropriate utilization, 
improve outcomes and decrease costs.  


2. Achieve long‐term 
sustainable savings in 
services 


33%  Medicaid is one of the most expensive public programs in Georgia.  
Given limited budgets in a challenging economy, the State must 
have a Design Solution that is cost‐efficient and has budget 
predictability.   


3. Improve health care 
outcomes for members 


34%  Improving health care outcomes for members is part of DCH’s 
mission for the Medicaid program.  Healthier individuals will have 
more productive lives and may lead to decreased program costs. 


                                                      
4 Kepner‐Tregoe Matrix, Decision‐making Method Framework Tool.  Available at 
http://www.valuebasedmanagement.net/methods_kepner‐tregoe_matrix.html; Kepner‐Tregoe Matrix.  Available at 
http://www.12manage.com/methods_kepner‐tregoe_matrix.html.  
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Table 2:  DCH Strategic Requirements for the Future Design Strategy  


Strategic Requirement  Weight  Rationale 


1. Gain administrative 
efficiencies to become a 
more attractive payer for 
providers 


20%  Developing a program that decreases administrative burden for 
providers may help to attract more provider participation and 
increase access. 


2. Ensure timely and 
appropriate access to care 
for members within a 
reasonable geographic area 


20%  Access to care for members will help to improve health outcomes. 


3. Ensure operational 
feasibility from a fiscal and 
administrative oversight 
perspective 


20%  Given limited budgets in a challenging economy, the State must 
have a design strategy that is cost‐efficient and has budget 
predictability.  Additionally, the design strategy must be one for 
which DCH can appropriately operate and provide a sufficient 
level of oversight. 


4. Align reimbursement with 
patient outcomes and 
quality versus volume of 
services 


18%  Given limited budgets in a challenging economy, the State must 
have a design strategy that incorporates payment reform so as to be 
cost‐efficient and have budget predictability while also improving 
outcomes and quality.   


5. Encourage members to be 
accountable for their own 
health and health care with 
a focus on prevention and 
wellness 


18%  Implementing a design strategy that incorporates member 
responsibility may help to decrease inappropriate utilization, 
improve outcomes and decrease costs. 


6. Develop a scalable solution 
to accommodate potential 
changes in member 
populations, as well as 
potential changes in 
legislative and regulatory 
policies 


4%  Given potential implementation of the Affordable Care Act (ACA) 
and the significant number of new lives Georgia would cover due 
to Medicaid expansion, the design strategy must be able to 
accommodate new membership.  


 
The assessment of redesign options is complex and must account for many factors, and it must 
include a wide range of redesign options.  As with any Medicaid program, many potential 
changes could be considered, some of which would have a far‐reaching effect, and some of 
which would be smaller in scale.  The options considered in our assessment are focused on the 
macro level; they do not address every aspect of the Medicaid program.  Furthermore, this 
report is deliberately focused on analysis of delivery system options that have a reasonable 
likelihood of effecting change given Georgia’s and the nation’s current economic and political 
environments.  Because the scope of the assessment is so broad, Navigant has employed the 
multi‐phased assessment outlined below to evaluate redesign options.   
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In Phase I, Navigant identified and evaluated a variety of generic delivery system options that 
span the spectrum of options, as illustrated in Table 3.  We assessed the relative likelihood that 
each option would enable DCH to achieve its identified goals and strategic requirements for the 
new design strategy.  Scoring is based on our perspective and understanding of each generic 
delivery system.  Each option must be a statewide solution that provides member choice and 
that DCH can begin to implement in 2014.  This assessment is strictly limited to the generic 
delivery system options assuming they are effectively implemented and operated, and these 
options are defined at the macro level without consideration of some of the more intricate 
features of program design.   
 
Table 4 presents an assessment of generic delivery system options using a modified Kepner‐
Tregoe decision‐making method.  For ease of use, the assessment relies upon a stoplight model, 
whereby each option is rated based on the likelihood that it will enable DCH to achieve each of 
its goals and strategic requirements defined using the following color‐coded format:  
 


Key  
High likelihood that the Option will meet Goals or Strategies (raw score 7‐9) 


  Moderate  likelihood that the Option will meet Goals or Strategies (raw score 4‐6) 


  Low  likelihood that the Option will meet Goals or Strategies (raw score 1‐3) 
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Table 3:  Summary of Delivery System Options5  


Design Solution 
Option  Description 


Option 1:   
Current Delivery 
Systems:  FFS and 
Georgia Families 


• Maintains the “status quo”: current FFS delivery system for currently‐enrolled populations 
and current mandatory risk‐based managed care program, Georgia Families, for currently‐
enrolled populations 


• For Georgia Families, benefit package remains the same (i.e.,  transportation is carved out and 
all other services are carved in) 


Option 2:  
Traditional FFS 
Delivery System 


• All populations are served in a traditional FFS delivery system, which provides little or no 
care management 


• Members are not served under a PCCM or similar model.  (Such models are considered 
separately below.)


Option 3:  
Patient‐Centered 
Medical Home Model 
(PCMH) 


• Provider groups must be certified and enrolled in Medicaid as PCMHs based on recognition 
by an accrediting entity such as the National Committee for Quality Assurance (NCQA)6 
and/or meeting other standards as defined by DCH7 


• Members may choose a PCMH in which to enroll to serve as their medical homes and would 
be assigned if they don’t select one 


• Providers are paid on a FFS basis with some shared savings requirements 
• PCMHs would provide primary care that is patient‐centered and focused on evidence‐based 


medicine, wellness and prevention, care management and care integration so that the “whole 
person” is managed 


• PCMHs must use information technology to assist in managing care and access (e.g. electronic 
health records) 


• There is no prime vendor; therefore, State contracts with and pays PCMHs and other 
providers directly 


Option 4:  
Enhanced Primary Care 
Case Management 
(EPCCM) Model 


• All populations are served in an EPCCM model, whereby providers are paid on a FFS basis  
• One contracted vendor statewide administers program  
• Provides case and disease management for members who meet criteria established in the 


vendor agreement (e.g., diabetes, asthma)  
• Vendor is responsible for member and PCP education and outreach and developing and 


maintaining a PCP network and specialist referral listing 
• PCPs enroll with Medicaid agency as a Medicaid provider and sign a PCP agreement with the 


State 
• State pays providers directly 
• Vendor agreement sets forth savings for which the vendor guarantees a portion of the covered 


population will achieve via more appropriate use of services; if guaranteed savings are not 
met, vendor pays a penalty to the State 


• Members may choose a PCP in which to enroll to serve as their medical homes and would be 
assigned if they don’t select one 


                                                      
5 Navigant’s detailed report also provides advantages and disadvantages of each generic delivery system option. 
6 NCQA, Patient‐centered Medical Home.  http://www.ncqa.org/tabid/631/Default.aspx  
7 DCH may could establish standards that require PCMHs to provide or coordinate a broader range of services than those typically 
coordinated by PCMHs as defined by NCQA.   
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Design Solution 
Option  Description 


Option 5:  
Accountable Care 
Organization (ACO) 
Model  


• Each participating ACO would develop a network of doctors and hospitals to share 
responsibility for patient care 


• An ACO could be a hospital with employed physicians, a health system consisting of several 
hospitals and employed physicians, physician joint ventures, or multi‐provider networks 


• ACOs would provide primary care, care management and care coordination 
• DCH would pay ACOs on a capitated basis 
• Depending upon Georgia insurance laws regarding ACOs, which are yet to be developed, 


ACOs might need to obtain a license to operate as an insurer 


Option 6:   
Georgia Families Plus 


Expands upon the current Georgia Families program by: 
• Incorporating extensive value‐based purchasing 
• Further encouraging use of medical homes, for example, through PCMHs 
• Reducing administrative complexities and burdens for providers and members 
• Increasing patient compliance through incentives and disincentives beyond those currently 


used in Georgia Families 
• Increasing focus on health and wellness programs and preventive medicine 
• Continuing to build upon current efforts to focus on quality 
• Carving in more  services (e.g., transportation) and populations (e.g., dual eligibles) 


Option 7:  
Health Savings 
Accounts (HSAs) with a 
High Deductible Plan 


• Contract with health plans to provide Medicaid benefit packages that include a high 
deductible plan, HSAs and Healthy Rewards Accounts (HRAs) 


• Some individuals would be subject to deductibles and copayments 
• On behalf of each member, DCH would: pay health insurance premium for the high 


deductible plan; deposit funds in an HSA to cover deductibles and copayments; and deposit 
rewards (e.g., incentive payments) in HRAs of members who meet goals for healthy behaviors  


• Members could use HRAs funds to purchase certain health care related services or items; 
remaining balances in HRAs and HSAs could be used in a shared savings model whereby 
members, upon leaving Medicaid or reaching end of benefit year, have option to spend a 
portion of remaining funds on pre‐approved items such as health club memberships 


Option 8: 
“Commercial Style” 
Managed Care Program  


• Expands upon Option 6, Georgia Families Plus program, a full risk‐based managed care 
program with value‐based purchasing 


• Employs all levers and innovations typically used in commercial market, including incentives 
and, for some members, deductibles and copayments, to encourage members to be active 
participants in their health care and to comply with treatment plans 


• Establishes HRAs for members where rewards (e.g., incentive payments) are deposited for 
members who meet goals for healthy behaviors to purchase preapproved health care‐related 
services or items  


• Balances in HRAs could be used in a shared savings model whereby members, upon leaving 
Medicaid or reaching the end of the benefit year, have the option to spend a portion of 
remaining funds on pre‐approved items such as health club memberships 


Option 9: 
Free Market Health 
Insurance Purchasing 


• DCH would provide a credit to members for purchase of insurance through the free market  
• DCH would not contract directly with health plans and would not process claims 
• DCH would partner with the Department of Insurance to define the standard Medicaid 


benefit packages participating health plans must offer and certification requirements specific 
to Medicaid (e.g., covered benefits, provider network composition and reporting) 


• DCH would contract with or serve as a choice counselor, helping members to select a health 
plan 
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Table 4:  Phase I Assessment of Generic Delivery System Options for the Medicaid and PeachCare for Kids® Design Strategy8 


 
 


                                                      
8 As DCH refines the design strategy through ongoing planning, it may wish to revisit the individual scores.  This initial scoring of options is a tool to help inform DCH’s decision‐
making and provides a framework for conducting a rational decision‐making process. 
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Based on our assessment, the generic delivery system options that received the highest 
weighted evaluation scores and are most likely to enable DCH to achieve its goals and strategic 
requirements are:  Option 6:  Georgia Families Plus; Option 8:  “Commercial Style” Managed Care; 
and Option 9:  Free Market Health Insurance Purchasing. 
 
In Phase II of our analysis, we evaluated the populations and services identified in Table 5 and 
which DCH should consider including in its selected delivery system.  States have employed a 
wide variety of approaches to handle special populations and services in Medicaid managed 
care and other Medicaid care management systems.  Recent developments seem to indicate a 
national trend toward including historically carved out populations and services in Medicaid 
managed care.  This trend might be explained by increasing budgetary pressures and by states’ 
collective wealth of experience designing and operating Medicaid managed care programs.  For 
example, in a recent Kaiser study, 27 states reported plans to implement Medicaid managed 
care programs “to a greater extent.”9  Based on our findings compared to the goals and 
strategies that DCH identified for its design strategy, Navigant recommends that DCH consider 
carving in to the selected delivery system all populations and services identified in Table 5.10  
The best opportunity for improving quality of care for members is by caring for the whole 
person.  
 
Table 5.  Special Populations and Services 


Populations  Services 


• People using behavioral health services 


• People using LTC services 


• People using home‐ and community‐based waiver services 


• People who are dually eligible for Medicaid and Medicare 


• Children who are in foster care 


• Behavioral health services 


• LTC services 


• Home‐ and community‐based waiver services 


• Dental services 


• Transportation services 


• Pharmacy services 


 
In Phase III, we use the results of Phase I to identify delivery system options best suited to 
Georgia.  Then, we develop permutations of those delivery system options tailored to Georgia, 
i.e., Georgia‐specific delivery system options.  These Georgia‐specific options present a variety 
of combinations of the generic delivery systems determined in Phase I as having the greatest 
likelihood of enabling DCH to meet its goals and strategic requirements.  They reflect not only 
our consideration of combinations specific to meeting needs of particular populations, but also 
our consideration of the need for a model that can be implemented statewide, provides 


                                                      
9 Kaiser Commission of Medicaid and the Uninsured.  A Profile of Medicaid Managed Care Programs in 2010.  A Summary from a 
50 state survey.  September 2011. 
10 Overarching themes that impact our recommendation to carve in all of the identified populations and services to the delivery 
system selected along with additional opportunities specific to each population and service are provided in Navigant’s final report.  
Also, potential cost savings are also provided. 
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solutions for all populations and is administratively simple for providers who participate in the 
program and for DCH to manage.   
 


• Option 1:  Georgia Families Plus 
 


• Option 2:  Georgia Families Plus Transitioning to “Commercial Style” Managed Care 
Program 
 


• Option 3:  Georgia Families Plus Transitioning to “Commercial Style” Managed Care 
Program that Requires Use of ACOs and PCMHs 
 


• Option 4:  Georgia Families Plus and Free Market Health Insurance Purchasing 
 
These options assume that the delivery system can be implemented statewide, the delivery 
system can apply to all populations and that DCH can use a phased approach to including some 
populations.  Additionally, each of these options provides budget predictability based on the 
payment structures recommended. 
 
Table 6 provides a high‐level overview of key design features and potential risks for each of the 
delivery system options.  It is not an exhaustive listing, since the delivery systems we are 
evaluating are defined at a high‐level.  Also, these discussions do not address how some special 
populations (e.g., Medicaid spend‐down members, prisoners, people receiving emergency 
assistance for aliens) might or might not be included in or excluded in the delivery system.  
DCH should consider the options available for these individuals during the planning process. 
 
As in Phase I, we once again evaluate the options using a modified version of the Kepner‐
Tregoe decision‐making method, and the scoring of each option is based upon the relative 
likelihood that the option will enable Georgia to achieve its goals.  Table 7 presents an 
assessment of the Georgia‐specific delivery system options.  Scoring is based on our perspective 
and understanding of each option and how it will apply to Georgia.  As DCH refines the design 
strategy through ongoing planning, it may wish to revisit the individual scores.  This initial 
scoring of options is a tool to help inform DCH’s decision‐making and provides a framework 
for conducting a rational decision‐making process.   
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Table 6:  Design Features of Models within Georgia‐specific Delivery Systems11 
  Georgia Families Plus 


(Pertains to Options 1, 2, 3 and 4) 
“Commercial Style” Managed Care  


(Pertains to Options 2 and 3) 
Free Market 


(Pertains to Option 4) 


Enrollment  • All populations, including:  
− Georgia Families enrollees 
− Children in foster care 
− Dual eligibles 
− Individuals who are aged, blind 


and disabled 


• Low‐income Medically Needy adults 
• Potential Medicaid expansion population  
 
Note:  DCH could consider phasing other 
populations into “commercial style” managed 
care at a later date, if desired. 


• Low‐income Medically Needy adults 
• Potential Medicaid expansion population  
 
 


Services  • All State Plan services, including 
behavioral health, transportation, 
dental, LTC and HCBS waiver 
services 


• State Plan services, including behavioral 
health, dental and non‐emergency medical 
transportation, care management services  


• Excludes LTC and HCBS waiver services 


• Benchmark benefit packages12 that include all the full 
scope of Medicaid services, including EPSDT services 


Program 
enhancements 


• Value‐based purchasing 
• Encouraged use of medical homes 
• Reduced administrative complexities 


and burdens for providers and 
members 


• Use of incentives and disincentives 
to improve patient compliance 


• Increased focus on health and 
wellness programs and preventive 
medicine  


• Continued efforts to build upon 
current focus on quality 


• All enhancements listed for Georgia 
Families Plus 


• Use of copayments, deductibles, HRAs, 
incentive payments and prizes and a 
myriad of other creative strategies to 
encourage healthy behaviors 


 
Note:  For Option 3, health plans would be 
required to contract with PCMHs and ACOs. 


• Most members would be subject to copayments 
• Insurers would offer Medicaid benchmark benefit 


packages and HRAs to every member; funds from that 
account would not transfer if the member changed 
plans 


• DCH would provide choice counselors to aid 
members in selecting a health insurer 


• DCH would not contract directly with health plans 
• Medicaid would no longer pay claims or operate a FFS 


program or other infrastructure for members who 
participate in this free market programs 


• Gives members increased choice of health plans which 
may increase their access to providers and would give 
members the responsibility for managing their own 
care  


• DCH would limit participation to less than six health 
plans, and interested insurers would seek certification 
from the State.  DCH could also elect to be open to any 
willing qualified insurer. 


Payment  • Full‐risk based managed care  • Payment structure listed for Georgia  Members provided a credit with which to purchase a 


                                                      
11 To avoid duplication, we have consolidated information in Table 6.  For example, Georgia Families Plus is a component of each delivery system option.    
12 As allowed by the Deficit Reduction Act of 2005. 
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  Georgia Families Plus 


(Pertains to Options 1, 2, 3 and 4) 


“Commercial Style” Managed Care  


(Pertains to Options 2 and 3) 


Free Market 


(Pertains to Option 4) 


Structures  program using risk‐adjustment 
• Value‐based purchasing 


Families Plus 


• HRAs for enrollees to use in purchasing 
certain health care‐related services or 
items 


standard Medicaid benefit insurance product from a 
certified insurer 


Program 
Implementati
on 


• Initially enroll current Georgia 
Families enrollees 


• Use phased approach for 
implementation of additional 
populations and services 


• Implement Georgia Families Plus first 
• Use phased approach to roll Georgia 


Families Plus enrollees into the 
“commercial style” managed care 
program  


• Implement Georgia Families Plus first  
• Implement Free Market model after receiving federal 


approval  


Examples of 
Risks and 
Potential 
Challenges 


• Significant discontent among some 
providers with Georgia Families will 
require DCH to be diligent in 
educating stakeholders about the 
significant differences between 
Georgia Families Plus and Georgia 
Families.   


• Enrollment of the additional 
populations would require 
submission of a waiver application 
to CMS for approval, which could 
delay timelines.   


• Risks and challenges listed for Georgia 
Families Plus 


• Additional hurdles in gaining CMS 
approval, depending on the types of tools 
DCH decides to include.  While some of 
the tools can be used in a limited fashion 
in traditional Medicaid managed care 
programs, the vast majority– most notably 
copayments and deductibles – are not 
permitted in Medicaid for certain 
populations and services without seeking 
federal waiver authority.13,14 


• Specific to Option 3, DCH can include 
requirements for use of ACOs and 
PCMHs in CMO contracts; however, 
contract requirement will not assure that 
CMOs will be successful in enrolling 
them.   


• Additional hurdles in gaining CMS approval, as it is a 
model that does not exist and places significant 
responsibility with the member which may not be 
appropriate for all Medicaid members.   


• DCH would have little to no oversight of health plans, 
which may create concerns with whether members 
have access to care and care management, whether 
members use services appropriately and are 
encouraged to do so and whether health plans’ 
provider network composition is sufficient to meet 
Medicaid members’ needs.     


• The Supreme Court’s ruling on constitutionality of the 
Affordable Care Act and any decisions required on 
Georgia’s part based on that ruling may impact 
implementation timeline 


• Approach to operationalizing this model is most 
simple in a Health Insurance Exchange infrastructure 
and will be more administratively burdensome if there 
is no Exchange 


                                                      
13 The Deficit Reduction Act of 2005 allows states to implement cost‐sharing requirements for Medicaid members without waiver approval, but exempts some 
populations.  States may impose cost‐sharing requirements on members who are above 100 percent federal poverty level (FPL), but the requirement may not 
exceed five percent of their income.   
14 U.S. Department of Health and Human Services.  Medicaid Cost‐Savings Opportunities.  February 3, 2011.  Available online:  
http://www.hhs.gov/news/press/2011pres/02/20110203tech.html.  
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Table 7:  Assessment of Delivery System Permutations for the Medicaid and PeachCare for Kids® Design Strategy15 
 


                                                      
15 As DCH refines the design strategy through ongoing planning, it may wish to revisit the individual scores.  This initial scoring of options is a tool to help inform 
DCH’s decision‐making and provides a framework for conducting a rational decision‐making process. 
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In Phase IV, we present our recommendations for the delivery system for the future design 
strategy of the Medicaid and PeachCare for Kids programs, as well as recommended next steps 
in the planning process for the overall program redesign.  Based on our assessment, we 
recommend DCH consider implementation of one of the following three delivery systems: 


 
 
 
 
 
 
 
 
 
 
 
 
As shown in the graphic, each of these delivery systems builds upon the prior one.  They each 
incorporate a managed care model, and while some challenges have been identified with 
Georgia Families, overall it is working for a large number of members.  However, care is 
currently managed for the majority of Medicaid members but not those members who have the 
highest risks and use the costliest care.  As with most newly implemented delivery systems, 
Georgia Families has been focused on development of infrastructure and operations.  DCH has 
over the past couple of years begun to move to a program that is based on quality and 
outcomes, and has built an infrastructure for operating a risk‐based managed care program.  
DCH is implementing contract changes and monitoring and performance improvement 
initiatives to address areas identified for improvement.  Making significant changes to Georgia 
Families to focus more on outcomes, administrative ease for providers and increased and 
appropriate monitoring and oversight of contractors, DCH has an opportunity to care for the 
“whole person” through one well‐managed delivery system.    
 
Georgia Families Plus expands upon the current Georgia Families by incorporating value‐based 
purchasing, further encouraging implementation of medical homes, reducing administrative 
complexities and burdens for providers and members, increasing patient compliance through 
incentives and disincentives, increasing focus on health and wellness programs and preventive 
medicine and continuing to build upon current efforts to focus on quality.   
 
The “commercial style” managed care program is also a full risk‐based managed care program 
with value‐based purchasing.  However, it includes all levers used by commercial health plans 
to encourage patient compliance and participation in their health care and to encourage 
providers to participate in initiatives to promote quality and improved health outcomes.  For 
example, it would include incentives, such as HRAs and penalties, such as cost‐sharing, to 
encourage appropriate member behavior and participation in their health care.  Members 
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would receive HRAs for use in purchasing certain health care related services or items not 
covered by Medicaid or for copayments.  Requiring inclusion of ACOs and PCMHs in provider 
networks may help to move the Medicaid program to a more patient‐centered program that 
involves teams of providers sharing responsibility for care of the whole person.   
 
The recommended delivery systems can help DCH to further evolve its managed care delivery 
system.  To realize these opportunities, DCH must allow for significant thought and time for 
program planning and implementation.  The exact questions DCH must consider will depend 
upon the selected delivery system, but below is a sampling of important questions to consider:   
 


• What delivery system levers will DCH include in the design? 
 


• How prescriptive will DCH be with regard to care management, disease management 
and medication therapy management? 
 


• What types of vendors will DCH contract to help administer the delivery system and 
what payment strategies will DCH employ? 
 


• When carving in each special population, how will the needs of these populations differ 
from populations traditionally covered in Medicaid managed care programs? 
 


DCH should discuss and plan for internal operational changes to address programmatic 
concerns identified by stakeholders and improve administrative efficiencies and contractor 
oversight.  Since the beginning of the redesign effort, DCH has been committed to gaining 
stakeholder input, and we encourage DCH to continue involving the community throughout 
the planning process.  DCH should also spend significant time considering implementation 
needs, for example: 
 


• What federal approvals are required for the program, and how do the required 
approvals impact the implementation timeline?     


 
• Will DCH use a phased approach to implementation?  If so, on what basis will it phase 


in – by population, by geographic location, by program requirement, other? 
 


• What information systems and other operational changes are necessary?     
 
Navigant’s report is the first in a series of steps DCH is taking to fully develop a new design 
strategy.  While risk‐based managed care with all services and populations offers potential for 
Georgia to achieve its Medicaid redesign goals, achieving these goals by implementing a 
comprehensive managed care model is not a given.  The decision to implement such a 
comprehensive program should not be taken lightly:  the intricate decisions made during the 
program design and planning process will influence the degree to which the program is able to 
achieve its potential.     
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1 Executive Summary 


1.1 Background 


Since  the  approval  of  its Medicaid  Reform  1115 Waiver  in  2005,  the  State  of  Florida  has 


significantly  expanded  its Medicaid managed  care  program,  representing  a major  transition 


from  traditional Medicaid  fee‐for‐service payment.   During 2014,  this Medicaid managed care 


transition was  accelerated  and  included  rollout  of mandatory managed  care  enrollment  for 


nearly all Medicaid recipients throughout the state.  In contrast to state fiscal year (SFY) 2005/06, 


when managed care payments comprised approximately 13 percent of Medicaid payments, the 


Florida Agency  for Health  Care Administration  (AHCA)  estimates  that  by  SFY  2015/16,  85 


percent of all Florida Medicaid recipients will be enrolled in managed care plans and 65 percent 


of Medicaid payments will be made  for  services provided  to  recipients  enrolled  in Medicaid 


managed care.   


 


Prior  to  the  Medicaid  Reform  waiver,  Florida  Medicaid  distributed  payments  annually 


(approximately $660 million in SFY 2005/06) to hospitals in the form of supplemental payments.  


These payments were made  through  the Upper Payment Limit  (UPL) program which allows 


supplemental payments to be made to a Medicaid provider based on the difference between the 


amount paid  in  standard payment  rates  and  a maximum  amount  referred  to  as  the  “Upper 


Payment  Limit.”    However,  federal  regulations  specify  that  standard  UPL  payments  are 


allowed only for services provided through a traditional Medicaid fee‐for‐service program, and 


not through managed care.  As such, the transition from fee‐for‐service to managed care had the 


potential to significantly reduce the amount of funds Florida Medicaid could pay to providers 


through supplemental payments because of standard  (non‐waiver)  federal regulations related 


to Medicaid  supplemental  payments.    In  other words,  the  transition  from  fee‐for‐service  to 


managed care made it necessary for Florida Medicaid to find another way to continue making 


these supplemental payments.   


 


To enable continued supplemental payments with  the  transition  to Medicaid managed care, a 


new program was defined within the 2005 1115 demonstration waiver called  the Low Income 


Pool  (LIP)  program.    The  LIP  program  was  “established  to  ensure  continued  government 


support  for  the  provision  of  health  care  services  to Medicaid,  underinsured  and  uninsured 


populations.”1    As  originally  defined,  the  LIP  program  was  limited  to  $1  billion  in  total 


payments each year.  In addition to replacing the UPL supplemental payment program, the LIP 


program increased total annually dispersed funds by approximately $300 million and increased 


the  list  of  providers  available  to  receive  supplemental  payments.    Under  the  former  UPL 


program, supplemental payments were only made to acute care hospitals.  In contrast under the 


LIP  program,  supplemental  payments  could  be made  to  a  variety  of  provider  types  and  in 


practice have been made  to acute care hospitals, Federally Qualified Health Centers  (FQHCs) 


and Community Health Departments (CHDs).   


                                                      
1 Centers for Medicare and Medicaid Services, Special Terms and Conditions for Florida Medicaid Reform Section 1115 


Demonstration, Document number 11‐W‐00206/4, (2005). 
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The LIP program has been an approved component of  the State’s 1115 demonstration waiver 


through  June 30, 2014.    In 2014, when  the mandatory Medicaid managed  care portion of  the 


waiver was renewed for an additional three years, the LIP program was only renewed for one 


more year.    Included  in  this  one‐year  renewal was  a  shift  of  self‐funded  inter‐governmental 


transfer  (IGT)  rate  enhancements  (totaling  $963 million  annually)  and  the  teaching physician 


supplement payment program  (totaling  $204 million  annually)  into  the LIP program.   These 


funds  transitioning  into  the  LIP  program were  in  addition  to  the  traditional  $1  billion  cap 


previously available through LIP.  Thus in this renewal year, SFY 2014/15, a total of nearly $2.2 


billion will be distributed as supplemental payments through LIP.   


 


Also included in CMS’s Special Terms and Conditions (STCs) for the 2014 waiver renewal was a 


requirement for AHCA to contract with an independent consultant to conduct a review of the 


state’s funding and payment mechanisms.   The  intent of  this study  is  to suggest “sustainable, 


transparent,  equitable,  appropriate,  accountable,  and  actuarially  sound  Medicaid  payment 


systems  and  funding mechanisms  that will  ensure  quality  health  care  services  to  Florida’s 


Medicaid  beneficiaries  throughout  the  state  without  the  need  for  Low  Income  Pool  (LIP) 


funding.”2  (emphasis  added  by  Navigant)    To  do  this,  the  STC’s  outlined  several  key 


requirements.  The report must: 


 


 Include detailed information on the historical methods of funding hospital payments, 


the interaction between state funded payments and provider funded payments, and 


describe the composition of payments, including base and supplemental payments. 


 


 Analyze the adequacy of current payment levels for Medicaid providers, and the 


adequacy, equity, accountability and sustainability of the state’s funding mechanisms 


for these payments.  The report must primarily focus on the types of providers 


supported by IGT or LIP funds. 


 


 Include an analysis of how future changes in Medicaid, including possible Medicaid 


expansion would affect Medicaid payment amounts and structure, including fee‐for‐


service payments, managed care, and LIP. 


 


 Recommend reforms to the Florida Medicaid financing system that can allow the state, 


beginning in state fiscal year 2015‐2016, to move toward Medicaid fee‐for‐service and 


managed care payments to providers that ensure access and quality of care for Medicaid 


beneficiaries without the need for LIP funds.  These payments should be based on a 


rationalized, non‐facility specific payment mechanism, which can be applicable to future 


changes in Medicaid including Medicaid expansion.  This type of rationalized payment 


                                                      
2 Centers  for Medicare and Medicaid Services, Special Terms and Conditions  for Florida Medicaid Reform Section 1115 


Demonstration, Document number 11‐W‐00206/4, (2014). 
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mechanism would not include payment based on facility specific costs or local tax 


revenue and would discontinue incentive payments through the LIP. 


 


In  addition,  the  2014  Legislature  included  proviso  language  in  the  2014/15  General 


Appropriations Act stating additional requirements of the report including: 


 


 Identify federal regulations on the following: IGTs, including their sources, uses, and 


allowable repayment arrangements; supplemental hospital payments, including 


allowable types, purposes, and payees; and direct provider payments that are allowed 


within Medicaid programs that are based primarily on risk‐bearing managed care plans. 


 


 Identify other states’ uses of IGTs and supplemental hospital payments, including: 


arrangements for incenting or requiring IGTs; methods of payment, particularly in states 


with high managed care penetration; and specific federal waiver terms and conditions 


that apply to IGTs and supplemental hospital payments. 


 


AHCA  engaged Navigant Consulting,  Inc.  (Navigant)  to perform  this  study.   A draft  of  the 


resulting report is due to CMS no later than January 15, 2015 with the final report due March 1, 


2015.  


 


This study deals primarily with funding and payment made through the LIP program.  The vast 


majority of funds for the LIP program come from inter‐governmental transfers (IGTs) made in 


the names of specific hospitals.    In addition,  the vast majority of payments made  through  the 


LIP program are made to acute care hospitals.  As a result, the study has a very strong focus on 


Florida  Medicaid  hospital  reimbursements  and  the  funds  gathered  to  enable  those 


reimbursements.    In  addition,  the  study  considers  hospital  costs  for  care  of  uninsured  and 


under‐insured  as  well  as  Medicaid  reimbursements  for  these  patients  which  come  from 


Disproportionate  Share  Hospital  (DSH)  payments  and  from  a  portion  of  payments  made 


through the LIP program. 


1.2 Hospital Funding 


At  a  high  level,  funds  that  pass  through  a Medicaid  program  for  payment  for  health  care 


services  for Medicaid  recipients,  the uninsured,  and  the underinsured,  can be  categorized  as 


either “state share” or “federal share.”  For every dollar spent, a certain percentage of that dollar 


comes  from  the  state  share and  the  rest  from  the  federal  share.   For  the State of Florida,  the 


blended  state  share percentage has  been  in  the  low  forties  or high  thirties  over  the  last  few 


years.  The federal share has been in the high fifties or low sixties over that same time period.  In 


state fiscal year 2014/15, for example, the state share percentage is 40.44 percent and the federal 


share percentage is 59.56 percent.  This means for every dollar spent by the Medicaid Agency in 


SFY 2014/15, 40.44 cents come from state resources and 59.56 cents come from federal resources.  


Another way to think of this is that $1.00 in state funds in SFY 2014/15 yields $2.47 in total funds 


for the Medicaid program (1 / 0.4044 = $2.47). 
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Prior to 1986, the entire state share of funds used for payments to hospitals under the Medicaid 


program came from state general revenue.  Starting in 1986 and continuing in subsequent years, 


a variety of  legislation has been passed which has slowly reduced  the percentage of  the state 


share of hospital  funding coming  from general  revenue and  replaced  that money with  funds 


from  other  sources.    Those  other  sources  are  generated  through  a  provider  assessment  and 


IGTs.   To a  small degree, Florida Medicaid also utilizes  certified public expenditures  (CPEs).  


For  a  recent  five  year  period,  the  percentages  of  funding  for  Florida  Medicaid  hospital 


reimbursement from each of the various sources are shown in Figure 1 below. 


 


 
Figure  1. Distribution  of  funding  sources  for  state  share  of Medicaid  hospital  payments  over  the 


previous five years. 


 
 


Notes for Figure 1: 


1) The  figure above  includes  funding  for hospital  fee‐for‐service  rates, hospital managed 


care  capitation  rates,  LIP  supplemental  payments  and DSH  supplemental  payments.  


Medicare crossover claims, in which Medicare is the primary payer, are excluded.  


2) During  these  timeframes,  the  state portion  of  all  funding  for managed  care  capitation 


came from state general revenue.   
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3) Expenditures  in  SFY  2008/09  are  understated  because  hospital  managed  care 


expenditures were not available for this year. 


 


1.2.1 General Revenue 


Funds coming from state general revenue offer Medicaid agencies significant flexibility in how 


provider reimbursements can be designed.   In addition, federal regulations require at  least 40 


percent of  funding  for Medicaid programs  come  from  state general  revenue.    In  the State of 


Florida, general  revenue  constitutes 61 percent, more  than half, of  the  total  state  share when 


looking at the overall Medicaid program, including payment for all health care services, such as 


hospital, nursing home, physician, pharmacy, school programs, etc.   However specifically  for 


hospital reimbursement, funds from general revenue constitute 37 percent, less than half, of the 


total  state  share.    In  SFY  2012/13,  general  revenue  contributed  just  over  $1  billion  towards 


funding  Medicaid  hospital  reimbursements  and  $4.9  billion  towards  funding  the  entire 


Medicaid program, overall.3   


 


The state general revenue used to fund the Medicaid program  is not spread evenly across the 


various  types  of  providers  and  types  of  services  offered  to  Medicaid  recipients.    General 


revenue as a percentage of total state share varies by type of service anywhere from 100 percent 


of  the  funding at  the high end of  the  range down  to 23 percent at  the  low end of  the  range.  


General revenue funding for hospital services is at the low end of the range.  This can be seen in 


Figure 2 below. 


 


                                                      
3 Numbers generated from Florida Social Services Estimating Conference, August 2014, “Long‐Term Medicaid Services 


and Expenditures Forecast,” plus AHCA reports of payments for hospital services provided to Medicaid recipients in 


managed care plans. 
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Figure 2. Percentage of state share from general revenue by type of service in SFY 2012/13. 


 
 


 


Specifically  for  hospital  reimbursements,  state  general  revenue  is  used  primarily  to  fund 


inpatient and outpatient rates, distributed through fee‐for‐service claim payments, and to fund 


managed  care  capitation  payments.    General  revenue  also  funds  very  small  portions  of 


supplemental payments made within the LIP and DSH programs.   


1.2.2 Provider Assessment 


The provider assessment  in Florida  is referred to as the Public Medical Assistance Trust Fund 


(PMATF), and  includes a 1.0 percent assessment of hospital outpatient net operating  revenue 


and a 1.5 percent assessment of hospital inpatient net operating revenue.   This is a mandatory 


program,  as  defined  in  Florida  statute.    In  SFY  2012/13,  nearly  $470 million was  collected 


through the PMATF program, which drew down over $641 million in federal matching funds, 


resulting in a total of $1.1 billion in funds available for Medicaid reimbursements.  These funds 


are  combined with  general  revenue  funds  and  used  to  reimburse  hospitals  through  fee‐for‐


service claim rates and managed care capitation rates.   


 


In a majority of cases, the cost of the assessment is paid back to providers through an increase in 


the  Medicaid  reimbursement  rate,  but  consistent  with  the  federal  redistributive  and  hold 


harmless provisions of health care‐related tax programs, not all hospitals get back all that they 


were assessed.  Hospitals with very low Medicaid volume may not receive as much in increased 


rates as they paid out through the assessment. 
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1.2.3 Inter‐Governmental Transfers 


Inter‐governmental  transfers  (IGTs) are  transfers of  funds  from a non‐Medicaid governmental 


entity (e.g., counties, hospital taxing districts, providers operated by state or local government) 


to  the Medicaid agency.   As  long as  the  funds  collected  through  IGTs are used  in ways  that 


comply with  federal  regulations,  they may  be  used  to  draw  down  federal matching  funds.  


“Federal policy  regarding both  the permissible  sources of non‐federal Medicaid expenditures 


and federal contributions toward those expenditures dates to Medicaid’s 1965 enactment.  Prior 


to  1965,  health  care  services  for  low‐income  individuals were  provided  primarily  through  a 


patchwork of programs  sponsored by  state and  local governments, charities, and community 


hospitals.   … While  the administration of  each  state’s Medicaid program was  required  to be 


centralized at the state level, federal provisions allowed the pre‐existing patchwork of programs 


to maintain primary  responsibility  for  service delivery  and  non‐federal  financing  of  services 


that now qualified for federal payments.”4 


 


In Florida, IGTs are used to help fund hospital rate payments (inpatient and outpatient), the LIP 


program,  the  DSH  program,  and  the  physician  supplemental  payment  program.    In  SFY 


2014/15, for example, AHCA anticipates receiving a little over $1.3 billion5 in IGTs resulting in 


nearly $3.3 billion  in  reimbursements when  combined with  federal matching  funds.   43 non‐


Medicaid governmental entities are expected to contribute IGTs, and the State plans to spread 


these funds (along with related federal matching funds) across approximately 140 hospitals, 7 


medical schools, and 60 non‐hospital facilities (primarily FQHCs and CHDs).   


 


Despite the significant sums of money and numbers of health care facilities benefiting from IGT 


funds,  IGTs  are  optional  contributions.   Generally,  governmental  agencies  cannot  be  legally 


obligated  to  contribute  IGTs  towards  the  state  Medicaid  program.    To  ensure  continued 


contribution  of  IGT  funds,  payment methods  are  devised  in ways  that  ensure  a  return  on 


investment for funds contributed.  IGT contributors, most of which are county governments and 


hospital  taxing districts, contribute money  in  the names of hospitals within  their  jurisdiction.  


Medicaid payment methods ensure payments  to  these named hospitals offer more value  than 


would  be  afforded  through  keeping  the  funds within  their  local  districts.    This  is  possible 


because of the fact that the IGT funds draw down federal matching funds resulting in enough 


total dollars  to offer a  return on  investment  to  the named hospitals and  still have additional 


funds available to distribute amongst other hospitals and some non‐hospital providers.   


 


In previous years and in the current year (SFY 2014/15), IGTs fund nearly the entire state share 


of  the  traditional  $1  billion LIP program  and  over  60 percent  of  the  state  share  of  the DSH 


program.   Prior  to SFY 2014/15,  IGTs also  funded approximately 40 percent of  fee‐for‐service 


claim payments and did not  fund any managed care capitation payments.   Beginning  in SFY 


                                                      
4 Medicaid and CHIP Payment and Access Commission (MACPAC), “Report to the Congress on Medicaid and CHIP,” 


(March 2012). 
5 The Florida Legislature, “Medicaid Hospital Funding Programs Fiscal Year 2014‐2015 – Final Conference Report for House 


Bill 5001,” (April 29, 2014). 
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2014/15,  these percentages changed.   Self‐funded IGTs were moved from claim payments  into 


the LIP program.    In addition,  funds collected  through  IGTs  for automatic rate enhancements 


now  fund both  fee‐for‐service  rates  and managed  care  capitation  rates.   As  a  result  of  these 


changes,  in SFY 2014/15  IGTs  fund approximately 27 percent of hospital  fee‐for‐service  rates, 


and  approximately  27  percent  of  the  hospital  portion  of managed  care  capitation  rates.    In 


addition, IGTs fund 100 percent of the state share of LIP‐6, which was formerly known as self‐


funded  IGTs.   Also, beginning on  January 1, 2014,  IGTs  fund  the  state  share  for  the  teaching 


physician supplemental payment program. 


 


The payment methods designed  to  incent  contribution of  IGTs have evolved over  time  to be 


relatively  complicated within  the  State  of  Florida.    The  payment methods  are  discussed  in 


section 1.3 – Hospital Payments of  the Executive Summary and discussed  in greater detail  in 


section  4.4  –  Claim  and  Supplemental  Payments.    It  should  be  noted  that,  although  the 


distribution of IGT funds benefits many health care facilities whose  local governments do not 


contribute any IGTs, by far, greater financial benefit is provided to hospitals located in regions 


in which local government agencies are contributing IGTs.   


 


Not  all  IGTs  are  contributed  by  hospitals.    Many  are  contributed  by  local  governmental 


agencies.   However,  the  IGTs contributed  for  the LIP program, automatic  rate enhancements, 


and self‐funded  rate enhancements are all donated  in  the names of specific hospitals.    In  this 


study, those IGTs are treated as donations from the named hospitals under the assumption that 


the  local  governments  would  find  ways  to  contribute  those  funds  directly  to  the  named 


hospitals if they were not contributed as IGTs to the Medicaid agency.   


1.2.4 Certified Public Expenditures 


Certified  public  expenditures  (CPEs)  are  expenditures  made  by  a  governmental  entity, 


including  a  provider  operated  by  state  or  local  government,  under  the  state’s  approved 


Medicaid  state  plan,  for  health  care  services  provided  to Medicaid  recipients.    The  public 


provider of service certifies the uncompensated cost of services rendered to eligible individuals.  


The Medicaid  agency  records  the  certified  expenditures  and  draws  the  Federal  share  of  the 


expenditure from CMS.   


 


Florida Medicaid  utilizes  CPEs  to  help  fund Medicaid  payments  for  school‐based  services, 


hospital  disproportionate  share  payments,  and  historically  for  physician  supplemental 


payments.  In SFY 2012/13, CPEs comprised 100 percent of the state share of funding for school‐


based Medicaid services, 34 percent of the state share for DSH payments and 100 percent of the 


state share for physician supplemental payments.  In terms of hospital reimbursements overall, 


CPEs comprised two percent of total state funding.  Beginning January 1, 2014, this percentage 


has dropped slightly as funding for the physician supplemental payment program has shifted 


from CPEs to IGTs.   
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1.3 Hospital Payments 


Payments  to hospitals  are generally made by  the Florida Medicaid Agency  in  four  forms,  1) 


claim  payments  for  health  care  services  provided  to Medicaid  fee‐for‐service  recipients;  2) 


capitation payments to Medicaid managed care organizations, which in turn, pay hospitals for 


services provided  to Medicaid managed  care  recipients;  3) quarterly  supplemental payments 


determined through the LIP program; and 4) quarterly DSH payments determined through the 


DSH  program.    Fee‐for‐service  claim  payments  and  Medicaid  managed  care  capitation 


payments are both  intended to compensate providers for services offered to recipients eligible 


for Medicaid health benefits.  In contrast, DSH payments are intended to compensate providers 


for costs associated with caring for a high proportion of uninsured recipients (often referred to 


as “uncompensated care”) and Medicaid shortfall.   Similarly, payments made through the LIP 


program  are  intended  to  compensate  providers  for  both  services  offered  to  uninsured  and 


underinsured  recipients  as  well  as  help  cover  shortfalls  between  Medicaid  payments  and 


provider costs incurred from caring for Medicaid eligible recipients.   


 


Fee‐for‐service hospital claim payments and managed care capitation rates are funded through 


a  combination  of  general  revenue,  provider  assessment  revenue,  and  automatic  rate 


enhancement  IGTs.    Payments made  through  the  LIP  program  are  funded  almost  entirely 


through IGTs.  Funding for the DSH program is a combination of IGTs and CPEs.  


 


As mentioned  previously,  Florida Medicaid  has  developed  payment methods which  ensure 


return on investment for contributors of IGTs.  This is done primarily in two ways.  First, most 


IGT  funds  collected  for  the  traditional  $1  billion  LIP  program  and  for  automatic  rate 


enhancements are  summed  together.   Hospitals  in whose names  these  funds are  contributed 


receive supplemental payments through the traditional $1 billion LIP program that equal 108.5 


percent  of  the  contribution  amounts  (8.5  percent  return  on  investment).    This  return  on 


investment  is documented within  the LIP program as  the “LIP Allocation Distribution,” and 


comprises a majority of  the  funds distributed  through  the  traditional $1 billion LIP program.  


For example  in SFY 2014/15, approximately $745 million will be contributed  through  IGTs  to 


help fund the LIP program and automatic rate enhancements.  Of this amount, $689 million was 


considered “above  the  line” and eligible  for  the 108.5% LIP Allocation Factor.   This results  in 


$748 million  expected  to  be  allocated  through  the LIP Allocation Distribution, which means 


only  $252  million  is  available  through  the  waiver  program  to  fund  safety  net  hospitals, 


uncompensated care, and various initiatives intended to improve the delivery of health care to 


Florida Medicaid recipients.   Thus, despite being a $1 billion program, only 25 percent of that 


money has been made available for discretionary distribution.   


 


The second guaranteed return on investment occurs for LIP‐6 funds, which were referred to as 


self‐funded  IGTs  prior  to  SFY  2014/15.    IGT  contributors  have  the  option  to  designate  their 
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funds to be applied to traditional LIP and automatic IGT rate enhancements or to LIP‐66.  Funds 


designated to LIP‐6 provide contributors approximately 147 percent return on investment as the 


hospitals named for these contributions receive back the IGT contribution (the state share) plus 


all of the associated federal matching funds. 


 


The total amount of money Florida Medicaid may spend within each of these programs is finite.  


Each is controlled through federal regulation or state regulation, or both.  The state share, total 


funds payable  (total computable), distribution determination, and  funding  limitation  for each 


program are depicted in Figure 3 below.   


 
Figure 3. Distribution of IGT funds by Florida Medicaid. 


 


Traditional7 $1 Billion LIP Program 
 


IGTs available for LAD:  $350 million 


IGTs not available for LAD8:  $56 million 


State share from general rev:  $9 million 


Total state share for LIP:  $415 million 


Total computable:  $1 billion 


Funding Limitation(s):  1115 demonstration 


waiver 


 


The $1 billion is distributed as follows: 


LIP Allocation Distr. (LAD):  $748 million 


Distribution Determination:  108.5 percent of IGT 


contributions for 


rate enhancements 


and a portion of LIP 


($689 million)9 


 


Discretionary Distribution:  $252 million 


Distribution Determination:  LIP Council and 


Florida Legislature 


Rate Enhancements 
 


State Share from IGTs:   


IGTs for “auto” rate enh.:  $312 million 


IGTs for “Statewide issues”:  $23 million 


IGTs for Liver global fee:  $4 million 


Total IGTs for rate enh.:  $339 million 


State GR for rate enh.:  $10 million 


Total state share for rt enh: $349 million 


Total Computable:  $863 million 


Distribution Determination:  LIP Council and 


Florida Legislature 


Funding Limitation(s):  UPL regulations and 


Florida Legislative 


authority 


                                                      
6  IGT  contributors  also  have  the  option  to  designate  their  funds  be  applied  to  the DSH  program,  the  teaching 


physician supplemental payment program, or two other smaller sub‐programs within the traditional $1 billion LIP 


program. 
7 In this document, the “traditional $1 billion LIP program,” refers to the LIP program originally defined in the 2005 


1115 demonstration waiver. 
8 IGTs which contribute to Alternative LIP programs are considered “below the line” and are not eligible for the LIP 


Allocation Distribution. 
9  IGTs  contributed  for  rate enhancements plus  IGTs  contributed  for all portions of LIP except Alternative LIP are 


consider “above the line” and are eligible for the LIP Allocation Distribution. 
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LIP‐6 (Formerly Self‐Funded IGTs) 
 


IGTs:  $390 million 


Total computable:  $963 million 


Distribution Determination:  All IGT and federal 


matching funds paid 


to named hospital 


Funding Limitation(s):  1115 demonstration 


waiver and Florida 


Legislative authority 


 


DSH Program 
 


State share:  $146 million 


Total computable:  $362 million 


Distribution Determination:  Formula defined in 


State Plan 


Funding Limitation(s):  Federal Medicaid 


DSH cap for State of 


Florida and 


individual hospital 


DSH limits 


 


Teaching Physician Supplemental Program 
 


IGTs:  $82 million 


Total Funds in SFY 2014/15:  $204 million 


Distribution Determination:  Based on historical 


number of Medicaid 


encounters 


Funding Limitation(s):  1115 demonstration 


waiver 


Legend: 


 


                     ‐ state share affecting LIP Allocation Distribution 


 


                     ‐ funds distributed through the 1115 waiver 


 


 


 


In addition to the guaranteed returns mentioned above, some hospitals and, to a smaller extent, 


FQHCs and CHDs receive additional benefit from funds contributed to the traditional $1 billion 


LIP program and to automatic rate enhancements.  Funds that are not paid out through the LIP 


Allocation Distribution are distributed  to  these health care  facilities a  through complex set of 


policies and regulations designed to provide benefit for facilities considered to be most critical 


to the Medicaid program.  In recent years,  just under $900 million has been available annually 


for more discretionary distribution designed to promote Medicaid program goals. 


 


In SFY 2014/15, fee‐for‐service and managed care claim payments, which are utilization based, 


constitute roughly two‐thirds of the Medicaid payments made to hospitals.   The other third of 


hospital  reimbursements  come  from  supplemental  payments,  primarily  through  the  LIP 


program  (a  total of nearly $2.2 billion  in SFY 2014/15).    In addition,  the distribution of  funds 


originating  from  IGTs  is designed  in  such  a way  that  those  hospitals with  access  to  an  IGT 


contributor are clearly reimbursed at higher levels than those who do not have access to IGTs.   


1.4 Evaluation of Florida Medicaid Hospital Funding and Payment 


1.4.1 Introduction 


One of the most fundamental and commonly quoted regulations within the Social Security Act 


is section 1902(a)(30)(A) which says,  
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“A state plan for medical assistance must provide such methods and procedures relating 


to the utilization of, and the payment for, care and services available under the plan … as 


may be necessary  to safeguard against unnecessary utilization of such care and services 


and to assure that payments are consistent with efficiency, economy, and quality of care 


and are sufficient to enlist enough providers so that care and services are available under 


the  plan  at  least  to  the  extent  that  such  care  and  services  are  available  to  the  general 


population in the geographic area.”10 


 


This regulation  indicates Medicaid agencies must define policies and payment  levels  in a way 


that  balances  competing  goals  of  access  to  care  along  with  efficiency  and  economy  with 


safeguards against unnecessary utilization.   


 


One seemingly reasonable measure of adequate payment would be a comparison of payments 


to the cost to render care to a Medicaid recipient.  In order to remain in operation, hospitals, like 


any other businesses, must receive enough income to cover all expenses including items such as 


labor, facilities, and equipment.  In addition, it is critical for all hospitals to be able to generate 


some margin over the cost of operations – for‐profit hospitals need to satisfy investors and stock 


holders,  and  both  for‐profit  and  not‐for‐profit  hospitals  need  to  fund  the  replenishment  of 


operating infrastructure and capital.  Thus, paying hospitals an amount equal to their costs or at 


least equal to reasonable market value for services provided, if such a number can be defined, 


would be one way to measure payments.   In fact, in Medicaid Upper Payment Limit analyses, 


for example, hospital cost is accepted as a proxy for Medicare payment and can be used as the 


Upper  Payment  Limit  or maximum  allowable  reimbursement  amount.   Note  however,  that 


CMS does not  consider operating margin  to be a  reasonable and necessary  cost of providing 


services.    In addition, payment  levels simply based on cost offer no  incentive  for hospitals  to 


control costs.  Thus, purely cost‐based payments do not promote efficiency and economy. 


 


In  truth,  defining  adequate  payment  levels  is  not  a  precise  science.    Medicaid  agencies 


commonly  pay  less  than  full  hospital  cost  and,  yet,  hospitals  remain  open  and  continue  to 


accept Medicaid  patients.    Traditionally,  the  assumption  has  been  that  hospitals  are  able  to 


achieve or maintain sufficient operating margin by balancing relatively  low revenues received 


from Medicaid with  higher  revenues  received  from  commercial  insurance  companies.    This 


phenomenon is referred to as “cost‐shifting,” and is more of a theoretical exercise than an actual 


function performed by hospital accountants.  Cost shifting is relatively easy to do for hospitals 


with a small amount of their business coming from Medicaid and uninsured patients.   On the 


opposite  side, cost shifting  is more difficult  for hospitals with a  relatively high percentage of 


their business coming from Medicaid and uninsured patients.   Note also that while  it  is CMS’ 


intent  that  the Medicare  program  pay  for  the  reasonable  and  necessary  costs  of  providing 


services to the Medicare population, critics of the Medicare program argue that such is not the 


case.  As such, the Medicare program also contributes to the need for hospitals to “cost‐shift.”   


                                                      
10 The Social Security Act, section 1902(a)(30)(A). 
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1.4.2 Florida Medicaid Aggregate Hospital Pay‐to‐Cost 


Overall pay‐to‐cost ratios for hospital services provided to Medicaid and uninsured recipients 


in Florida  in SFY 2012/13 are  shown  in Table  1 below.   As  shown  in  this  table, we  compare 


payments  to  costs  in  two ways  for  the Medicaid  program  by  itself,  and  in  two ways  for  a 


combination  of  the Medicaid  program  combined with  care  for  uninsured  and  underinsured 


patients (referred  to  in  the  table as “uncompensated care”).   For  the Medicaid program alone, 


aggregate pay‐to‐cost ratios were calculated with and without inclusion of LIP payments.   For 


the  combination of Medicaid  recipients and  the uninsured, pay‐to‐cost  ratios were  calculated 


with  and  without  inclusion  of  provider  assessment  fees  and  IGTs  subtracted  for  hospital 


payments to estimate net hospital revenue.  Under guidelines defining upper payment limit and 


DSH limit calculations, provider assessment fees and IGT contributions are not considered to be 


valid  hospital  costs.    At  the  same  time,  provider  assessment  fees  and  IGTs  coming  from 


hospitals  are  included  in Medicaid  payments  back  to  hospitals.    Thus,  true  net  revenue  to 


hospitals should take these hospital outlays into consideration.  
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Table 1. Pay‐to‐cost values for Medicaid program overall – SFY 2012/13. 


Description  Payment 


Estimated 


Hospital Cost 


Pay‐to‐Cost 


Ratio


Pay‐to‐cost ‐ Medicaid recipients ‐ w/o LIP  $4,544  $5,770  79%


Pay‐to‐cost ‐ Medicaid recipients ‐ w LIP payments  $5,459  $5,770  95%


Pay‐to‐cost ‐ Overall including claim, LIP, and DSH 


payments as well as claim (Medicaid) 


and uncompensated care costs  


$5,699  $8,587  66%


Pay‐to‐cost ‐ Overall including claim, LIP, and DSH 


payments minus PMATF and IGT 


hospital contributions as well as claim 


(Medicaid) and uncompensated care 


costs 


$4,186  $8,587  49%


Note(s): 


1) Dollar amounts are in millions. 


2) Payments include hospital inpatient and outpatient claim data from both FFS and managed care 


encounter claims. 


3) Data is from SFY 2012/13. 


 


The  table above shows  that aggregate pay‐to‐cost  for hospitals when excluding supplemental 


payments was 79 percent in SFY 2012/13.  In that year, self‐funded IGTs were included in claim 


payments, not  in LIP.    In SFY 2014/15,  self‐funded  IGTs, which  total $963 million, have been 


moved out of claim payments and into the LIP program.  Thus, the aggregate pay‐to‐cost ratio 


for  hospitals  excluding  supplemental  payments  in  SFY  2014/15  will  be  approximately  62 


percent.  Further, if the LIP program expired without any type of replacement, the IGTs used to 


fund automatic rate enhancements would also be at risk.  If automatic rate enhancements were 


not available, average hospital cost coverage for services to Medicaid recipients excluding LIP 


and automatic rate enhancements would be 48 percent. 


 


The  table  above  also  shows  the  aggregate  hospital  pay‐to‐cost  ratio  is  relatively  high  for  a 


Medicaid program at 95 percent when  including LIP payments.   However,  this ratio does not 


take into consideration that LIP is intended to help offset both the cost of uncompensated care 


and the gap between Medicaid payments and hospital cost to care for Medicaid recipients.  The 


next pay‐to‐cost ratio shown in the table includes LIP and DSH payments as well as the cost of 


uncompensated  care.   When all  these values are  included,  the aggregate hospital pay‐to‐cost 


ratio drops to 66 percent. 


1.4.3 Florida Medicaid Hospital Pay‐to‐Cost Based on IGT Status 


Because  IGTs play  a  significant  role  in  funding  and payment, we  also  compared pay‐to‐cost 


ratios  across  three  categories  of  hospitals,  1)  hospitals  that  contribute  and  receive  IGTs;  2) 


hospitals that do not contribute IGTs, but do receive payments from IGT funds; and 3) hospitals 


that neither contribute nor receive IGT funds.  In truth, not all IGTs are contributed by hospitals; 


many are contributed by  local governmental agencies.   However, the IGTs contributed for the 
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LIP program, automatic  rate enhancements, and  self‐funded  rate enhancements  (now part of 


the LIP program) are all donated  in  the names of  specific hospitals.   We  treat  those  IGTs as 


donated by the named hospitals under the assumption that the  local governments would find 


ways to contribute those funds directly to the named hospitals if they were not contributed as 


IGTs to the Medicaid agency.   


 


Pay‐to‐cost ratios are shown in Figure 4 for the four different methods we used to calculate the 


ratios.  With each method, hospitals that contribute IGTs and receive payments from IGT funds 


are  paid  the  highest  relative  to  cost.    Hospitals  that  neither  contribute  IGTs  nor  receive 


payments from IGT funds are paid lowest relative to cost.   


 
Figure 4. Hospital pay‐to‐cost ratios based on IGT status. 


 
 


 


Figure 4 above  shows  that payments within  the Florida Medicaid program are not  the  same 


relative to cost when compared across hospitals.  However the hospitals that receive relatively 


higher payments are those that treat the majority of Medicaid patients.  This is shown in Figure 


5  below  and  is  consistent with  the  state’s  goal  stated  in  the  SFY  2005  1115  demonstration 


waiver, “The state will continue to foster and protect its safety net providers.”11   


 


                                                      
11 Florida Agency for Health Care Administration, Application for 1115 Research and Demonstration Waiver, (August 


2005). 


89%


62%


45%


112%


64%


45%


77%


48%


31%


55%


42%


22%


0%


20%


40%


60%


80%


100%


120%


Hospitals


Contributing and


Receiving IGTs


104 Hospitals


Hospitals Receiving


but not


Contributing IGTs


29 Hospitals


Non‐IGT Hospitals


88 Hospitals


Claims Payments Only


Claim and LIP Pymts


Mcd and Uncomp Care Excl Hosp


Contributions


Mcd and Uncomp Care Incl Hosp


Contributions







Navigant  Page 22 of 246   


Figure 5. Percentage of Medicaid business based on IGT status. 


 
 


Notes for Figure 5 : 


1) Data is based on claim payments and cost from SFY 2012/13.  Both fee‐for‐service 


and managed care program claims for hospital inpatient and outpatient services 


are  included.    In  addition,  LIP  payments,  DSH  payments,  and  the  cost  of 


uncompensated care are included. 


2) Data  is  limited  to  in‐state  hospitals with  at  least  one  submitted  claim  in  SFY 


2012/13. 


 


1.5 Options for Future Hospital Funding and Payment 


1.5.1 Interaction between Funding and Payment 


In general, we categorized  the  funding options available  to Florida Medicaid as either broad‐


based  or  qualified.    The  broad‐based  funding  options  include  increasing  the  provider 


assessment (PMATF), creating a managed care assessment, and increasing general revenue for 


the Medicaid program.  The more qualified funding options include continued use of IGTs and, 


potentially, expansion of CPEs.  These categorizations have as much to do with how the funds 


are allocated across hospitals in Florida as they are related to who is contributing the funding.  


With  the  broad‐based  funding  methods,  Florida  Medicaid  would  have  significantly  more 


flexibility with how the funds are ultimately distributed to providers.  IGTs tend to restrict how 


payers distribute  the  federal  funds  they are used  to generate – generally obligating payers  to 


return more than the IGT contribution, in amounts that provide enough financial return for the 


entity to make the contribution in the first place. Without the dependence on providers to make 


IGT contributions to replace the State’s share of funding, there could be less of an obligation to 


tie  payments  to  the  funding  sources.    Payment  allocations  could  be  focused  on  achieving 


Florida Medicaid’s  overall  policy  priorities,  such  as  rewarding  those  providers who make  a 
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commitment to serving Medicaid and uninsured patients, or improving the health of Medicaid 


patients.  


 


In contrast, we made the assumption that any payment allocation for IGTs must ensure a return 


on investment for those public hospitals and local governments contributing the State’s share of 


funding.  Thus, payment methods that rely on this type of funding must be designed in a way 


that  takes  into consideration who contributed money  to fund  the Medicaid program, as  is  the 


case  today  in  Florida.    In  addition,  CPEs  are  limited  to  public  institutions  and  the  federal 


matching funds generated through CPEs generally must be paid to the entity that incurred the 


health care costs.  This tie between funding mechanism and payment flexibility is summarized 


in the following table: 


 
Table 2. Tie between funding source and payment flexibility. 


 


 


 


    Funding Sources 


    Health Care‐


related Tax 


(New or 


Expand Existing 


Managed 


Care 


Assessment  IGTs  CPEs 


General 


Revenue 


Funds 


Payment 


Distribution 


Models 


Delivery System 


Reform Incentive 


Payment (DSRIP) 


Program 


XX  XX  X  X  XX 


Broad Based Rate 


Increases (FFS and 


PMPM) 


XX  XX      XX 


UPL/Targeted 


Supplemental 
XX  XX  X  X  XX 


GME Payments 


(limited to qualified 


providers) 


X  X  X  X  X 


DSH Payments 


(limited to qualified 


providers) 


XX  XX  X  X  XX 


Uncompensated Care 


Pool Distributions 
XX  XX  X  X  XX 


Physician 


Supplemental 


Payment Program 


XX  XX  X  X  XX 


Legend: 


XX = generally would work for all provider types. 


X = would generally work only for hospitals that actually fund the state dollars.
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1.5.2 Combination Funding and Payment Options Offered in this Study 


In  this study, we define  three very broad options  that combine  type of  funding and payment 


distribution approaches.   These options all assume  the LIP program,  in  its  current  form, has 


been  discontinued,  as  that  is  a  supposition  defined  in  the  requirements  of  this  study.    The 


options are: 


 


1) Fully replace the funds currently used for the LIP program with a broad‐based funding 


source and an increase in fee‐for‐service and capitation rates; 


2) Continue current level of IGTs, design, and implement a large Delivery System Reform 


Incentive Payment (DSRIP) program; 


3) Expand the Florida Medicaid program through the ACA combined with either a broad‐


based funding source or IGTs for funding for the existing Medicaid population. 


 


For illustrative purposes, these non‐LIP options describe all‐encompassing funding methods for 


the  funds  currently used within  the LIP program.   One option  replaces all of  the LIP  funds, 


which are almost entirely IGTs, with a broad‐based funding method.  Another option continues 


to use IGTs as the source for all of the funds.  In reality, there are a multitude of variations that 


could be  applied  related  to  these  combinations  of  funding  and payment.   Of  course,  if both 


types of funding are implemented the benefits and limitations of each method will apply.  For 


example, a hybrid option that moves a portion of LIP‐6 into fee‐for‐service and capitation rates 


might  need  to  reserve  some  amount,  such  as  110  or  120  percent  of  IGT  contributions,  for 


supplemental  payments  back  to  the  hospitals  named  by  the  IGT  contributors.    The 


supplemental payments would be needed to guarantee some return on investment for the IGT 


contributors. 


1.5.3 Modifying the Low Income Pool Program 


In  addition  to  the  options  above which  replace  LIP, we  believe  continuation  of  a modified 


version of LIP should be a consideration.  Like the DSH program, the LIP program, to a degree, 


helps  offset  Florida’s  relatively  low  federal DSH  allotment  by  providing  other  funding  that 


helps offset hospital costs  for care  to  the uninsured.   However,  the LIP program does not go 


through  the  same  level  of  program  oversight  as  the DSH  program.   Both  the LIP  and DSH 


programs have a requirement that total reimbursement to hospitals should not exceed hospital 


cost to treat Medicaid and uninsured recipients.  Under the DSH program, states are required to 


prepare annual DSH reports comparing total payments to costs, and annual independent audits 


of those reports are performed to ensure this requirement is met.  Audits are not performed for 


the  LIP  program.    Instead,  costs  self‐reported  by  hospitals  are  used  to  ensure  total 


reimbursement  is within applicable hospital  costs.    If more program oversight and  control  is 


added to the LIP program, and greater transparency is provided related to the levels of funding 


and payment occurring through the LIP program and IGT‐funded rate enhancements, perhaps 


continuation of the LIP program would be considered a viable option by CMS.   


 


In  addition  program  oversight  and  transparency  could  be  increased  by  developing  reports 


which document a  combination of  claim payments and  supplemental payments.   Separately, 
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AHCA monitors claim payments and supplemental payments  in detail.   However, few,  if any 


standard reports show the combination of both at the individual hospital level.   Creating such 


reports would be  relatively easy  for AHCA as  they already monitor both  types of payments.  


Combining more  comprehensive payment  reports with data  on  the  source  of  funding  at  the 


hospital level, would significantly increase transparency within the program.   


 


Any  change  in  funding  and/or  payment  method  will  likely  result  in  shifting  Medicaid 


reimbursement levels between providers – particularly with a change as large as a replacement 


for  the LIP program.    If a modified version of  the LIP program would be acceptable  to CMS, 


then this would  likely generate the  least amount of changes to the Florida Medicaid program.  


In addition, given  the  lead  time required  to design and  implement many of  the other options 


described in this report, being able to preserve much of what already is in place with the current 


LIP program makes it an attractive option. 


1.5.4 Delivery System Reform Incentive Payment Program 


A Delivery  System  Reform  Incentive  Payment  (DSRIP)  program  is  offered  as  an  option  for 


Florida Medicaid  because DSRIP projects  could,  in  theory,  be developed  in ways  that  allow 


contributors  of  IGTs  to  experience  a  return  on  investment.   DSRIP programs  allow  states  to 


make  incentive  payments  that  are  linked  to  performance‐based  incentive  initiatives,  or 


“projects,”  aimed  at  improving  health  care  processes,  clinical  outcomes,  and  otherwise 


positively  transform health  service delivery.   Generally, progress on  these projects  is  tracked 


and payments are adjusted based on providers’ successes  in meeting agreed‐upon milestones.  


DSRIP programs are designed  to advance CMS’s “Triple Aim” of  improving  the health of the 


population, enhancing the experience and outcomes of the patient and reducing the per capita 


cost  of  care.   The  overarching  goal  is  transformation  of  the Medicaid payment  and delivery 


system  in  an  effort  to  achieve  measureable  improvements  in  quality  of  care  and  overall 


population health.   


 


If a DSRIP program was  implemented  in place of LIP, payments would not be guaranteed as 


they are under LIP.  Hospitals would be required to document successes against predetermined 


measurable objectives specifically related  to  improving quality of care and overall population 


health.  Those that meet the objectives would receive incentive payments.  In addition, recently 


approved DSRIP programs have included initiatives that include multiple types of providers in 


addition to hospitals.  Thus, it is safe to assume reimbursements to individual hospitals would 


be different from those currently provided under the LIP program.   


 


In addition, it should be noted that the DSRIP landscape is rapidly changing.  Program design 


and  related  terms  and  conditions  developed  for  states  with  currently  approved  DSRIP 


programs  should not necessarily be  indicative of CMS’ willingness  to  approve  similar  terms 


and  conditions  in  other  states  considering  DSRIP.    Consistent  with  the  intent  of  1115 


Demonstration Waivers, CMS  is  looking  for  innovative models  intended  to  transform health 


care delivery.  Simply replicating another state’s model may not be consistent with CMS’ overall 


objectives in this regard. 
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1.5.5 Medicaid Expansion 


To a degree, the LIP program helps compensate hospitals for cost of care to the uninsured and 


under‐insured  (often  referred  to  as  uncompensated  care).    This  is  particularly  important  in 


Florida because the State was not a heavy user of DSH funds at the time DSH funding became 


capped based on historical usage.   As a result, Florida’s program‐wide Medicaid DSH  limit  is 


relatively  low  in  comparison  to  the  size  of  its  uninsured  population.    Expiration  of  the  LIP 


program without any type of replacement would be detrimental to Florida hospitals for many 


reasons,  one  of  which  would  be  loss  of  compensation  helping  to  cover  the  costs  of 


uncompensated care.  


 


The decision whether or not  to expand Medicaid  is of particular concern  to hospitals because 


the ACA  can  affect  both  payment  increases  and  reductions  for  hospitals.    The ACA  offers 


increases in hospital revenue through expanded Medicaid eligibility and new subsidies to help 


low  and  moderate  income  households  buy  coverage  through  health  insurance  exchanges.  


Accompanying this are planned reductions in Medicaid and Medicare DSH funding as well as a 


reduction  on Medicare  hospital  fee‐for‐service  payments  through  reductions  or  removals  of 


planned future increases.12   


 


States that do not expand Medicaid receive their regular FMAP (around 59 percent for Florida) 


for new enrollment of recipients eligible for Medicaid.  In addition, federal subsidies are offered 


to families with incomes between 100 percent and 400 percent of the federal poverty level (FPL) 


to help them purchase commercial insurance coverage through a Health Information Exchange 


(which  is now  referred  to as  the “Marketplace”).    In  contrast,  for  states  that do expand  their 


Medicaid program, federal subsidies are offered to families with incomes between 138 percent 


and 400 percent of the FPL to help them purchase commercial insurance coverage through the 


Marketplace.   Also  in expanding states, Medicaid coverage  is offered  to all  families up  to 138 


percent of the FPL.   For recipients receiving Medicaid coverage under the expanded eligibility 


rules, states will receive 100 percent federal matching for costs in 2014 through 2016.  Between 


2017 and 2020,  the  federal matching percentage gradually decreases down  to 90 percent and 


continues  at  90 percent  thereafter.13   There  are  two  exceptions where  states who had waiver 


programs  covering  childless  adults  for  FPL  percentages  up  to  or  over  100  percent  prior  to 


enactment of the ACA may receive the new, higher FMAP for these recipients.  However, we do 


not believe these exceptions apply to any existing programs within Florida Medicaid. 


 


Expansion would  increase  the  number  of  Florida  residents with medical  insurance,  bring  a 


significant amount of  federal  funds  into  the state, and help offset planned reductions  in DSH 


payments and Medicare  fee‐for‐service payments  to hospitals.   Of course, all of  these benefits 


would only be achieved with some additional cost to the State.  After 2016, Florida would need 


to find a way to increase its state share of funding for the Medicaid program.   


 


                                                      
12 Urban Institute, The Financial Benefit to Hospitals from State Expansion of Medicaid. (March, 2013) 
13 Kaiser Family Foundation, A Guide to the Supreme Court’s Decision on the ACA’s Medicaid Expansion, (August, 2012). 
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Estimating  the  impact of Medicaid expansion  in any state  is not an exact science; a variety of 


assumptions must be made.   With  that said, estimates adopted by  the Florida Social Services 


Estimating  Conference  (SSEC)  in  March  2013  indicate  Medicaid  expansion  would  have  a 


steady‐state  cost  of  just  under  $1  billion  per  year  in  additional  non‐federal  funds when  the 


FMAP drops to 90 percent.  For that additional cost, Florida would receive approximately $7.8 


billion  in additional  federal  funds annually.14   Of course,  if  the  federal government drops  the 


FMAP  percentage  below  90  percent,  the  costs  of Medicaid  expansion  to  the  state  of  Florida 


would increase above this estimate.   


 


If  Medicaid  expansion  is  to  be  implemented,  there  may  be  options  as  to  how  it  can  be 


implemented.  A standard implementation enrolls the uninsured below 138 percent of the FPL 


into Medicaid.    In addition, CMS has approved a  few other  implementations,  some of which 


include  offering  premium  assistance  to  help  low  income  individuals  and  families  buy 


commercial  insurance  through Marketplace Qualified Health Plans  (QHPs).   These premium 


assistance programs may include other stipulations such as healthy behavior incentives, flexible 


spending accounts, and other tools designed to increase recipient impact in the costs of health 


care. 


 


There are  four states with approved 1115 waivers  related  to Medicaid expansion – Arkansas, 


Iowa, Michigan and Pennsylvania.   In addition, CMS  is currently reviewing Indiana’s waiver, 


while Utah and Tennessee are working toward alternative proposals.  CMS approved Arkansas 


and  Iowa utilizing premium assistance programs.   Following Arkansas’ and  Iowa’s approval, 


other  states  began developing  similar  approaches.   Common  themes  among  the  alternatives 


include: 


 


 Reliance on the private insurance market 


 Exemptions from current Medicaid rules on cost‐sharing, benefits, time limits and work 


requirements 


 An emphasis on healthy behaviors and personal responsibility — in all states mandating 


premiums,  the  premiums will  be  eliminated  or  reduced  for  compliance with  health 


behaviors15 


 Limits or contingencies on the expansion, including ending the expansion program if the 


federal government reduces its enhanced matching rate16 


 


We do not believe  that a decision  to expand Medicaid  in Florida would be sufficient as a  full 


replacement of  the LIP program.   The LIP program  funds some of  the gap between Medicaid 


payments and  the Medicare Upper Payment Limit  (UPL).   This has been  true  throughout  the 


                                                      
14 Retrieved from a presentation from the Florida Agency for Healthcare Administration (AHCA), available at 


http://edr.state.fl.us/Content/conferences/medicaid/FederalAffordableHealthCareActEstimates.pdf, (March, 2013). 
15 Kaiser Commission on Medicaid and the Uninsured, The ACA and Recent Section 1115 Medicaid Demonstration 


Waivers, November, 2014. 
16 Center for Health Care Strategies, Inc., Alternative Medicaid Expansion Models: Exploring State Options, February, 


2014. 
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life of the LIP program, and is particularly true in SFY 2014/15 in which self‐funded IGTs have 


been moved  into  LIP.    In  addition  in  SFY  2014/15  the  LIP  program  contains  supplemental 


payments  to  teaching physicians  that would not get replaced by expanding Medicaid.    In  the 


SFY  2014/15  LIP  program,  self‐funded  IGTs  were  estimated  to  equal  $963  million  (total 


computable) and supplemental payments to teaching physicians were estimated to equal $204 


million (total computable).  Also, increasing the number of recipients enrolled in Medicaid will 


increase  the volume of patients  for which hospitals receive payments below cost.   Thus, even 


with  Medicaid  expansion,  we  believe  continuation  of  the  LIP  program,  or  some  form  of 


replacement for the LIP program will still be needed. 


1.5.6 Constraints for the Various Options 


In the discussion of various options, we consider current federal and state regulations as well as 


precedent related to what CMS has approved recently in 1115 demonstration waivers.  We also 


consider  the  ability  of  each  option  to  maintain  current  program‐wide  payment  levels  to 


hospitals and teaching physicians.  In addition, we consider the potential to maintain payment 


levels for individual hospitals and teaching physicians similar to what is provided today.  (For 


teaching physicians, discussion  in  this study relates only  to  the supplemental payments made 


through  the LIP program.   There  is no consideration of physician  fee‐for‐service rates.)   With 


the  exception  of  uncompensated  care  pools,  all  payment methods  have  constraints  that will 


likely  result  in  placing  limits  on  how  funds  are  distributed  at  the  individual  hospital  level.  


Even so, there are ways in which each option could be implemented to help mitigate changes in 


reimbursement for individual facilities.   


 


All options discussed could, in theory, maintain an overall Medicaid funding level at or above 


what exists today.  However, to do so, a federal waiver will be needed for distribution of some 


of the funds.  The current level of payments exceeds the Medicare upper payment limit and is 


helping reimburse costs not only for care of Medicaid recipients, but also for care of uninsured 


patients.   Maintaining a payment  level above  the UPL and/or  reimbursing some costs  for  the 


uninsured outside of DSH would require a federal waiver.   Although the UPL only applies to 


the fee‐for‐service program, we assume payments reaching the upper payment limit are also the 


maximum  that  would  be  considered  actuarially  sound  within  the Medicaid managed  care 


program. 


1.6 Conclusion 


As defined  in CMS’s  STCs  for  the  2014  renewal of Florida’s  1115 demonstration waiver,  the 


intent of this study is to suggest “sustainable, transparent, equitable, appropriate, accountable, 


and  actuarially  sound Medicaid payment  systems  and  funding mechanisms  that will  ensure 


quality health care services to Florida’s Medicaid beneficiaries throughout the state without the 


need for Low Income Pool (LIP) funding.”17  (emphasis added by Navigant)   


 


                                                      
17 Centers for Medicare and Medicaid Services, Special Terms and Conditions for Florida Medicaid Reform Section 1115 


Demonstration, Document number 11‐W‐00206/4, STC number 69, (2014). 
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In  SFY  2014/15,  the  LIP  program will  distribute  just  under  $2.2  billion,  approximately  $1.3 


billion18 of which  is  federal  funds.   Thus,  expiration of  the LIP program without  any  sort of 


replacement would  take $1.3 billion out of Medicaid payments  to Florida hospitals, which  is 


over  15  percent  of  their  total  Medicaid  reimbursement.    This  would  be  enough  to  create 


financial hardship  for hospitals, particularly  those with a high utilization  from Medicaid and 


uninsured patients. 


 


We believe that funding and payment options do exist that can preserve the aggregate funding 


levels that have historically been achieved through the LIP program.  However, in the absence 


of a federal waiver, the UPL limitations in payments simply restrict how much funding can be 


federally matched.    This  appears  to  be  one  of  the  unintended,  but  common  consequences 


associated with a transition to a capitated managed care model.  Shifting the financial risk from 


the State  to  the Medicaid managed care plans also means  that  the State  is passing substantial 


control of how payments are made over to the plans.  None of the options included in this study 


will likely afford the State the same flexibility to maintain the payment levels currently made to 


individual hospital providers. 


 


This  study  provides  context  in  which  decisions  can  be made  about  the  future  of  hospital 


funding  and  payment  within  the  Florida  Medicaid  program.    In  this  study,  we  provide 


background  on  the  Florida  Medicaid  program,  description  of  applicable  federal  and  state 


regulations, and description of trade‐offs for various individual funding and payment options.  


The  study  also  describes  combinations  of  funding  and  payment  that will  likely work well 


together.  Unfortunately, given the size, complexity, and variety of stakeholders involved with 


the Florida Medicaid program, no single option or combination  thereof  is void of drawbacks.  


Thus,  there are no clear and obvious answers.   Ultimately,  final decisions will come down  to 


matching available options with the priorities of the Florida Medicaid program and of CMS.   


 


For example, implementation of Medicaid expansion would significantly reduce the amount of 


uncompensated care  in  the  state.   However,  the State may not want  to absorb  the additional 


costs of Medicaid expansion, including the risk that the FMAP gets reduced below 90 percent at 


some point in the future.  Similarly, the State may prefer an option that continues current levels 


of IGT funding.  However, if current IGT funding is maintained, payment methods will need to 


be  developed  that meet CMS  requirements while  still  allowing  sufficient  incentives  for  IGT 


contributors.  CMS would likely prefer a shift to more broad‐based funding, however, this may 


not be the preference of the State of Florida or the entities that contribute a portion of the State’s 


share of funding.  In addition, an option including IGT funding for a DSRIP program will need 


to  balance  meeting  CMS’s  goals  for  health  care  delivery  transformation  with  the  need  to 


provide return on investment to IGT contributors. 


 


                                                      
18 The $1.3 billion estimate is based on the federal share of the total estimated LIP‐based payments of approximately 


$2.168 billion.  The assumed FMAP for this calculation is 59.56 percent. 
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Whatever  the  course  of  action  selected  by  the  State  of  Florida, we  strongly  recommend  that 


Florida maintain an open dialogue with CMS  in determining how  to best move  forward, and 


use CMS as a partner in determining the best solutions. 


 


   







Year XX
Month 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8 9 10 11 12 1 2 3 4 5 6 7 8 9 10 11


Project Kickoff


Task A - Project Kickoff and Initial Project Planning


Objective 1
Program Planning and Design


Task A - Provide assistance for the preparation of Federal Waiver and State Plan 
Amendment submissions, modifications and renewals; and preparation of 
corresponding state rules associated with the new delivery system.


Task B - Assist in the preparation and formatting of reports, surveys, brochures, 
and newsletters.


Objective 2 
Managed Care Development and Support


Task A - MMIS-Related Activities
Task B - Third Party Administrator
SbTsk 1 - Provide research and analysis relating to the release of an RFP for a 
third party administrator for managed care.
SbTsk 2 - Assist in RFP Development for a third party administrator.


SbTsk 3 - Support the RFP Preproposal Conferences.
SbTsk 4 - Support the RFP evaluation process.
Task C - Provide assistance for the Managed Care contracting process.


Task D - Provide support for Health Information Exchange (HIE) activities.


Objective 3
Program Monitoring and Data Analysis


Task A - Data base technical support


Task B - Assist with training related to contract monitoring.


Task C - Assist with development of monitoring work plans and updates.


Task D - Assist with the development of program transition steps for changes to 
the Medical Assistance delivery system.


Task E - Support general research and data analyses.


Task F - Assist with readiness reviews.


Task G - Assist in analyzing Provider Network adequacy.


Objective 4
Quality Management Analysis and Support


Task A - Assist with development and preparation of reporting formats.


Task B - Provide technical assistance and/or staff training related to data analysis 
that supports Quality Management reporting and monitoring functions.


Task C - Provide technical assistance related to database development, 
modification and maintenance.


Task D - Provide technical assistance related to the development of monitoring 
and reporting tools.


Task E - Assist and/or provide staff, training and development.


Objective 5 
Program Management and Infrastructure Development


Task A - Assist with the preparation, design and formatting of reports and 
publications.


Task B - Develop program management work plans.


Task C - Analyze and recommend improvement to program operations.


Task D - Provide technical assistance in subject matter meetings.


Objective 6
Technical Assistance and Consultant Services Contract Management


Task A - Prepare for and participate in the Monthly Budget Status Meetings.


Task B - Manage monthly budget.


Task C - Contract Responsibilities.


1.  At the Stateʹs discretion, hours can be shifted among proposed team members, including members of the expert panel.  Similarly, Navigant can make available other members of our Healthcare practice to support and advise the State, as needed, and the State can shift hours from proposed consultants to other consultants.


2.  Navigant will provide the State 15 business days for review of all draft deliverables, per the requirements set forth in the RFP.


4.  Hours for kickoff meeting are reflected under Objective 6, Task A.


20XX 20XX


3.  The allocation of consultant hours reflected herein are based on our best estimate at this time.  


20XX 20XX 20XX







Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4


1. ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ●


2. ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ●


3. ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ●


4. ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ●


5. ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ●


6. ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ●


7. ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ● ●    ●    ●


8.


PROJECT MANAGEMENT


Ad Hoc reporting required under the Debt Collection Improvement Act and Treasury inquiries


Project Status Reporting (Tasks 1 - 7) and Ad Hoc reporting (as-needed)


SOP modifications (as-needed)


Deliverables and Reports for Ad Hoc Projects as Requested


2012 2013 2014 2015


Reinsurance Contributions / RA


Task


Management of Contribution Funds


Assessment Management


Bookkeeping


Assessment Collection


Reporting


Standard Operating Procedures


Other Activities


LEGEND:           Monthly Status Reports*                                            Quarterly Status Reports*                                                         Annual Status Reports*


Overview of Proposed Timeline and Schedule of Deliverables


*Reports will be Task-specific and will differ based upon Task.  Each report will comply with agreed upon form and content.  Activities completed to date 
will impact the robustness of the data reflected in the report as invoicing and collection activities ramp up over time. 


●


Weekly, Monthly Project Status Reports and Project Plan UpdatesPROJECT MANAGEMENT


20XX 20XX 20XX 20XX







1-Sep 7-Sep 14-Sep 21-Sep 28-Sep 5-Oct 12-Oct 19-Oct 26-Oct 2-Nov 9-Nov 16-Nov 23-Nov 30-Nov


State Readiness Review Services


1 Develop Readiness Review Process and Governance
1.1 Meet with State staff to define the readiness process and related roles and responsibilities 


of all participants Week 1
1.2 Conduct readiness review proposed approach overview session with designated participants


1.3 Schedule various planned meetings with designated teams
2 Readiness Review Tool


2.1 Review MCO Contract and identify all requirements for readiness
2.2 Develop submission criteria for each requirement
2.3 Develop scoring methodology and related priorities
2.4 Finalize automation of summary analyses driven by input
2.5 Work with IT team to ensure functionality and support of tool during readiness
2.6 Develop or work with State IT to develop Share Point portal for readiness reviews
2.7 Present draft tool with requirements, submission criteria and proposed scoring 


methodology, to the State
2.8 Incorporate State feedback
2.9 Develop manuals and trainings for MCOs and auditors


2.10 Conduct training for readiness tool and process
2.1 Share tool with awarded bidders


3 MCO Desk Audits
3.1 Review MCO submissions and complete readiness assessment scoring within readiness 


review tool
3.2 Submit updated readiness Tool with comments and questions to MCO (via SharePoint/other 


portal)
3.3 Run summary reports regarding progress to date
3.4 Hold meetings with CCOs to discuss overarching issues from the desk review and answer 


any questions regarding DOM comments/questions
3.5 Develop additional report summaries as requested by State staff


4 MCO On-Site Reviews
4.1 Meet with team and develop pre-site visit interview questions
4.2 Hold pre-site interviews with identified MCO staff
4.3 Define state participants in onsite reviews
4.4 Submit On Site Review Agenda to MCOs
4.5 Participate in On-Site Reviews
4.6 Provide exit interview with overview of key findings and action steps
4.7 Update readiness tool with findings from On Site reviews


5 Follow Up on Identified Issues
5.1 Prepare and submit readiness review report, recommendations and list of required 


corrective action plans to MCOs and allow for MCO feedback
5.2 Submit corrective action plans from MCOs for identified deficiencies 
5.3 Present and discuss recommendations with State Executive Team
5.4 Submit On Site Review Agenda to MCOs
5.5 Finalize  “Go/No Go” decision for each CCO
5.6 Ongoing Updates


Tasks
20XX







1-Sep 7-Sep 14-Sep 21-Sep 28-Sep 5-Oct 12-Oct 19-Oct 26-Oct 2-Nov 9-Nov 16-Nov 23-Nov 30-NovTasks
20XX


6 Reporting
6.1 Develop key reports to allow for automated summary of key readiness activities:
6.2  - MCO specific summaries of readiness within Key Performance Areas and based upon 


scoring methodology
6.3 - Comparison Report:  Shows status across the various MCOs
6.4  - Executive Dashboard Reports
6.5 - Site Visit Summary Report (narrative)
6.6  - Key Recommendations
6.7 Share Drafts with state teams to approve template design
6.8 Work with staff to automate process and train for narrative element population
6.9 Assist staff, as needed to finalize populated reports


 Designates Deliverables per the State's Solicitation 
Note:  The tasks and timeframes identified in the project plan below are estimates only based on the information provided in the RFP and Navigant's experience.  If awarded the contract, Navigant will work with the 
State to update and finalize the project plan.
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3. SCOPE OF WORK 


3.1 Review the current Medicaid MCO Program and make recommendations for 
improvement: 


 
Recommend revisions to strengthen and improve the Division’s oversight, recommendations 
must comply with federal and state requirements; 
 
Recommend revisions to the MCO contract as it relates to improving program oversight and 
compliance; and 
 
Recommend revisions to contract terms and payment structure to incentivize MCO vendors to 
reduce costs through pay for performance measures. 
 
PCG understands the common challenges states have in changing delivery system models from 
fee-for-service to fully-capitated, managed care.  
 
Frequently, states implement managed care without making commensurate changes to their 
administrative operations to reflect emerging business needs. When Kentucky first implemented 
Medicaid managed care in 2011, they created a Managed Care Oversight Division to monitor 
contracts. 
 
Kentucky hired PCG to help improve its oversight of Medicaid managed care in 2013. We 
accomplished this by integrating the roles of this Division into the broader Medicaid enterprise. 
Through interviews with staff, we learned the Managed Care Oversight Division frequently felt it 
lacked an understanding of Medicaid rules and practices necessary to succeed in their work. At 
the same time, the responsibilities of staff from other Divisions for benefits, financial 
management, eligibility and IT systems increasingly migrated to the Managed Care Division. 
 
No one was happy with the outcome. As a result, PCG recommended a new organizational model 
that fully integrated managed care oversight into division functions across the Medicaid 
program. Kentucky adopted a number of these recommendations in 2013 and 2014. 
 
PCG will begin our work in Nevada with a Day One understanding of Medicaid managed care 
oversight. We have direct experience working with clients who changed their delivery system 
rapidly and sought our assistance to realign operations with fundamentally different business 
needs. 
 
Our experience is as diverse as the states we assist. In Mississippi, we are supporting 
transformation of the hospital supplemental payment methods to accommodate managed care. 
In Minnesota, we identified metrics to help the state measure the value of managed care. 
 
PCG looks forward to assisting the Nevada Division of Welfare and Supportive Services (the 
Division) in a similar way. Based on our experience, we foresee making recommendations that 
will strengthen your managed care quality strategy, align financing and payment models with 
delivery system goals and, ultimately, improve patient outcomes. We understand these 
recommendations will impact stakeholders, and we will be prepared to address those impacts in 
constructive ways. 
 
To accomplish the scope of work under 3.1, PCG will conduct a needs assessment that is 
comprehensive, clear, and tested. PCG has conducted dozens of similar projects to document 
existing agency operations to determine potential gaps with identified business needs. PCG’s 
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approach consists of 1) information gathering to establish a program baseline; 2) assessment 
and gap analysis; and 3) conclusions and recommendations. 
 


1. Information Gathering: We will strive to collect information from a variety of sources to 
create a program baseline. These sources may include: 
 


• Governing documents for Nevada Medicaid managed care; 
• State MCO Program Quality Strategy; 
• Existing Medicaid managed care contracts; 
• MCO contract monitoring policies and procedures;  
• Related Medicaid rules on eligibility, finance, benefits; 
• Business processes related to enrollment, capitation payments, etc; 
• Data Submitted by MCOs, as required by Nevada Medicaid 
• Interviews with relevant Division staff; 
• MCO scorecards based on national metrics; 
• Consumer and Provider complaints and appeals; 


 
2. Assessment and Gap Analysis: PCG will analyze the information collected and identify 


gaps between existing operational practices and identified business needs: 
 


a) Are current practices compliant with governing documents, including the 
Medicaid State Plan and 1115/1915 waivers? 


b) Does the current quality strategy elicit improved outcomes? 
c) Do current practices result in MCO compliance with contract provisions 


and successful documentation of compliance? 
d) Is Medicaid managed care successfully integrated with other Medicaid 


program enterprises such as eligibility, finance, program integrity, benefits 
and IT systems  


e) Are current business processes clearly evaluated by current oversight 
practices? 


f) Are staff able to articulate their role in managed care oversight that is 
consistent with current policies and procedures? 


g) Do the volume and type of complaints and appeals suggest a trend toward 
MCO compliance with contract provisions? 


 
3. Conclusions and Recommendations: PCG will formalize recommendations that are 


realistic, relevant and actionable. Recommendations will follow a format that includes 
description, responsible party, priority level, implementation timeline and associated 
tasks. All recommendations will consider scalability so the Division may be able to 
implement recommendations should a MCO expansion occur.  


 
3.1.1 Recommend revisions to strengthen and improve the Division’s oversight, 


recommendations must comply with federal and state requirements; 
 
Regulatory compliance oversight is a PCG strength. In the years following passage of the 
Affordable Care Act, many state insurance departments turned to PCG to create a regulatory road 
map of insurance reforms. These same states relied on PCG to create extensive checklists of the 
federal and state regulations that must be met for a carrier to have their health plans be certified 
as Exchange Qualified Health Plans (QHPs). 
 
PCG maintains a regulatory unit within our Health Policy Center of Excellence. Attorneys skilled at 
reviewing federal law and related regulations staff this unit. They also review state law and 
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administrative rules as well as the wide variety of other governing documents, including the 
Medicaid State Plans, waiver terms and conditions, State Medicaid Director’s (SMD) letters, etc. 
 
PCG provided our state clients with a summary of the draft managed care rules released by CMS 
last year. We held a related webinar to address those rules and answer client questions. Our 
broad knowledge of federal health law permits us to see patterns, like the way CMS has begun to 
align rules related to Medicaid MCOs, Exchange QHPs and Medicaid Advantage plans. 
 
PCG also brings regulatory subject matter expertise to health care finance issues in a managed 
care environment. We have helped states implement provider assessments, disproportionate 
share hospital (DSH) and upper payment limit (UPL) programs. We understand the challenges 
states have in transitioning those payments models from fee-for-service to managed care. 
 
Recently, both Tennessee and Mississippi turned to PCG for strategies to convert their 
supplemental payment programs in a managed care context. They’ve done this because they 
know our knowledge of Medicaid health care finance laws and rules is precise, and the financial 
stakes for the state are too great to trust an untested consulting firm. 
 
We believe our regulatory experience will be a great strength we will bring to our work with 
Nevada. This experience will assure that any recommendations we make are compliant with all 
relevant laws and rules. 
 
3.1.2 Recommend revisions to the MCO contract as it relates to improving program oversight 
 and compliance; and 
 
PCG has experience writing both Requests for Proposals and draft contracts for our state clients. 
We succeed in this area because our staff includes both health policy experts who understand 
program goals and attorneys who know how to use language to write binding provisions between 
parties. 
 
In Arkansas, PCG authored a Request for Proposal (RFP) to procure an information technology, 
enterprise solution for the state-based Small Business Health Options Program (SHOP) exchange. 
This lengthy document included clear identification of scope, business needs and eventual 
performance measures for a resulting contract. Arkansas used this document to procure the 
services of a vendor. We further assisted Arkansas with executing a contract with this vendor. 
Both the RFP and the contract resulted in a successful launch of the SHOP Exchange in 
Arkansas, on time and on budget. 
 
In Tennessee, as the state considered adoption of a state-based exchange in 2012, PCG authored 
draft contracts for QHPs. Tennessee desired to procure for QHP services consistent with the way 
state Medicaid programs procure for MCOs. Although Tennessee eventually decided not to 
proceed with a state-based exchange, PCG’s draft QHP contract was a completed deliverable. 
 
PCG consultants who will be working on this project have direct experience with Medicaid 
managed care contracting. Rich Albertoni is a PCG Manager who formally directed eligibility and 
financial programs for Wisconsin Medicaid. During his years in Wisconsin, the state methodically 
expanded managed care county by county over several years. As a member of Wisconsin’s 
managed care leadership team between 2007-2011, he helped author a managed care procurement 
document for services in the greater Milwaukee area, and he contributed to the development of 
contract language. Mr. Albertoni led major elements of the Milwaukee managed care procurement 
initiative, including the enrollment phases requiring each member to re-choose their plan. He 
understands Medicaid managed care operational details familiar to experienced state staff, such 
as auto assignment, 834 enrollment reports, capitation rate setting and analysis of network 
adequacy. 
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3.1.3 Recommend revisions to contract terms and payment structure to incentivize MCO 
 vendors to reduce costs through pay for performance measures. 
 
PCG understands that one of the greatest advantages of Medicaid managed care is the ability to 
leverage the health plan as agents of health promotion. Ideally, managed care permits Medicaid 
programs to shift focus away from operational components like claims payments and toward a 
greater emphasis on quality of care. 
 
Contract terms and payment incentives are powerful mechanisms in influencing plan 
performance. CMS permits states to make MCO incentive payments outside of the monthly 
capitation amounts, up to a designated percentage of total state payments, typically around 5%. 
 
PCG has seen states leverage these bonus payments to effect significant program change. In 
2008 and 2009, Wisconsin used MCO incentive payments to target improvements in Milwaukee 
childhood immunization rates. The state further provided enhanced payments to plans that 
expanded into areas not currently served by MCOs, in order to increase plan competition and 
enrollee choice. 
 
PCG also understands that clarity of contract terms are key to MCO performance. Ideally, contract 
terms should directly translate into performance benchmarks that are measurable through data 
and reflected in management dashboards reviewable in meetings with plan administrators. 
 
PCG has been at the forefront of Medicaid payment reform nationwide. We are subject matter 
experts in how these reforms interact with managed care. PCG is the Independent Assessor for 
the New York Medicaid’s Delivery System Reform Incentive Payment Program (DSRIP). PCG 
works with the NY Department of Health (DOH) to develop and evaluate applications for DSRIP 
funding, which requires an in depth understanding of health care delivery system restructuring 
and a firm grasp of the Medicaid program, including provider payment, managed care, and 
payment programs for hospitals, nursing homes, and community-based services. PCG has also 
conducted annual pay for performance reviews for nursing homes in Colorado, assessing 
performance measures and outcomes to determine payment amounts.  
 
Increasingly, states are leveraging MCOs to assist in measuring provider performance 
benchmarks. These measures may include: 
 


• Process measures: performance of activities that have been demonstrated to 
contribute to positive health outcomes for patients, such as health screenings and 
counseling for tobacco users; 


• Outcome measures: the effects that care has on patients, such as laboratory results 
for cholesterol or HbA1c; 


• Structural measures: facilities, personnel, and equipment used in treatment, such as 
accreditation status, health information technology adoption, and patients’ access to 
care; 


• Cost/efficiency measures: financial spending improvements such as comparing 
overall savings in the present period to a prior period for a given subpopulation; and 


• Patient experience measures: patient perception of quality of care such as patient 
satisfaction with timeliness or communication with health care providers. 


 
 
PCG’s vast experience in Medicaid delivery system and payment reform makes us the ideal 
partner to assist Nevada in improving and expanding its managed care programs. 
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3.2 Assist state staff in providing recommendations to executive staff and the 
Nevada Legislature regarding the potential MCO expansion: 
 
Recommendations may be based on population, geographical location and/or services such as 
Long Term Support Services; 
 
Recommendations may be a phase in approach to limit financial cash flow concerns and/or 
adverse impact; and 
 
With assistance from state staff recommendation(s) must contain a cost benefit analysis which 
includes the potential loss of revenue to state agencies as well as Intergovernmental Transfer of 
Funds, Certified Public Expenditures and drug rebates. 
 


PCG understands the importance of timing and readiness for managed care implementation. We 
are aware how these factors can impact enrollees and the success of state operations. As of 
October 2015, CMS reported Nevada’s Medicaid and CHIP enrollment was just under 590,000 
recipients and managed care enrollment is only mandatory in two counties: Clark and Washoe. 
In accordance with the Nevada Administrative Code (NAC) 695C.160, the State at a future date 
may designate other geographical locations as mandatory managed care areas. PCG will 
consider the impact potential expansion options will have on the population and how to expand 
while having minimum disturbance to beneficiaries receiving quality and timely care. The 
Division has shown its due diligence in considering stakeholders expansion concerns by 
scheduling public hearings and notices. In researching and drafting recommendations for a 
potential expansion, PCG will consider public input in addition to best practices from states who 
have expanded managed care. 
 
3.2.1 Recommendations may be based on population, geographical location and/or services 
such as Long Term Support Services; 
 
PCG will work with state staff to identify the number of Medicaid beneficiaries enrolled in an 
MCO, the number of Medicaid beneficiaries by eligibility category, and the distribution of 
beneficiaries by county. PCG is committed to understanding the unique needs and program 
elements in Nevada in order to tailor recommendations that will best serve the state and the 
Division. 
 
PCG will assist state staff in weighing the options for expansion based on: 
 
Population: Medicaid is not just one healthcare program. It is many healthcare programs for 
many people with very different healthcare needs. The elderly, blind and disabled population has 
different care management needs than the younger parents or childless adults. For children, 
special benefits such as Early Periodic Screening, Diagnosis and Treatment (EPSDT) apply.  
 
States must decide which populations offer the greatest opportunity for improved health 
outcomes and reduced costs under a managed care model. Years ago, states and the federal 
government emphasized managed care for populations with fewer chronic conditions. That has 
changed as health plans have become more adept at addressing the needs of those with 
complex medical conditions. Today, those with behavioral health or long term care needs are 
often the first populations considered for managed care. 
 
However, population-based decisions require aligning enrollee needs with plan and provider 
capacity. For example, behavioral health managed care requires plan networks with sufficient 
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psychiatric care capacity. Variables used to determine managed care expansion typically 
interact, such that decisions based on population also depend on geographical provider access. 
 
Geographical Location: PCG has conducted network adequacy reviews and helped states 
establish network adequacy standards in Colorado, New Hampshire, Arkansas and Delaware. We 
understand the barriers to accessing care for individuals living in rural counties. This is a reason 
managed care has traditionally been associated with urban counties. Wisconsin is an example of 
a state that expanded managed care methodically, county-by-county, over several years, with 
rural counties being the last to join. Wisconsin provided financial incentives to encourage plans 
to build rural provider networks over time.  
  
PCG recognizes that Nevada faces special challenges for implementation of managed care on a 
statewide basis, given the distribution of its population. PCG will come to this engagement with 
unparalleled network adequacy experience and an ability to be granular in our analysis of 
preparedness by county. 
 
Services: This variable also interacts with expansion considerations based on populations and 
geography. Some services only apply to specific populations. One example of this is managed 
long-term support services for the elderly or disabled. Therefore, expansion decisions by 
population may depend on the availability of specific services within plan provider networks by 
county.  
 
States have sometimes decided to carve out certain services that are less expensive when 
delivered via fee-for-service. Historically, this was true of the pharmacy benefit due to the value 
of rebates payable directly to the state, when the state was directly the payer. Frequently, 
Medicaid managed care excludes dental benefits due to the limitations of dental provider 
networks. 
 
PCG understands these potential service limitations in managed care and will bring this subject 
matter expertise to our consulting in Nevada. 
 
 
3.2.2 Recommendations may be a phase in approach to limit financial cash flow concerns 
and/or adverse impact; and 
 
PCG has supported states with large-scale implementation of health care policy and reform; 
therefore, we understand how implementation approach is key to program success. PCG is the 
Independent Assessor for a $6.42B New York Medicaid Redesign Team Waiver program called 
the Delivery System Reform Incentive Payment Program (DSRIP). PCG has been responsible in 
the design and development of the DSRIP Project Plan Application. In Mississippi, PCG supports 
the Division of Medicaid in its recent transition of carving in inpatient hospital services to 
managed care.  
 
Medicaid MCO expansion implementation requires optimal timing to ensure a smooth transition 
of enrollees, service delivery, and funds. PCG will conduct an options analysis for a complete 
one-time implementation and for different phase in approaches. Impact on populations, services, 
and cash flows will be included in the analysis.  
 
Complete One-Time Implementation: PCG will work with state staff to determine the feasibility of 
expanding Medicaid managed care by examining what the expansion would potentially include, 
entities that would need to be engaged, and tasks to complete. A one-time implementation of 
MCO expansion carries risks of adversely impacting vulnerable populations who may have to 
navigate numerous changes in their care at once, such as changing providers or going through 
an unfamiliar process for approval of service utilization.  
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Phased in Approach: A phased in approach would allow Nevada to focus solely on one 
expansion effort at a time, which gives staff, beneficiaries, providers, and health plans clear 
expectations. For example, if MLTSS is included in the expansion, staff and health plans could 
dedicate time and address any concerns to this particular effort. This ensures long-term support 
services integrate with managed care plans. If multiple populations and related services are 
converted to managed care at once, such as MLTSS, non-emergency transportation, and dental 
services, the burden on administration and system changes will be greater, leading to a higher 
likelihood that the services are not readily in place at time of implementation.  
 
3.2.3 With assistance from state staff recommendation(s) must contain a cost benefit analysis 
which includes the potential loss of revenue to state agencies as well as Intergovernmental 
Transfer of Funds, Certified Public Expenditures and drug rebates. 
 
PCG understands that a move to Medicaid managed care can significantly affect program 
financing. Below we highlight our background and proposed approach to this task.  
 
Revenue to state agencies is likely be affected as capitation payments take the place of 
reimbursement based on actual services provided. PCG will work with state staff to perform this 
analysis. One key data point available is the difference between counties in the state that 
currently have Medicaid managed care and those that do not. PCG will compare revenue streams 
for Nevada’s fee-for-service and managed care populations. Financial modeling for differing 
Medicaid populations will be particularly instructive. 
 
We will also perform financial analysis on Intergovernmental Transfer of Funds (IGT). IGTs are a 
transfer of funds from a government entity (i.e. county, city or another state agency) to the state 
Medicaid agency. PCG has frequently administered, or directly implemented programs funded 
through IGTs. These are an important funding mechanism for many states and are currently one 
of the main forms of funding for Nevada’s Medicaid program. Nevada’s County Match Program, 
UPL supplemental payments, Disproportionate Share (DSH) payments, and Graduate Medical 
Education payments are all currently funded through IGTs. PCG will work to analyze and report 
on how a move to managed care will affect the funding of these programs.  
 
Another area important to review will be Certified Public Expenditures (CPE). A consistent level 
of CPEs related federal matching funds is not guaranteed when states transition from FFS to 
managed care in their Medicaid program. PCG designs, develops, and manages a number of 
CPE programs across the country and will lean on that experience as we provide a report on the 
potential impact a transition to more managed care may have on CPEs. PCG will start by 
creating a baseline of the current CPE environment in Nevada. Then, relying on our experience 
in other states, we will create various scenarios for how CPEs may change given different policy 
futures. Financial projections will be included in this portion of our work allowing a picture of 
how CPE revenue may adjust due to this transition. 
 
The possible expansion of the Medicaid managed care in Nevada is also likely to impact the 
potential revenue impact of drug rebates. This has been a concern for many Medicaid agencies 
across the country. Prior to the passage of the Affordable Care Act (ACA) in 2010, many states 
with mature Medicaid managed care programs carved out their prescription drug benefits in 
order to collect manufacturers’ rebates, because these discounts were not required when 
managed care plans paid for the prescription. As part of the ACA, manufacturers are now 
required to provide rebates on all Medicaid-covered drugs purchased by managed care plans for 
their Medicaid patients. The concerns regarding a potential loss of revenue to the Medicaid 
agency through drug rebates generally focus on potential differences in formularies, prior 
authorization, benefit management processes among health plans, and concerns that plans may 
not have the same incentives to maximize federal or state rebates. If awarded the contract, PCG 
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will work to project the financial impact of the drug rebate policy within managed care and how 
that may impact the Division’s revenue streams. 
 
In summary, PCG understands the design and operation of these program elements. We will 
work diligently with the Division to review and analyze how a move to managed care will impact 
these funding sources and others that PCG will work with our state partners to identify. 
 







February 19, 2016 State of Nevada, Purchasing Division 
Evaluation and Planning Services for the Potential 


Expansion of the Medicaid MCO Program 
  RFP # 2103 


 


 


Public Consulting Group, Inc. Page 36 
 


 
3.3 With assistance from state staff, identify the potential impact of the 
possible expansion of the State Medicaid MCO Program. 
 
Assist state staff in identifying the potential impact to communities through the continuation of 
town hall meetings to gather public and stakeholder’s input; 
 


• These meetings are currently being conducted by state staff; 


• Assessment of the information gathered and a report of the findings/results will need to be completed; 
and 


• The state is open to any other recommendations the vendor may have in this area depending on the 
state’s available resources and timeline. 


 
With assistance from state staff identify the potential impact to recipients, data regarding MCO 
adequacy of providers and access to care in Nevada is available; 
 
Identify the potential impact to providers; 
 
With assistance from state staff, identify the potential impact to local government as it relates to 
reimbursement for administrative and medical services; 
 
With assistance from state staff, identify the potential impact to Native American tribes; 
 
With assistance from state staff, identify the potential impact to state agencies that provide 
billable administrative and medical services such as potential downsizing of staff, etc.; and 
 
Report any potential impact the state may not be aware of and should consider based on the 
vendor’s experience and/or knowledge of other states’ MCO expansion. 
 
Managed care expansion would significantly change how the Medicaid program operates and 
interacts with the people it serves. Thorough planning and a realistic understanding of the 
program’s potential impacts will be critical to achieve the State’s goals of 1) better care for 
patients, 2) better health for Nevada communities, and 3) lower costs through improved 
outcomes. Within this section, we present our approach to each of the individual impact areas 
identified within the RFP. We expect, however, that feedback received from the State’s planned 
town hall meetings will be incorporated into the impact analysis for the other areas identified.  
 
3.3.1 Assist state staff in identifying the potential impact to communities through the 


continuation of town hall meetings to gather public and stakeholder’s input; 
 
Input from advocates, community leaders, and the public at large can provide a grounded view of 
how managed care expansion will impact stakeholders beyond what data can show. PCG has 
successfully conducted town hall meetings and public comment periods supporting sweeping 
policy changes for a number of states. Our approach creates an organized and thorough 
summation of input followed by clear, actionable recommendations to move decision-making 
forward. 
 
Within the first 30 days of this engagement, our team will review all meeting minutes and public 
comment documentation that the Division has received to date. To the extent possible, we will 
work with state staff who attended such meetings to 1) address questions that may arise from our 
review and 2) understand the tone and context of discussions that occurred.  







February 19, 2016 State of Nevada, Purchasing Division 
Evaluation and Planning Services for the Potential 


Expansion of the Medicaid MCO Program 
  RFP # 2103 


 


 


Public Consulting Group, Inc. Page 37 
 


 
Based on our initial review, we will identify recurring themes and organize input into major topic 
areas. Within each topic area, we will address both points of consensus and conflict among 
stakeholders, making recommendations for resolution where appropriate. For each topic area, we 
will then construct concise recommendations to help shape managed care policy based on the 
concerns and opportunities identified. 
 
When feasible, we also recommend establishing a feedback loop, in which our report can be made 
available to the individuals who attended town hall meetings on this topic. This approach aims to 
provide all stakeholders the opportunity to review the many perspectives that we expect will be 
brought to the table, as well as validate the Division heard and processed their input on the 
process. Closing the loop can be accomplished in a number of ways, including presenting the 
final report during an open meeting, posting the report to the State’s website along with an 
announcement of the posting, or by an email listserv if available. We will work with the Division to 
determine the most appropriate strategy following review of the input received. 
 
Beyond its usefulness as a source of primary qualitative data, community input also provides 
context to quantitative data analysis. For example, while geo-mapping demonstrates the 
theoretical coverage of a provider network, documenting patient experience will help the Division 
understand how successfully the network accommodates their patients’ needs in practice. Thus, 
PCG’s approach to the assessment of community input will include cross-referencing input 
received with the key impact analyses described herein. 
 
3.3.2 With assistance from state staff identify the potential impact to recipients, data regarding 


MCO adequacy of providers and access to care in Nevada is available; 
 
The Division has articulated that improving the care and health of Medicaid recipients is a top 
priority for this managed care expansion. The current program serves patients with a wide range 
of needs, disparate demographics, and geographic challenges, which can both hinder access to 
specialty services and obviate the need for alternative care management strategies. PCG brings to 
this engagement years of experience working with populations that have similar challenges, 
including our previous work in Nevada, Wyoming, Alaska, Colorado, and Mississippi. We 
understand the unique hurdles that can arise when expanding a single program to cover 
populations that are otherwise worlds apart. This section of our analysis aims to identify and 
address those hurdles, supporting a blueprint for managed care expansion that realistically and 
effectively serves Nevada’s recipients. 
 
Maintaining access to care represents a common concern for any Medicaid program considering 
managed care expansion. This concern is heightened when considering expansion for the 
program’s most vulnerable members, including those in need of long term services and support 
and those with mental health conditions. Therefore, identifying managed care’s potential impact 
to recipients will begin with an analysis of available provider data, overlaying existing networks 
and wait times with potential categories of recipients for managed care expansion. This analysis 
will begin to identify areas where limited networks may impact access to services. By cross 
referencing the input received from town hall meetings and potential changes to the 
administration of non-emergent transportation, we will expand on the data analysis to identify 
additional areas of potential concern. Once completed, we will review the results with state staff, 
seeking their guidance in ascertaining where additional issues or improvements may occur that 
cannot be explained by the data. At a minimum, we anticipate inclusion of staff responsible for 
utilization review and member services in this process. 
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Expanding on our fundamental access analysis, we will then work with available data from both 
State and current MCO sources to identify the ways in which managed care may change the 
member experience. We expect that this analysis will include, but is not limited to, the following 
key activities: 
 


• Outline potential process changes impacting care coordination, including a comparison of 
the Health Care Guidance Program for high need fee-for-service beneficiaries with current 
MCO processes.  


• Determine whether the potential for community-based care coordination exists in different 
geographic regions. 


• Review patient satisfaction information, as available, for current managed care 
organizations. Identify successes and challenges experienced by current managed care 
beneficiaries, including available outcomes and quality data. 


• Review utilization management, appeals, and complaints processes from the current 
managed care plans, comparing them to each other and against fee-for-service. Identify 
areas of significant change, potential pitfalls, and expected efficiencies. 


• Analyze the level of engagement with community stakeholders among current MCO plans 
and the potential for expansion. 


 
During the first 30 days of the contract, we will work with state and MCO staff to obtain available 
data in support of this analysis. Since many aspects of this work will also support the provider 
impact analysis described below, we plan to align our data requests across all sections of this 
scope of work to reduce duplication of effort and maximize efficiency. 
 
3.3.3 Identify the potential impact to providers: 
 
Providers face considerable change under managed care expansion, both in terms of how they 
provide care to their patients and how they operate as a business. The approach outlined below 
identifies three major themes that can be broadly applied across provider types. However, outside 
of these general areas, we anticipate that some provider categories, such as certain types of 
specialists, will face additional impacts that are unique to their practice.  
 
Care Delivery Analysis, including but not limited to the following activities: 
 


• Leverage results of the recipient impact analysis described above as a foundation for 
identifying access issues, changes to care coordination, and prior authorization 
processes. 


• Review processes for beneficiary assignment, identifying the potential impact to provider-
patient relationships, and strategies for mitigating such impact. 


• Inventory any existing, community-based care initiatives operating within fee-for-service 
regions of the state. Determine whether such initiatives may be harmed or enhanced by 
the introduction of managed care. 


 
Financial Analysis, including but not limited to the following activities: 
 


• Model change in reimbursement for each major category of Medicaid provider under fee-
for-service versus managed care using various expansion scenarios. 


• Incorporate analysis of potential changes to supplemental payments described in Section 
3.6 and their impact on provider solvency. 


• Identify options for transitional payment structures to mitigate the near term impact for 
some provider types. 


• Identify expected changes to the budgeting process and revenue cycle, and their 
associated downstream impacts.  
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Administrative Analysis, including but not limited to the following activities: 


• Review managed care provider contracting and credentialing processes, as well as 
available information on current provider experience with managed care organizations. 


• Review operational differences among the two current managed care plans and fee-for-
service, including claims processing, reporting requirements, and the process and 
average time required for prior authorizations and resolution of issues and complaints. 


• Review current managed care processes for distributing information on network 
specialists accepting referrals. 


 
To complete this impact analysis, we will begin with available data for providers across the State, 
providers currently operating under managed care, Medicaid claims, managed care rates, and 
town hall meeting input to gather baseline information. We anticipate that additional interviews 
with providers or representatives of the provider community may be necessary to complete a 
comprehensive analysis. If we find that such interviews are necessary, we will work with state 
staff to develop a reasonable interview schedule, identify appropriate contacts, and attain 
approval for interview questions. 
 
3.3.4 With assistance from state staff, identify the potential impact to local government as it 


relates to reimbursement for administrative and medical services; 
 
Beyond the provider impacts described above, local government entities have also traditionally 
played a significant role in the delivery and administration of some Medicaid services. In Nevada, 
many such entities currently operate under a cost-based reimbursement structure, providing full 
reimbursement for eligible costs incurred. Services offered under this structure, including non-
residential mental health and targeted case management, are critically important to the health and 
safety of the State’s most vulnerable populations. Therefore, expanding managed care to include 
such services would require careful transition planning to ensure ongoing financial viability and 
access to care. 
 
To evaluate the total impact of managed care on local government, our approach will: 
 


• Systematically review each service area currently operated under the authority of local 
government, including an analysis of each entity’s current budget and reimbursement 
level, number of beneficiaries served, staffing ratios, and number of days covered (as 
applicable); 


• Model potential changes in reimbursement level under managed care, including options 
for transitional payment structures under a phased implementation approach; and, 


• Identify expected changes to the entity’s budgeting process, administrative requirements 
for claims submissions, options for contracting terms, and other procedural and reporting 
requirements expected under managed care. 


 
Based on the above analysis, we will work with state staff to develop recommendations for 
managed care expansion, including options for carve outs and phased implementation 
approaches to minimize disruption. 
 
3.3.5 With assistance from state staff, identify the potential impact to Native American tribes; 
 
Federal law prohibits requiring American Indians and Alaskan Natives to enroll in managed care. 
However, broad expansion of managed care across the state may adversely impact the breadth of 
available fee-for-service providers outside of Tribal Health organizations. Tribal leaders, therefore, 
may find it in their best interest to encourage their members to enroll in managed care. To 
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understand the full impact of expansion on the State’s Native American tribes, our analysis will 
include the following major activities: 
 


• Review available data on voluntary Tribal enrollment in Clark and Washoe Counties, 
including number of members enrolled, provider utilization, demographics, cost, and 
quality, as available. 


• Identify current specialist utilization among Tribal members in fee-for-service regions, 
including average appointment wait times and distance traveled, as available. 


• For current fee-for-service regions, outline what changes would be necessary in order to 
include additional Tribal Health providers in managed care contracts, ensuring continued 
compliance with federal law and appropriate reimbursement for native and non-native 
members.  


 
3.3.6 With assistance from state staff, identify the potential impact to state agencies that 


provide billable administrative and medical services such as potential downsizing of staff, 
etc.; and 


 
As with any form of privatization, expanding managed care will inevitably change the State’s 
needs for internal operations. Our experience has shown, however, that significant downsizing is 
not always advisable. One major reason is that the new structure will require contract 
management and operational oversight on a scale that was not necessary under fee-for-service. 
Often the existing administrative staff are able to fill such roles, negating the need for lengthy 
recruitment and training periods post expansion. Some Medicaid agencies have also leveraged 
this opportunity to tackle quality initiatives that were previously tabled for lack of resources. For 
example, PCG’s organizational review of Kentucky Medicaid identified that the nursing staff who 
had been conducting utilization management for the fee-for-service program were also well 
positioned to support the launch of a new quality improvement initiative. 
 
For Nevada, we propose beginning an organizational analysis by identifying all state agencies 
impacted by managed care and the individual roles and responsibilities currently carried out by 
agency staff. Outside of the Division of Health Care Financing and Policy, we anticipate that this 
analysis may also include the Division of Welfare and Supportive Services, Division of Public and 
Behavioral Health, Division of Child and Family Services, and the Division of Aging and Disability 
Services.  
 
Once we have mapped the existing roles, we will meet with agency directors and individual staff 
members to: 
 


• Separately identify staff responsible for the provision of medical services, billable 
administrative services, and general program administration; 


• Understand the skill sets and experience that exist within each agency today; 
• Identify billable services that may continue under managed care and develop options for 


transitioning the reimbursement structure; and 
• Develop recommendations for alternative staffing scenarios that leverage, to the greatest 


extent possible, existing skill sets within these agencies for new purposes under managed 
care.  


 
3.3.7 Report any potential impact the state may not be aware of and should consider based on 


the vendor’s experience and/or knowledge of other states’ MCO expansion. 
 
PCG’s experience supporting managed care expansion in states such as Kentucky and Minnesota 
showed that the State’s utilization of various technologies and outside vendors may change 
significantly under managed care. Therefore, in addition to the impact analyses described above, 
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we propose including a review of the State’s existing IT infrastructure across impacted agencies 
as well as a review of the State’s existing contracts with outside vendors for operational and/or 
technical support services. In some instances, we have found that maintenance and operation of 
existing systems will continue even though those systems may no longer be needed or may be 
more limited in their application. Similarly, vendor contracts may require significant revision in 
order to accommodate new requirements or reduced utilization. Overtime, these costs can add up 
to considerable, unnecessary expense for the State if left unaddressed. 
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3.4 With assistance from state staff identify ways to leverage existing 
resources if MCO expansion occurs, such as but not limited to: 
 
Certified Public Expenditures; 
 
Intergovernmental Transfer of Funds; and 
 
Provider Tax and Assessments. 
 
3.4.1 Certified Public Expenditures; 
 
Leveraging PCG’s extensive experience with all aspects of Certified Public Expenditures (CPE) 
programs, we will work closely with the Department to identify the various funding pathways that 
CPE programs can be employed in and tailor such programs to meet the Department goals and 
objectives. If MCO expansion does occur in Nevada, PCG will assist the Department in 
implementing a CPE-based supplemental program, such as through the Medicaid 1115 waiver, to 
ensure a consistent level of CPE-related federal matching funds. This methodology has been 
implemented by a multitude of states who have mature, statewide Medicaid managed care 
programs and limited funding through the fee-for-service (FFS) Medicaid state plan. 
 
PCG designs, develops, and manages a number of CPE programs across the country. Our 
experience in this area spans nearly 20 years, beginning with the certification of Medicaid 
expenditures at public hospitals in Massachusetts. Over the past two decades, we have performed 
CPE services on behalf of a broad variety of provider types, including hospitals, nursing facilities, 
intermediate care facilities for the mentally retarded, mental health clinics, public health clinics, 
tribal organizations, school districts, ambulance providers, child welfare agencies, and other 
governmental community based service providers. PCG has performed CPE-related services in 
the following states: 
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Our role in conducting CPE-related services spans a broad spectrum and comes from multiple 
perspectives. For some engagements, PCG assists state and local governments in the 
aggregation of provider expenditure, statistical, and Medicaid utilization data, which serve as the 
basis of a CPE claim to the Medicaid program. On other engagements, PCG provides technical 
assistance, operational support, and compliance oversight of provider CPE claims on behalf of 
the Medicaid agency. The following provides a more comprehensive description of our role and 
related experience in the calculation of CPEs on behalf of public providers, as well as our role and 
experience in supporting the operation and management of CPE programs for state Medicaid 
agencies. 
 
PCG assists more than one hundred public providers across the country with preparing Medicaid 
claims for federal financial participation, leveraging state and local governmental expenditures 
outside of the Medicaid program through a CPE methodology. PCG also assists public providers 
in the development of quarterly and annual CPE claims, in accordance with the State Plan and 
program guidance. PCG often aggregates provider expenditure data on program operations to 
determine allowable costs under federal regulations, including OMB A-87, now covered under the 
new “Super Circular” published by the Office of Management and Budget (OMB), which became 
effective in December 2014. 
 
PCG also manages the collection of allocation statistics for apportioning provider costs between 
eligible and non-eligible funding pools, in accordance with the State Plan and/or Medicaid 
Administrative Claiming guides. PCG will compile expenditure and allocation statistics and extract 
program utilization statistics to allocate total provider costs to the Medicaid program in 
accordance with the State Plan and/or State program manuals. Once all required elements of an 
individual claim have been aggregated, PCG calculates the incremental or initial claim. The claim, 
along with supporting documentation, is reviewed in accordance with established quality review 
procedures to ensure accuracy and completeness. PCG also supports our clients in completing 
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any necessary administrative items, including the certification pages associated with the claim, 
prior to submission of claim to Medicaid or other oversight agency. 
 
PCG assists multiple states in the oversight and management of various CPE programs. This 
effort covers thousands of Medicaid providers and funding of hundreds of millions of dollars in 
federal claiming for public expenditures occurring outside the state appropriation in support of 
the Medicaid program. PCG has designed and developed various information technology systems 
to enhance our ability to review, allocate cost, monitor, and manage CPE programs across the 
country. PCG has implemented our web-based cost reporting tool in more than a dozen states. 
Our system incorporates customized control mechanisms, which assist both providers and 
oversight agencies in ensuring compliance with the approved State Plan and federal regulations, 
including OMB A-87/the Super Circular. As evidenced by our extensive practical experience with 
numerous Medicaid agencies, PCG has the necessary skills and expertise to support the Division 
with these critical tasks. 
 
In summary, PCG offers the Division the services of a nationally recognized management 
consulting firm dedicated to serving the needs of public health and human service programs. PCG 
brings to this engagement unparalleled, hands-on experience in performing CPE-related services, 
as measured by the number of clients served, total dollars claimed/managed, aggregate number 
of years of service, or other measurement statistics. In addition, PCG provides the Division’s with 
diverse experiences that offer additional insight into state CPE programs, from both the provider’s 
and the oversight agency’s perspective. 
 
3.4.2 Intergovernmental Transfer of Funds; and 
 
Throughout PCG’s national experience of working with state, county, and municipal agencies, we 
have assisted, administered, or directly implemented programs that were funded through an 
Intergovernmental Transfer (IGT) of Funds. IGTs are a transfer of funds from a government entity 
(i.e. county, city or another state agency) to the state Medicaid agency, and are recognized in 
§1903(w)(6) of the Social Security Act and 42 CFR §433.51. IGTs are an important funding 
mechanism for many state Medicaid agencies and are currently one of the main forms of funding 
for Nevada’s Medicaid program. 
 
Nevada’s County Match Program, UPL supplemental payments, Disproportionate Share (DSH) 
payments, and Graduate Medical Education payments are all currently funded through IGTs. PCG 
will work closely with the Department to ensure that these important Medicaid programs continue 
through the expansion of the Medicaid managed care program without placing extra financial 
burdens on the transferring entity and violating federal regulations regarding IGTs. Section 3.6 
provides specific examples of IGT programs in other states with Medicaid MCO health care 
coverage models. PCG understands how these programs are structured, applicable federal 
requirements, and considerations and risks in using these programs. We will work diligently with 
the Department to design a policy that finds the balance between maintaining Nevada’s ability to 
use IGTs as a legitimate source of Medicaid financing through the expansion of the Medicaid 
managed care program and assuring that IGTs are not used as a vehicle to support inappropriate 
Medicaid financing. 
 
3.4.3 Provider Tax and Assessments. 
 
PCG has led several successful provider assessment initiatives across the country, as depicted in 
the map below. This experience includes helping Medicaid agencies implement and manage 
provider assessments on hospitals, nursing homes, intermediate care facilities, and ambulatory 
surgical centers. 
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In general, a "provider tax” (sometimes called a "fee" or "assessment”) is a state law that permits 
collecting revenue from specified categories of providers. Provider taxes are outlined in the Code 
of Federal Regulations, specifically Title 42, Part 433.68. Permissible health care-related taxes are 
used as a mechanism to generate new in-state funds and match them with federal funds so that 
the State generates additional federal Medicaid dollars. In a majority of cases, the cost of the tax 
is paid back to providers through an increase in the Medicaid reimbursement rate for their patient 
treatment and services. Beyond Medicaid, states have the policy option to tax most types of 
providers and services and to designate or earmark the revenue for any state purpose. 
 
Under federal law and regulations, a state’s ability to use provider-specific taxes to fund its state 
share of Medicaid expenditures has limitations and specific requirements. For example, Medicaid 
agencies are prohibited from guaranteeing to the providers that the taxes will be returned to them, 
as this would violate the “hold harmless” provisions of the federal regulations. Despite these 
federal limitations, many states are now using or considering using provider taxes, sometimes to 
supplement static or declining provider reimbursement rates. 
 
PCG is a national expert in implementing and administering Medicaid provider tax and 
assessment programs and comprehensively understands the intricacies of the assessment, as 
our firm assisted several states with obtaining the necessary approval to implement the hospital 
assessment. PCG played a critical and pivotal role in preparing the necessary assessment 
modeling, performing UPL calculations, calculating statistical tests allowing state agencies to 
exempt certain provider classes, and developing payment funding strategies, as well as providing 
many other support functions that led to the passage of the provider assessment. 
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Experience in Wisconsin 
PCG was instrumental in assisting the State of Wisconsin implement the current hospital 
assessment on acute care hospitals, rehabilitation hospitals, and critical access hospitals. We 
worked with the Department of Health Services (DHS) on all facets of the provider assessment, 
including: 
 


• Developing provider assessment models;  
• Developing and calculating tax rates; 
• Obtaining waiver authority;  
• Working with the Department to develop Medicaid rate setting policy; 
• Establishing processes to distribute additional Medicaid funds; and,  
• Supporting DHS throughout the CMS review process. 


 
PCG was responsible for establishing the tax rate for all hospitals in Wisconsin and leveraging the 
legislatively determined tax amount and total hospital gross patient service revenues reported on 
hospital cost reports. We worked closely with the hospitals and the Wisconsin Hospital 
Association to remove non-hospital charges from the determination of the tax rate. PCG carefully 
excluded charges associated with hospital-based nursing home services, hospital-based home 
health agency charges, and physician charges, as well as other gross revenues not associated 
with patient services, such as parking, cafeteria, and other revenues reported on the hospital cost 
report. 
 
Experience in Other States 
 
In addition to our experience in Wisconsin, PCG has worked at length in Colorado, North Carolina, 
and Oklahoma on setting tax rates for Medicaid Providers. For example: 
 
PCG worked with the State of Colorado to implement a hospital assessment. This work included 
advising the Medicaid agency to develop payment processes for distributing additional Medicaid 
funds equitably to the provider community. We performed necessary statistical tests to obtain a 
federal waiver of the uniform and broad-based principles of provider assessments, thus allowing 
Colorado to exempt certain provider classes and reduce the amount of assessment paid by 
certain public safety net hospitals. Finally, our team prepared necessary Upper Payment Limit 
(UPL) calculations and comprehensively supported the Medicaid agency throughout the Centers 
for Medicare & Medicaid Services (CMS) review process. PCG also provided technical assistance 
in the annual calculation of the hospital tax rate. Colorado imposes its provider assessment on 
total patient days, and PCG supported the Medicaid program in the proper identification and 
reconciliation of patient days in order to ensure the accuracy of the assessment amount per 
patient day. 
 
PCG also supported the State of North Carolina Medicaid agency in the implementation of a 
hospital assessment, as well as analyzing additional assessment opportunities for other services, 
such as an assessment of psychiatric residential treatment facilities, pharmacies, and community 
alternative programs for the developmentally disabled. Similar to our experience in Wisconsin and 
Colorado, we provided comprehensive consulting services to assist the North Carolina Medicaid 
agency with strategically evaluating various provider assessment options and models. PCG 
reviewed and provided technical assistance to the Division of Medical Assistance on the 
determination of the tax rate on hospitals. 
 
Finally, PCG is currently working with the State of Oklahoma, Ambulance Provider Association to 
evaluate the feasibility of implementing a provider assessment on emergency medical 
transportation services. The Association’s goal is to enhance current Medicaid rates to 
appropriately cover the cost of services. 
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Few firms have the breadth of experience that PCG has in helping Medicaid agencies implement 
provider assessments, including the calculation of the tax rates. Our Project Team members 
understand the intricacies of the federal requirements to implement assessments; we have the 
necessary skill sets and relevant experience to assist in calculating the tax rate and managing 
these important programs. 
 
Assessment Tax Implementation Approach 
 
PCG has successfully developed numerous provider assessment models, which comprehensively 
evaluated hospital-specific and overall hospital system results of the provider assessment. These 
models will support the Department in making policy decisions on the appropriate amount of the 
assessment: 
 


• Whether to levy the assessment on inpatient services, outpatient services, or both; and, 
• Whether to assess all hospitals or exempt certain eligible classes of hospitals. 


 
Beyond the modeling on the assessment, PCG’s models helped to inform policy decisions on how 
to distribute incremental Medicaid funds to hospitals. These models projected the distribution of 
payment increases between inpatient and outpatient services and distributed increases between 
fee-for-service (FFS) Medicaid and Medicaid-managed care. The models also considered a variety 
of approaches to distributing these increases, including: 
 


• Cost-based base rates; 
• Statewide fixed amounts per discharge/visit; 
• Threshold payments for qualifying providers; and,  
• Pay-for-performance (P4P) measures. 


 
Due to the sheer number of variables involved and the reality that many of the factors had the 
potential to vary from year to year, PCG built a dynamic model that was flexible to allow countless 
variations of the provider assessment to be evaluated. 
 
As outlined in the following pages, PCG has established a proven approach to completing 
provider assessment calculations; however, as with any project, PCG customizes our approach to 
the specific needs of our clients. Our approach to developing provider assessment and other 
various cost containment models includes the following steps: 
 
Step 1: Define the Providers Subject to the Assessment 
 
As interested clients consider implementing provider assessments, PCG works with key 
stakeholders to define the provider groups that are considered for assessment. CMS, in 42 CFR 
433.56, defines 19 categories of health care providers that are permissible health care-related 
taxes. Once a permissible class is identified for consideration, PCG determines whether the tax is 
expected to be broad-based and uniform; if yes, PCG conducts Step 3 of our process. 
 
Step 2: Obtain Federal Waiver of Broad-Based or Broad-Based and Uniform Requirements 
 
For clients interested in exempting certain providers from a provider assessment, PCG completes 
the required statistical analyses outlined in 42 CFR Part 433.68. The PCG Team will determine 
whether the Division can waive desired federal tax principles. PCG has been successful in 
obtaining broad-based (aka p1/p2) as well as both broad-based and uniform (aka b1/b2) waivers 
for our clients. These waiver exemptions require modeling various provider statistics on Medicaid 
utilization to total utilization in part to ensure that these exemptions do not hold any providers 
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harmless. In order to receive the automatic federal waiver approval, states must receive a p1/p2 or 
b1/b2 score above 1.0. Once the waiver is approved, PCG proceeds to Step 3. 
 
Step 3: Determine the Amount of the Provider Assessment 
 
Once the base of providers to be assessed has been determined, PCG will work with the 
Department to determine the size of the provider assessment. Federal regulations at 42 CFR 
433.68 limit current provider assessments to 6% of net patient service revenue without violating 
the hold-harmless provisions of the law. This limit serves as the upper amount of the assessment. 
An often-related limitation of the provider assessment is the level of Medicaid payment increases 
that can be made to participating providers, as identified in Step 4. PCG will work with the 
Department to determine the basis and data source of the assessment and develop the 
appropriate documentation to use for the collection of the finalized assessment data source. 
 
Step 4: Calculate the Maximum Level of Payment Increases to Participating Providers 
 
The next step in implementing a provider assessment is to determine the upper payment limit 
(UPL) of the provider class. For hospitals, the UPL is defined as the Medicare equivalent payment, 
cost basis, and or other hybrid methodologies for inpatient and outpatient hospital services. The 
UPL is important, as it allows the Division to determine the amount of room available for provider 
rate increases as a result of the implementation of a provider assessment. Federal regulations 
require the calculation of three separate UPLs for each provider class (as applicable): private 
providers, non-state governmental, and state governmental. 
 
Generally, Medicaid programs are well within their UPL unless they introduce alternative financing 
streams, such as a provider assessment. This was the case in Wisconsin prior to the 
implementation of the Wisconsin hospital assessment. The UPL level became the major source of 
opposition to the assessment cited by the Wisconsin Hospital Association (WHA). Because WI 
DHS had never approached the UPL in the past, the methodology did not fully recognize the full 
Medicare equivalent and therefore suggested to WHA that the expected payment increases would 
not be approved by CMS. However, PCG recalculated the UPL and demonstrated sufficient room, 
which allowed WI DHS to obtain CMS approval for the projected payment increases. PCG has 
completed a number of hospital UPL calculations on behalf of Medicaid agencies across the 
country and we leverage these practices to design a UPL methodology for the Division that 
optimizes UPL room. With the upper limit of the tax amount and Medicaid payment increases 
defined, PCG moves on to Step 5 to model provider impacts. 
 
Step 5: Develop Model of Provider Impacts 
 
PCG obtains initial decisions on critical elements as a starting point to the modeling process. We 
often propose a variety of payment increases to distribute incremental Medicaid revenues to 
providers. Payment increases can be made to providers in a number of different methods, such as 
supplemental payments, increases to base rates, allotments for specialty providers and/or high 
performing providers. 
 
PCG will work closely with the Division to ensure proper allocation of funding between the fee-for-
service (FFS) and Medicaid managed care programs. PCG established utilization trends in order to 
determine access payment amounts, as well as project provider specific outcomes. This allows 
PCG to calculate the incremental revenues expected to be generated by the provider in order to 
compare these amounts to the expected tax amounts to be paid by the provider. The results of 
this modeling exercise will allow PCG to project the net winners and losers. Once our clients 
decide on the optimal model for their providers, PCG proceeds to Step 6. 
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Step 6: Submit and Obtain CMS Approval of Provider Assessment and Payment Increases 
 
After our clients make all of the required decisions on both the provider assessment and related 
payment increases, PCG works diligently to submit and obtain CMS approval of the proposal. 
PCG prepares draft State Plan Amendments outlining the provider payment increases, provides 
responses to standard funding questions, responds to requests for additional information, and 
prepares the requisite calculations of UPL compliance. For clients seeking a waiver of the broad-
based or uniform and broad-based principles, PCG compiles the waiver calculations to support 
the waiver application. Once approvals are received (or as directed by our client), we proceed to 
Step 7. 
 
Step 7: Present Model Results to Provider Community 
 
PCG will provide information on individual hospital results, results of specific hospital classes, 
and results of provider systems. PCG will be prepared to present and explain the model, along 
with the methodologies implemented, in meetings, as requested by the Division. Upon review, if 
there are certain outcomes that need to be changed in order to obtain support for the provider 
assessment, PCG will work with the Division to propose solutions approved by CMS in order to 
maximize provider acceptance. This could include providing ideas on special Medicaid 
supplemental payments that are grounded on sound policy but mitigate losses incurred by a 
particular class of providers and do not appear as a hold-harmless provision. PCG has worked 
through these issues with other states in order to construct the model to reduce the number of 
losers and size of losses by providers to ensure overall acceptance from the provider community. 
 
As established in the preceding paragraphs, PCG has a deep and comprehensive understanding 
of the provider assessment process. PCG has worked closely with several states over the past 
seven years to build these initiatives from the ground up. PCG comprehensively understands that 
the current assessment in Nevada only applies to nursing facilities and has not been expanded to 
include other provider types such as acute care, critical access hospitals (CAHs), rehabs, or 
ambulatory surgery centers (ASCs). As such, our Project Team will work extensively with the 
Division to implement the provider assessment for other provider types to maximize the federal 
funding through this program and achieve the state’s goal of expanding the Medicaid managed 
care program. 
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3.5 Provide consulting services and project management for MCO expansion: 
 
Develop and design the project plan upon approval of a MCO expansion; 
 
Assist in the completion of a timeline for implementation of the approved plan and identify critical 
path(s); 
 
Ensure project is completed within approved timeframe(s) and/or notify management of delay(s), 
reason for any delay(s), and possible solutions to resolve any delay(s); 
 
Identify stakeholders; 
 
Design and manage communication plan; 
 
Manage meetings; 
 
Manage and track status of tasks assigned to all parties involved; 
 
In the event Long Term Support Services (LTSS) are recommended and approved as part of the 
MCO expansion, assist state staff in preparing the necessary documents that meet CMS’s 
requirements in obtaining proper authority under an 1115 (a) demonstration waiver; and/or 1915 
(b) waivers’ and/or 1915 (c); and/or 1915 (i) accordingly; 
 
With assistance from state staff develop a transition plan for the MCO expansion. 
 
PCG uses a Project Management approach that reflects industry best practices and is informed by 
20+ years of practical experience in managing projects of different sizes and scopes. PCG’s 
project management methods and practices are maintained and delivered through a Project 
Management Office (PMO), which will work closely with the Division on all initiatives. The primary 
goal of a PMO is to achieve maximum benefit from developing and adhering to uniform and 
consistent management of policies, processes, and methods. A PMO becomes the sole source of 
metrics, documentation, and guidance related to managing and implementing projects within the 
organization. For this engagement, the PCG PMO will become the strategic partner of the 
Divison’s senior management, and will be responsible for tracking and reporting on project 
requirements, activities, and problems while helping to keep implementers, contractors, and 
stakeholders moving towards established, consistent, and shared business-focused goals and 
objectives. 
 
3.5.1 Develop and design the project plan upon approval of a MCO expansion; 
 
Should the MCO expansion be approved, PCG stands ready to assist the Division with the design 
and development of a project plan. To ensure the utmost adherence to the project scope, PCG will 
develop a project plan for DHCFP according to ten PMBOK® knowledge areas – scope, time, cost, 
quality, human resources, stakeholders, communications, risk, procurement, and integration. This 
multifaceted, cohesive approach allows project progress and success to be carefully measured. 
 
The plans from each of the ten knowledge areas will be compiled to form the Project Management 
Plan, the master document that dictates all project management protocol. An additional key 
component of the Project Management Plan is the Change Management Plan, which will outline 
the project’s change management process, change control procedures, and personnel in charge 
of authorizing project changes. If any unexpected circumstances or variances arise, the Change 
Management Plan will assist the project manager and stakeholders in assessing what corrective 
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action to take. The Project Management Plan will be made available to all stakeholders via a 
document storage method to guarantee a consistent, up-to-date, and standardized project 
management methodology. 
 
3.5.2 Assist in the completion of a timeline for implementation of the approved plan and identify 
critical path(s); 
 
In order to assist the Division with the completion of a timeline for implementation of MCO 
expansion, PCG will develop a work plan to establish dates associated with each project 
deliverable and subtasks. A detailed, integrated work plan that clearly identifies the work 
breakdown of tasks, timelines, dependencies, milestones, deliverables, and resources needed to 
accomplish the expansion of MCO is crucial.  
 
PCG understands that managing and maintaining an accurate and up-to-date schedule of all the 
work to be performed is critical to a project’s success. PCG’s experience and proven expertise in 
assessing public and private health benefit plans and programs, as well as planning end-to-end 
HIX implementations for other states, will help ensure that the Division’s project planning for this 
initiative is both comprehensive and achievable within the timelines set. At the outset of the 
project, PCG will provide a detailed schedule and will work with relevant staff to ensure that all 
necessary tasks and work products are captured, and that appropriately skilled resources are 
assigned. 
 
PCG will begin the process of creating the project timeline by first documenting all tasks 
necessary to reach the end goal of expansion of MCO. After they are identified and documented, 
we will determine the duration for each task. Upon finalization of task and duration identification, 
PCG will be able to conduct the critical path method.  
 
Completion of the critical path method will determine the longest possible timeline for the MCO 
expansion. The Division will be able to use this timeline and dates associated with task to monitor 
and track the progress of the implementation of the project.  
 
3.5.3 Ensure project is completed within approved timeframe(s) and/or notify management of 
delay(s), reason for any delay(s), and possible solutions to resolve any delays(s); 
 
The project work plan serves as the primary schedule and timeline for executing project tasks. 
The Project Manager will be responsible for conducting bi-weekly work plan reviews, during which 
activity tracking and progress on milestones will be monitored. Through these reviews, deviations 
from the planned schedule will be identified and assessed and corrective actions will be 
determined and applied. Corrective actions could include assigning additional staff, assigning 
staff with needed skills, or making slight schedule adjustments. In this way, PCG will diligently 
monitor progress on all tasks and ensure that any issues or problems – whether potential or 
actual – that might hinder the project are addressed immediately. 
 
The Division will have access project reporting materials through a shared document platform and 
be able to monitor and compare the status reports over time. In addition to the bi-weekly work 
plan reviews, PCG has found it beneficial in our other PMO scopes to include a reporting tool to 
provide a high-level overview of the most important accomplishments, upcoming deliverables and 
risk trends. PCG uses “stoplight method” to show the status of deliverables and risks associated 
with the colors of a stoplight. These tools will allow for the ongoing monitoring and oversight of 
the project timeline. 
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3.5.4 Identify stakeholders; 
 
PCG’s previous experience in state health reform and stakeholder engagement is an ideal fit with 
the skill sets sought in this RFP. The pages that follow demonstrate the breadth of PCG’s 
consulting work regarding complex healthcare policy areas and the depth of PCG’s work 
engaging a wide variety of stakeholders. 
 
The tables below detail work performed in featured states and specifically identify the various 
stakeholder groups involved. 
 


State of Delaware, 
Delaware Health Insurance Exchange Project 


Description Stakeholders 


Since 2011, PCG has led stakeholder 
engagement efforts for the Delaware Health 
Insurance Marketplace Project. Activities 
have included preparation for and 
facilitation of county and statewide public 
forums, focus groups, consumer surveys, 
State interagency workgroups, State-Federal 
workgroups, and legislative briefings. PCG 
team members also provide routine project 
briefings at the Delaware Health Care 
Commission, draft press releases to inform 
the public of State policy decisions, and 
provide quarterly “frequently asked 
questions” documents for public posting. 


Small Business Legislative Caucus 
Office of the Governor 
Health Care Reform Leadership Workgroup 
Secretary of Health and Social Services 
Health Care Commission 
Department of Insurance 
Division of Public Health 
Division of Social Services 
US Senate Finance Committee 
Federal Center for Consumer Information and 
Insurance Oversight 
Centers for Medicare and Medicaid Services 
Federal Office of Communications 
US Department of Health and Human Services 
United Way, Blue Cross Blue Shield, Delta Dental, 
Aetna, Coventry 
Small Business Advisory Council 
Chambers of Commerce 
Independent producer /broker agencies 
Small business owners 
Advocates and Providers 
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State of Alaska, 
Patient Centered Medical Home (PCMH) Project 


Description Stakeholders 
PCG worked with DHSS to identify key 
stakeholders interested in PCMHs and held 
numerous stakeholder meetings. These 
included two webinars for providers aimed 
at generating interest in the pilot and answer 
questions regarding reimbursement, 
training, care management approach, and 
behavioral health integration. PCG also 
worked with the Family Practice Association, 
the Hospital and Nursing Home Association, 
and the Alaska Primary Care Association to 
gain additional input. In addition, PCG and 
DHSS engaged insurance carriers to discuss 
their potential participation in the pilot and 
developed a media campaign plan to reach, 
inform and involve collaborators, such as 
the Primary Care Association, primary care 
providers and organizations and consumer 
and advocacy groups. These stakeholders 
were important partners in the support, 
program design, implementation, and 
operation of the pilot. 


Individual and Group Physicians 
Practice Association 
Hospital and Nursing Home Association 
Alaska Primary Care Association 
Premera Blue Cross and Blue Shield 


 
State of Arkansas, 


Plan Management Advisory Committee Quality Improvement Consultants 
Description Stakeholders 


The Arkansas Insurance Department along 
with the Department of Health and Human 
Services and various other stakeholders 
were convened by PCG to discuss the 
states objectives in quality measurement 
and improvement through the state’s Health 
Benefits Connector. PCG currently 
facilitates a Plan Management Advisory 
subcommittee focused on quality in 
developing policy recommendations to the 
greater Plan Management Advisory 
Committee in the area of quality reporting 
and improvement. 


Arkansas Cardiology Center 
Johnson Regional Medical Center 
Arkansas Division of Medical Services 
Health Management Physicians Network 
Mental Health Counsel of Arkansas 
Arkansas Health and Wellness Solutions 
QualChoice 
Arkansas BlueCross/BlueShield 
Delta Dental of Arkansas 
Arkansas Hospital Association 


 
PCG will work with the Division to develop consistent messaging about the possible efforts to 
expand MCO. This messaging will be used in communication during the initial contact to possible 
stakeholders. Providing one consistent message will ensure that all stakeholders understand the 
efforts of the Division and the appropriate contact from each stakeholder group is identified. 
 
PCG will also review meeting materials from previously held Divsion meetings to evaluate who 
has been involved in the past. PCG will then determine if those previously involved stakeholders 
are relative to the MCO expansion. 
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Finally, PCG will work with the Divsion to develop a stakeholder consultation plan. This plan will 
ensure that the Divsion has a log of identified stakeholders and a plan of how to best 
communicate with the stakeholders. The plan will also include best practices from PCGs previous 
experiences on how to best engage the stakeholders in order to receive the desired information. 
 
3.5.5 Design and manage communication plan; 
 
To regulate project communications to stakeholders, as well as communications between project 
team members, it is necessary to create a Communications Management Plan. During the 
requirements gathering process, PCG will collect information from project stakeholders identified 
in the Stakeholder Register regarding their communication needs and desires. These needs 
include what project updates each stakeholder wishes to receive, and how and when they receive 
them. The project manager compiles this information into a Communications Matrix, which also 
contains communications needs and requirements for project team members, to ensure an 
efficient flow of information between project stakeholders. The Communications Matrix becomes 
a part of our larger Communications Management Plan, which outlines the protocols for all 
internal and external project-related communications. The project team will reference and abide 
by this plan in their outreach to stakeholders to see that they are dispatched accordingly. 
 
3.5.6 Manage meetings; 
 
All PCG employees are trained to facilitate and manage effective meetings. As part of PCGs PMO 
experience, managing meetings has been an area identified as crucial to the project success. We 
strive to meet four main goals for a successful meeting. The first goal is to provide meeting 
materials in advance to ensure that participants are informed and prepared. The second goal is to 
be mindful of participant’s time and utilize the time allotted appropriately. The third goal is to 
maintain an effective meeting and gather all information needed. Finally, PCG strives to capture all 
business conducted in the meeting and document information in the most useful format to 
distribute quickly.  
 
PCG is also equipped to manage meetings remotely should participants not be able to attend in 
person. PCG uses the WebEx service which has proven to be beneficial and effective should it be 
necessary to conduct the meetings remotely  
 
Throughout the course of the project, PCG will facilitate scheduled status meetings with DHCFP 
staff to provide updates on the work, identify any barriers, and discuss proposed solutions. 
During the Project Kick-Off meeting, we will discuss and finalized the schedule of status 
meetings. PCG will also attend and participate in project-related meetings and prepare and 
distribute agendas and supporting materials at least 24 hours in advance of the meeting. PCG 
further agrees to distribute, via e-mail, the notes documenting the key points discussed and 
decisions reached during the meetings. The PCG team will develop and maintain a comprehensive 
project Work Plan and Timeline for the overall engagement and provide updates when necessary. 
PCG will also submit written quarterly progress reports, provide a written status report, and 
provide preliminary status reports should status meetings occur more frequently. 
 
Action items resulting from meetings or other team activities will be clearly documented in 
minutes or other follow-up documentation and will include the name(s) of responsible parties and 
expected time frames for completion of follow-up activities. 
 
3.5.7 Manage and track status of tasks assigned to all parties involved; 
 
Developing a Responsible, Accountable, Supporting, Consulted, Informed (RASCI) matrix will help 
to identify the responsible and accountable resources for every aspect of the project. PCG will 
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work closely with key stakeholders within the Division and other agencies to develop this plan in 
order to ensure each responsible party is identified for each project deliverable. The RASCI matrix 
is a key tool (see Figure VII-3) for this process. 
 
In addition to the RASCI matrix, the aforementioned work plan will also identify the owner of each 
task. The individual assigned to each task in the work plan is the responsible authority. Whereas 
the individuals identified in the RASCI matrix may serve in various roles for a single task. 
 


RASCI Matrix example 
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     Initiate Phase Activities                   
- Submit Project Request A/C R/A    R/A A/C A/C C          
- Request Review by PMO      R           A  
- Research Solution I C    R/A A/C A/C C    C   C A/C  
- Develop Business Case I A/C I I  R/A C C C    C   C C  
Plan Phase Activities                   
- Create Project Charter C C    R/A C C C    C   C   
- Create Schedule I I I I  R/A C C C C C C C   C I  
- Create Additional Plans as required I I I I  R/A    I I I I   C I  
Execute Phase Activities                   
- Build Deliverables C/I C/I C/I C/I   R/A R/A R/A R/A R/A     A/C   
- Create Status Report I I I I  R/A R/A R/A R/A       C I  
Control Phase Activities                   
- Perform Change Management  C C C  R A A A A      C I  
Close Phase Activities                   
- Create Lessons Learned C C C C  R/A C C C C C C C   C C  
- Create Project Closure Report I I I I  R/A I I I I I I I    I  
RASCI Matrix Example. The RASCI matrix will provide the necessary framework and guidance to 
allow the PMs to execute deliverable reviews and signoff in accordance with the assigned 
approval authority. 


 
3.5.8 In the event Long Term Support Services (LTSS) are recommended and approved as part 
of the MCO expansion, assist state staff in preparing the necessary documents that meet CMS’s 
requirements in obtaining proper authority under an 1115 (a) demonstration waiver; and/or 1915 
(b) waivers’ and/or 1915 (c); and/or 1915 (i) accordingly; and 
 
PCG understands that successful completion of this engagement will require a mix of 
professional skills. We are aware that federal regulations prescribe a methodology to use when 
developing and submitting a waiver amendment to CMS. There are also sequential, administrative 
components to executing that methodology that will require strong project management skills.  
 
Public Consulting Group has recently assisted three states – Colorado, Arkansas, and New 
Hampshire – that leveraged the 1115 waiver process to implement new and creative ideas for 
reforming their Medicaid programs. 
  
Much of PCG’s work with states over our 30-year history has centered on helping states 
implement policy initiatives that required authorization through a Medicaid waiver. PCG staff have 
supported successful projects states to implement new ideas via Waivers. Our work includes 
filling in the details necessary to actualize the general policy direction provided by state leaders. 
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From this experience, PCG staff has gained an understanding of the unique needs and 
requirements applicable to Waivers. 
 
PCG’s methodology for developing research-based recommendations will be important. We 
believe that our experience and approach will produce a waiver, which will significantly improve 
the chances that CMS will entertain the waiver. To that end, PCG is proposing a disciplined three 
step process that anticipates the CMS review process. In consultation with the Divsion we will 
first define research questions; then we will conduct the research; and, finally, provide 
preliminary and final recommendations. We will pay special attention to previous decisions of 
CMS on waivers, which involve long term support services. 
 
3.5.9 With assistance from state staff develop a transition plan for the MCO expansion. 
 
PCG has significant experience in assisting state agencies with programmatic transition. 
Specifically PCG provided services to Kentucky and Minnesota to support their transition to 
managed care services. 
 
This scope, while currently planned for performance over a two-year period, will be completed 
with the understanding that the reforms recommended by PCG will be transitioned to Divsion 
resources. It is with this orientation that we will undertake every step in the project process, 
ensuring that each analysis, requirement, and policy is documented in a manner that tasks, once 
implemented, are repeatable and understandable to the Division’s staff.  
 
PCG has concluded engagements with several states and has successfully transitioned 
operational processes and functions to state agency staff through training, walkthroughs, and a 
high level of staff involvement throughout development.  
 
In New Hampshire, PCG provided onsite staff support during the implementation New Hampshire 
Insurance Department’s efforts to design, develop and implement processes to certify and 
monitor qualified health plans (QHPs). This support included formal trainings on performance of 
necessary review processes as well as ensuring the NHID staff built the capacity to conduct the 
QHP review operations and developed tools used to review requirements and track overall project 
completion.  
 
In states where PCG is consulting on and implementing large-scale reforms, departmental training 
regularly takes place. This training is followed by PCG staff assisting state resources by providing 
hands-on performance of the planned tasks, and concludes with the sharing of a final set of 
operating procedures, including documenting the steps that are required to complete key 
processes. This ensures a smooth transition to designated state staff. In Arkansas, Delaware, New 
Hampshire, and other states implementing health insurance marketplaces, the PCG Team has 
developed standard operating procedure documents that detail the inputs, actions, and outputs of 
administration steps to assist the state in thinking through process changes and establishing 
procedures for business continuity. An example of an SOP document that may be used in training 
and documenting administrative tasks is provided below: 
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Step 
No. 


 
 


Activity 


 
Prepared/ 


Performed by 


 
Automated/ 


Manual 


 
Comments and 


Reference 
Documents 


 
1 


 
Input: [Example] Team prepares 
yearly Network Adequacy debrief 


 
Action: [Example] Team conducts 
yearly debrief 


 
Output: Lessons learned document 
created 


 
 
 
 
Policy, 
Compliance, IT 


 
 
 
 
 
Manual 


 


 
2 


 
Input: Lessons learned document 
created 


 
Action: IT Team reviews lessons 
learned document 


 
Output: IT Team updates Issuer data 
specifications 


 
 
 
 
 
IT Team 


 
 
 
 
 
Manual 


 
 


Data 
specification 
review and 
analysis could 
take up to a 
month. 


Figure VI-17. Sample Standard Operating Procedures – Process Details. We anticipate using a 
SOP document similar to the one above for training and documenting administrative tasks. 
 
Standard operating procedure tracking serves as a useful tool for process documentation and 
optimization, and also provides valuable reference material after project conclusion. In addition to 
documenting the precursors and dependencies of specific organizational tasks, the Division must 
ensure, with the assistance of PCG, that DHCFP possesses the skill sets needed internally to 
conduct these operations. 
 


In Kentucky, PCG’s engagement entailed the comparison of current staff 
skill sets against those most useful to the successful administration of the 
Commonwealth’s Medicaid managed care program. Further, this staffing 
review determined whether these skill sets would be best procured through 
internal trainings or through external recruitment. Through this analysis, 
PCG identified shortages in skill sets, such as data analytics, that the 
Cabinet was able to identify as an area of emphasis in future recruitment 
efforts. 
 


PCG stands prepared to develop a transition plan with the Division that will not only identify 
transition in business operations, but also address transitions for the Division’s staff roles and 
responsibilities. The plan will ensure that the Division is prepared for the changes brought on 
by MCO expansion. 
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3.6 With assistance from state staff identify the potential loss of revenue to the 
Medicaid agency such as IGT and drug rebates. 
 
PCG has helped Medicaid agencies across the country with program administration and 
coordination. In each of these engagements, PCG has built consensus through comprehensive 
collaboration with state officials. The PCG team will work together with state officials to 
understand policy goals and objectives during the evaluation, design, and possible 
implementation of expanding Nevada’s Medicaid Managed Care Organization Program. 
Throughout PCG’s national experience consulting state Medicaid agencies regarding various 
engagements, we have worked closely with these agency clients to assess the potential financial 
impacts of their engagements, and assisted them in mitigating the negative impacts while 
maximizing the positive impacts on the program. 
 
The possible expansion of the Medicaid managed care program in Nevada may result in 
significant financial changes for the agency and if the necessary foundations and procedures are 
not established, potential loss of revenue to the Medicaid agency is certainly a possibility. As an 
example, the Centers for Medicare and Medicaid Services (CMS) has attempted to limit IGTs 
through the renegotiation of the terms of section 1115 waivers. The Massachusetts waiver renewal 
is the most recent example where the condition of approval was phasing out some IGTs. CMS has 
increased their oversight on how states finance their Medicaid programs through a more careful 
review of state plan amendments and broader use of federal auditors. PCG can assist the 
Department to design a policy that strikes the right balance between maintaining the state’s ability 
to use IGTs as a legitimate source of Medicaid financing but also assuring that IGTs are not used 
as a vehicle to support inappropriate Medicaid financing. It is important to structure the programs 
according to applicable federal requirements and consider any risks in using these programs. 
 
As the current Nevada fee-for-service (FFS) population is transitioned to the newly expanded 
Medicaid managed care program, the diminishing FFS population will increasingly limit the 
historical FFS-based supplemental payments, such as the Nevada UPL payments. As a result, 
revenue to the Medicaid agency through IGTs will also be reduced unless alternative IGT-based 
methodologies are developed around the expanding Medicaid managed care program. In Texas, 
the 1115 Medicaid waiver provides for supplemental funding to certain Medicaid providers 
through an uncompensated care pool and a Delivery System Reform Incentive Payment (DSRIP) 
pool. In order to receive the supplemental funding, some governmental entity must provide 
funding to the state, which will then have those funds “matched” by the federal government and 
sent to the Medicaid provider designated by the funding governmental entity through the IGT. In 
California, counties have entered into IGTs with the California Department of Health Care Services 
that help to finance increased state payments to the health plans. The health plans then makes 
special payments to its contracted medical providers. These are some examples of how states 
have preserved their source of state and federal funding through the use of IGTs within a 
managed care organization setting. 
 
PCG possesses the necessary experience to assist the Department in identifying potential loss of 
revenue from IGT-based programs and implementing alternative solutions to alleviate the degree 
of impact. In addition, PCG will create in-depth fiscal impact cost/benefit models for each of our 
recommendations in order to provide the Department with a quantitative view of the various 
transition options. 
 
With the possible expansion of the Medicaid managed care program in Nevada, the potential 
revenue impact of drug rebates in the managed care setting is also a major concern for many 
Medicaid agencies. Prior to the passage of the Affordable Care Act (ACA) in 2010, many states 
with mature Medicaid managed care programs carved out their prescription drug benefits in order 
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to collect manufacturers’ rebates, because these discounts were not required when managed care 
plans paid for the prescription. As part of the ACA, manufacturers are now required to provide 
rebates on all Medicaid-covered drugs purchased by managed care plans for their Medicaid 
patients.  
 
The concerns regarding a potential loss of revenue to the Medicaid agency through drug rebates 
generally focus on potential differences in formularies, prior authorization; benefit management 
processes among health plans, and concerns that plans may not have the same incentives to 
maximize federal or state rebates. If awarded the contract, PCG will work extensively with both the 
Department and the Nevada Medicaid health plans to identify issues regarding the management of 
Medicaid drug rebates and implement the necessary systems to maximize the state rebates from 
providing Medicaid-covered drugs in a managed care setting. Furthermore, PCG will assess the 
financial impact of the proposed drug rebate recommendations on the calculation of the managed 
care capitation rates and review our findings with the Department to achieve the most desirable 
outcome. 
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3.7 Assist in the initial procurement process of MCO vendors; 
Develop Request for Information to solicit interested MCO vendors; 
 
Review Request for Information submissions by interested MCO vendors; and 
 
Assist in drafting the Request for Proposal to procure MCO vendors in Nevada. 
 
3.7.1 Develop Request for Information to solicit interested MCO vendors; 
 
We will use our proven best practice approach to ensure that the Division procures an MCO that 
meets the strategic objectives and provide a platform to deliver health coverage in line with the 
state’s MCO expansion goals. This process consists of four phases, beginning with the 
documentation of the current program, outline Request for Information (RFI) goals, draft RFI, and 
discuss revisions and deliver final version. 
 
Documentation of Current Program. PCG’s knowledge and experience with Medicaid Managed 
Care Organizations will allow for a precise documentation of the current Medicaid MCO Program. 
As part of the processes listed in Sections 3.1 to 3.6, PCG will gather information from various 
sources to develop a better understanding of the current situation. During this phase, PCG will 
work with state staff to identify state resources for the RFI oversight, define roles and 
responsibilities, and review key milestone dates for the RFI. During this phase, PCG will conduct 
meetings and interviews with state personnel to determine the specifics the RFI will address. This 
phase will identify the information necessary to further the goals of the recommended MCO 
program improvements. This will include any recommendations to improve oversight and 
compliance, payment structures, performance measures, and measures to reduce impact to 
stakeholders. The information gathered will directly influence the development of RFI goals. 
 
Outline RFI Goals. This phase will use the information gathered to develop strategic goals to be 
discussed by the responses to the RFI. PCG will work to ensure each goal accurately 
memorializes the policy decisions made by state executive staff and the Nevada Legislature based 
on the recommendations developed in Sections 3.1 to 3.6. These decisions will be used to direct 
the intent of the RFI. PCG will use our experience to identify the policy goals to be achieved by 
responses to the RFI. PCG will work with state staff to differentiate required and preferred goals to 
be accomplished through the proposed MCO vendor response. 
 
Draft RFI. PCG will meet with state staff to discuss any required formatting and response 
preferences for the RFI. Using this information, PCG will combine the information gathered from 
the previous steps to create a draft of the RFI. This draft will be provided to state staff for review 
as discussed in the timeline developed in phase one. PCG will conduct meetings with 
stakeholders to ensure complete compliance with state specific requirements for RFI’s. These 
requirements include: required general information, proposal submission requirements, 
mandatory requirements, technical requirements, cost proposal worksheets, and required forms. 
Following the inclusion of this information, the draft RFI will be sent to the Division for review and 
revision. 
 
Discuss Revisions and Deliver Final Version. After the completed draft is delivered to the Division, 
a comment matrix will be used so that RFP reviewers can document and consolidate written 
feedback. It is important to keep track of all comments and changes throughout the revision 
process. PCG will schedule a meeting with state staff to discuss any revisions and proposed 
changes to the draft RFI to ensure consistency between all parties throughout the revision 
process. During these meetings, PCG will provide answers to any questions by the state staff 
concerning wording or portrayal of the current program. Following the completion of all changes 







February 19, 2016 State of Nevada, Purchasing Division 
Evaluation and Planning Services for the Potential 


Expansion of the Medicaid MCO Program 
  RFP # 2103 


 


 


Public Consulting Group, Inc. Page 61 
 


and resolution of any issues, PCG will make any requested changes and deliver a final version of 
the RFI for release. 
 
3.7.2 Review Request for Information submissions by interested MCO vendors; and 
 
Process for Reviewing RFI Submissions. Before the submission of the final version of the RFI, 
PCG will schedule meetings with state staff to develop an evaluation methodology for the RFI. It is 
important for all reviewers to agree upon and understand the reasoning for the release of the RFI 
in order to review responses. The process of developing an RFI evaluation plan begins with this 
shared understanding and the creation of a standardized process through which to evaluate 
responses. PCG will conduct meetings with state staff to discuss key response criteria and 
develop a written roadmap to ensure everyone understands the evaluation process. Using these 
criteria PCG will develop a document to analyze responses across the key response criteria. This 
document will aid the state’s staff in reviewing and comparing responses side by side. 
 
3.7.3 Assist in drafting the Request for Proposal to procure MCO vendors in Nevada. 
 
Development of RFP. Development of an RFP consist of a four-phase process beginning with RFP 
initiation meeting, define requirements, complete/compile RFP, and approve RFP for release. PCG 
will use our knowledge of Qualified Health Plans and experience gained in Tennessee developing 
the procurement document for QHP’s to develop an RFP to meet all of the requirements 
determined from the RFI. 
 
Request for Proposal Initiation Meeting. The PCG Project Manager will arrange a planning meeting 
with the state staff – and any key stakeholders responsible for working closely with PCG – in 
developing the RFP. During the planning meeting, we will discuss and clarify the RFP scope and 
objectives; identify state resources for Medicaid RFP oversight; define roles and responsibilities; 
and review the key milestone dates (specific to developing the RFP). This initial meeting is used to 
outline a plan for the RFP utilizing the information received from the RFI response review. 
 
Define Requirements. First, we will work to define the requirements that are necessary to achieve 
Medicaid’s vision for the procurement. The Define Requirements activity involves gathering 
policy, business, and system requirements. The PCG team will draft the high-level requirements to 
be included in the RFP by reviewing current policy and evaluating delivery system models 
presented in the RFI responses. This phase will include the identification of any IT and state 
Medicaid specific requirements documented in phase one of the RFI process. Requirements are 
high-level statements that define what must be done to solve the problem or meet the business 
objective. The PCG team has broad experience in project requirements elicitation and 
development. As potential requirements are identified, they are continually prioritized and refined 
to ensure adequate coverage and high quality. The result is a set of requirements that meet the 
stated solution objective and individual requirement statements that are unambiguous, simply 
stated, complete, testable, and correct. 
 
Documenting requirements requires actively drawing out effective requirements that share the 
following key characteristics: 
 


• Necessary: A requirement must articulate a specific, real need for the organization 
• Concise: A requirement is stated in clear, simple terms as much as possible 
• Unambiguous: A requirement is written such that it may be interpreted only in one way 
• Consistent: A requirement is not in conflict with another requirement 
• Verifiable: A requirement can be shown to be satisfied by a systematic measure 
• Traceable: A requirement can be traced through a system development process of design, 


coding, testing, and implementation 
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• Unique ID: A requirement is uniquely identifiable by an allocated number 
• Not redundant: A requirement does not have duplicates 


 
Our proven approach to gathering and documenting requirements is based on the lessons 
learned and best practices that we have developed over the course of the large-scale Medicaid 
procurement projects. 
 
Complete/ Compile RFP. The first step requires that PCG assemble the complete procurement 
documents based on all previous information gathered, including the format and content areas 
outlined within the RFP. The procurement documents should contain a detailed Table of Contents 
and include the sections required by the Division, such as general information, proposal 
submission requirements, proposal evaluation and award process, mandatory requirements, 
technical requirements, cost proposal worksheets, contract terms and conditions, and required 
forms. Information from the development of the RFI will be used to complete information with any 
missing information to be obtained from state staff. The proposal evaluation section of the 
procurement document is based on the evaluation strategy developed earlier in the engagement 
and focuses on areas such as validation checks, validation against requirements, cost analysis, 
references, or demonstrations as needed. Approved documentation from other phases of this 
project will be used to provide vendors information in the mandatory requirements and technical 
requirements sections. These sections also include identifying requirements around the 
anticipated primary vendor services, responsibilities, milestones, and deliverables. 
 
Approve RFP for Release. When the PCG team has compiled the RFP, a review and feedback 
process will be implemented with the stakeholders identified as required approvers. A 
walkthrough session will be conducted to introduce the deliverable and initiate the final review 
and approval process. A comment matrix will be used so that RFP reviewers can document and 
consolidate written feedback. At the conclusion of the review period, a meeting will be scheduled 
to review and discuss the comments and feedback provided. A critical success factor is to allow 
sufficient time within the project schedule for PCG to review and analyze Division feedback prior 
to getting back together to discuss the comments and update the deliverable documentation. 
Changes to the draft deliverable based on the review and feedback process will be clearly 
documented on the comment matrix form. It is anticipated that PCG will submit to the Division, for 
review, one draft and one final version of the RFP. At the conclusion of the comment/feedback 
session(s), PCG will updates the procurement document and submit it to the Division for final 
review and approval. 
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4. COMPANY BACKGROUND AND REFERENCES 
4.1 Vendor Information 
 
4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name: Public Consulting Group, Inc. 
Ownership (sole proprietor, partnership, 
etc.): 


PCG is a subchapter S corporation that is owned and 
managed by PCG employees. 


State of incorporation: Massachusetts 
Date of incorporation: December 4, 1986 
# of years in business: 29 years 
List of top officers: William S. Mosakowski 


President 
 
Dan Heaney 
Chief Financial Officer 
 
Edward Forth 
Chief Information Officer 
 
Kevin Carlson 
Chief Technology Officer 
 
Stephen Skinner 
Principal and Marketing Director 
 
Tony McLean Brown 
Principal 
 
Marc H. Fenton 
Principal and PPL Practice Area Director 
 
Grant Blair 
Education Practice Area Director 
 
John Shaughnessy 
Health Practice Area Director 
 
Kathy Fallon 
Human Services Practice Area Director 
 
Matt Brazier 
Technology Services Practice Area Director 


Location of company headquarters: 148 State Street 
Boston, MA 02109 


Location(s) of the company offices: 7776 S. Pointe Pkwy W. 
Phoenix, Arizona 85044 
 
101 North First Avenue, Suite 1850 
Phoenix, Arizona 85003 
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Question Response 
 
690 Oxford Street 
Chula Vista, California 91911 
 
151 Van Houten Avenue 
El Cajon, California 92020 
 
2150 River Plaza Drive, Suite 380 
Sacramento, California 95833 
 
1666 North Main Street, Suite 315 
Santa Ana, California 92701 
 
999 18th Street, Suite 1425 
Denver, Colorado 80202 
 
7 Waterside Crossing, 2nd Floor 
Windsor, Connecticut 06095 
 
500 East Broward Boulevard, Suite 1420 
Fort Lauderdale, Florida 33394 
 
2002 Old St Augustine Road, Suite B-16 
Tallahassee, Florida 32301 
 
2849 Paces Ferry Road, Suite 630  
Atlanta, Georgia 30339 
 
33 N Dearborn Street, Suite 2300  
Chicago, Illinois 60602  
 
1224 Centre West Drive, Suite 400B 
Springfield, Illinois 62704 
 
150 West Market Street, Suite 510  
Indianapolis, Indiana 46204 
 
699 Walnut Street, 4th Floor  
Des Moines, Iowa 50309  
 
77 Sewall Street, Suite 6 
Augusta, Maine 04330 
 
148 State Street 
Boston, MA 02109 
 
40 Broad Street, 4th Floor 
Boston, Massachusetts 02109-2510 
 
One Cabot Road, Suite 102 
Medford, Massachusetts 02155 
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Question Response 
2211 Association Drive, Suite 700 
Okemos, Michigan 48864 
 
7200 80th Street S. Suite 024 
Cottage Grove, Minnesota 55016  
 
770 E. Warm Springs Road, Suite 235 
Las Vegas, Nevada 89119 
 
200 International Drive, Suite 201 
Portsmouth, New Hampshire 03801 
 
104 Carnegie Center, Suite 200 
Princeton, New Jersey 08540 
 
99 Washington Ave., Suite 704 
Albany, New York 12210 
 
140 Broadway, 46th Floor 
New York City, New York 10005 
 
10 Brook Street, Suite 210 
Asheville, North Carolina 28803 
 
440 S. Church Street, Suite 850 
Charlotte, North Carolina 28202-2075 
 
5511 Capital Center Drive, Suite 550 
Raleigh, North Carolina 27606 
 
155 E Broad Street, Suite 800 
Columbus, Ohio 43215 
 
2040 Linglestown Road, Suite 201  
Harrisburg, Pennsylvania 17110 
 
1500 Market Street, 12th Floor 
Philadelphia, Pennsylvania 19102 
 
414 Union Street, Suite 1100 
Nashville, Tennessee 37219 
 
816 Congress Avenue, Suite 550 
Austin, Texas 78701 
 
3701 West Plano Parkway, Suite 140 
Plano, Texas 75075 
 
2270 Kraft Drive, Suite 1500 
Blacksburg, Virginia 24060 
 
4991 Lake Brook Drive, Suite 350 
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Question Response 
Glen Allen, Virginia 23060 
 
427 Lee Highway, Suite 101 
Staunton, Virginia 24402  
 
200 Fair Street, Suite 2 
Clarkston, Washington 99403 
 
20415 72nd Avenue South, Suite 450 
Kent, Washington 98032 
 
2405 Evergreen Park Drive, SW 
Olympia, WA 98502 
 
17900 International Boulevard, Suite 350 
Seatac, WA 98188 
 
1025 Connecticut Avenue, NW, Suite 917 
Washington, D.C. 20036 
 
601 East Brockway Avenue, Suite E  
Morgantown, West Virginia 26501 
 
200 Association Drive, Suite 130 
Charleston, WV 25311 
 
200 Association Drive, Suite 130 
Charleston, WV 25311 
 
10 East Doty Street, Suite 824 
Madison, Wisconsin 53703  


Location(s) of the office that will provide 
the services described in this RFP: 


999 18th Street, Suite 1425 
Denver, Colorado 80202 
 
10 E. Doty St, Suite 824 
Madison, WI 53703 
 
816 Congress Avenue, Suite 550 
Austin, Texas 78701 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


Currently, no employees proposed to work on this 
project are located in the State of Nevada; however, 
PCG proposes to offer significant onsite support to 
complete this scope of work. 


Number of employees nationally with the 
expertise to support the requirements in 
this RFP: 


Of the total number of employees within the firm, 
roughly 400 fall within the “consulting” designation, 
these designated consultants engage to some degree 
in supporting the operations of PCG’s portfolio of 
projects. 


Location(s) from which employees will be 
assigned for this project: 


999 18th Street, Suite 1425 
Denver, Colorado 80202 
 
10 E. Doty St, Suite 824 
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Question Response 
816 Congress Avenue, Suite 550 
Austin, Texas 78701 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant 
to NRS76. 


Question Response 


Nevada Business License Number: 20294-237 


Legal Entity Name: Public Consulting Group, Inc. 


Is “Legal Entity Name” the same name as vendor is doing business as? 


Yes X No 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada 
agency?  


Yes X No 


If “Yes”, complete the following table for each State agency for whom the work was performed. 
Table can be duplicated for each contract being identified. 


PCG has five separate practice areas, all of which have had the opportunity to provide 
assistance to entities within the state of Nevada. Below lists the contract history with the State. 
Tables are broken out for each contract under each practice area specified in bold before the 
listing of tables. 


Education Contract History with the State of Nevada: 


Question Response 
Name of State agency: Nevada Clark County School District 


State agency contact name: Stephanie Poccia 
Dates when services were performed: May 11, 2007 – August 11, 2013 


Type of duties performed: Medicaid Fee-for-Service and Administrative Claiming 
Total dollar value of the contract: $452,500.00 
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Question Response 
Name of State agency: Nevada Clark County School District 


State agency contact name: Stephanie Poccia 
Dates when services were performed: September 10, 2007 – May 22, 2018 


Type of duties performed: Behavioral Pathological Demand Avoidance for Autism 
data collection 


Total dollar value of the contract: $245,453.00 
 


Question Response 
Name of State agency: Nevada Washoe County 


State agency contact name: Scott Reynolds 
Dates when services were performed: December 20, 2008 – June 30, 2015 


Type of duties performed: Implemented automated solution for Special Education 
Management including Medicaid Claim Billing, and 


Evaluation Reporting Processing and Reporting 
Total dollar value of the contract: $725,000.00 


 


Question Response 
Name of State agency: Nevada Carson City School District 


State agency contact name: Sam Santillo 
Dates when services were performed: September 1, 2010 – June 30, 2020 


Type of duties performed: Carson City School District Medicaid Fee-for-Service 
Claiming 


Total dollar value of the contract: $232,468.00 
 


Question Response 
Name of State agency: Nevada Lyon County School District 


State agency contact name: Alyce Pagniello 
Dates when services were performed: July 1, 2011 – June 30, 2017 


Type of duties performed: Easy IEP Special Education Management System and 
Medicaid Fee-for-Service Claiming 


Total dollar value of the contract: $90,012.00 
 


Question Response 
Name of State agency: Nevada White Pine County School District 


State agency contact name: Lori Willias 
Dates when services were performed: July 18, 2012 – June 30, 2019 


Type of duties performed: Easy IEP Special Education Management System and 
Medicaid Fee-for-Service Claiming 


Total dollar value of the contract: $40,000.00 
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Question Response 
Name of State agency: Nevada Clark County 


State agency contact name: Stephanie Poccia 
Dates when services were performed: August 9, 2013 – August 8, 2014 


Type of duties performed: Medicaid Fee-for-Service and Administrative Claiming 
Total dollar value of the contract: $294,000.00 


 


Question Response 
Name of State agency: Nevada Churchill County School District 


State agency contact name: Will Jensen 
Dates when services were performed: July 1, 2014 – June 30, 2019 


Type of duties performed: Easy IEP Special Education Management System and 
Medicaid Fee-for-Service Claiming 


Total dollar value of the contract: $65,000.00 
 


Question Response 
Name of State agency: Nevada Department of Education 


State agency contact name: Dave Brancamp 
Dates when services were performed: September 15, 2014 – September 14, 2015 


Type of duties performed: Purchasing of Pepper subscriptions and training 
services for their internal teaching and learning staff. 


Total dollar value of the contract: $2,000.00 
 


Question Response 
Name of State agency: Nevada Clark County School District 


State agency contact name: Joe Jones 
Dates when services were performed: February 15, 2016 – April 5, 2016 


Type of duties performed: 100 Black Men of Las Vegas, Inc. to be held at Clark 
County School District Charter School Imagine 


Schools’ Academy of Excellence Daytime Literacy 
Intervention 2016 


Total dollar value of the contract: $16,000.00 
 


Health Services Contract History with the State of Nevada 


Question Response 
Name of State agency: Nevada Department of Health Care Financing and 


Policy 
State agency contact name: Lynn Carrigan 


Dates when services were performed: May 1, 2009 – June 30, 2012 
Type of duties performed: Assistance in developing a Medicaid Public Assistance 


Cost Allocation Plan 
Total dollar value of the contract: $2,207,708.00 
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Question Response 
Name of State agency: Nevada Department of Health and Human Services 


State agency contact name: Colleen Janes 
Dates when services were performed: April 10, 2009 – September 30, 2012 


Type of duties performed: Provided consulting services around the impact of the 
federal health care reform impact on the Nevada state 


Medicaid population and program 
Total dollar value of the contract: $4,014,051.00 


 


Question Response 
Name of State agency: Nevada Mojave Services 


State agency contact name: Michael Howie 
Dates when services were performed: August 20, 2010 – June 30, 2018 


Type of duties performed: Time study, Cost Allocation Plan Development and 
Targeted Case Management Rate Setting 


Total dollar value of the contract: $356,263.00 
 


Question Response 
Name of State agency: Nevada Department of Health Care Financing and 


Policy 
State agency contact name: Lyn Carrigan 


Dates when services were performed: October 12, 2010 – December 31, 2011 
Type of duties performed: Project support for State Medicaid Health Information 


Technology Plan and Implementation – Advanced 
Planning Document 


Total dollar value of the contract: $1,088,984.00 
 


Question Response 
Name of State agency: Nevada Department of Health and Human Services 


State agency contact name: Colleen James 
Dates when services were performed: July 1, 2011 – June 30, 2016 


Type of duties performed: Support Contract with MHDS for AlloCAP software 
Total dollar value of the contract: $404,159 


 


Question Response 
Name of State agency: Nevada Clark County 


State agency contact name: Chetan Champanieri 
Dates when services were performed: September 6, 2011 – January 31, 2012 


Type of duties performed: Assistance with a dependent eligibility audit. Intent is 
to verify that currently enrolled dependents of 


enrollees meet the plan eligibility requirements for 
coverage. 


Total dollar value of the contract: $85,519.00 
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Question Response 
Name of State agency: Nevada Department of Health and Human Services 


State agency contact name: Colleen James 
Dates when services were performed: July 1, 2011 – June 30, 2014 


Type of duties performed: ADSD AlloCAP 
Total dollar value of the contract: $49,750.00 


 


Question Response 
Name of State agency: Nevada Clark County 


State agency contact name: Pete Tibone 
Dates when services were performed: June 13, 2012 – June 13, 2017 


Type of duties performed: Assisting in developing and implementing the 1115 
Waiver Project 


Total dollar value of the contract: $110,000.00 
 


Question Response 
Name of State agency: Regional Transportation of Southern Nevada 


State agency contact name: Mark Trassdahl 
Dates when services were performed: July 26, 2012 – December 31, 2012 


Type of duties performed: Develop a cost allocation plan for paratransit services 
associated with Medicaid customers. 


Total dollar value of the contract: $49,762.00 
 


Question Response 
Name of State agency: Nevada Silver State Health Insurance Exchange 


State agency contact name: Jon Hager 
Dates when services were performed: November 13, 2012 – June 30, 2015 


Type of duties performed: Provide consulting services regarding the 
implementation of an ACA compliant health insurance 


exchange 
Total dollar value of the contract: $1,921,850.00 


 


Question Response 
Name of State agency: Nevada Department of Health and Human Services 


State agency contact name: Colleen James 
Dates when services were performed: July 1, 2014 – June 30, 2016 


Type of duties performed: Ensure work done on cost allocation plan systems 
were uniform through the Department of Health and 


Human Services. 
Total dollar value of the contract: $20,000.00 
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Question Response 
Name of State agency: Nevada Department of Health and Human Services 


State agency contact name: Colleen James 
Dates when services were performed: November 1, 2014 – June 30, 2015 


Type of duties performed: Add on work to convert the Department of Health Care 
Financing and Policy from Access to the Web AlloCAP 


software. 
Total dollar value of the contract: $67,000.00 


 


Question Response 
Name of State agency: Nevada Clark County Social Services 


State agency contact name: Bobby Gordon 
Dates when services were performed: May 5, 2015 – June 30, 2016 


Type of duties performed: Review existing business practices of Clark County 
Social Services to improve agency efficiency, 


customer service and support of client based software 
system. 


Total dollar value of the contract: $143,195.00 
 


Question Response 
Name of State agency: Nevada Department of Health and Human Services 


State agency contact name: Colleen James 
Dates when services were performed: July 1, 2015 – June 30, 2016 


Type of duties performed: Add on Scope of Work to existing Cost Allocation Plan 
work for assistance with cost reports 


Total dollar value of the contract: $75,000.00 
 


Health Partnered with Human Services Contract History with the State of Nevada 


Question Response 
Name of State agency: Nevada Department of Health Care Financing and 


Policy 
State agency contact name: Lynn Carrigan 


Dates when services were performed: October 12, 2010 – June 30, 2011 
Type of duties performed: State Medicaid HIT Plan and Implementation Advanced 


Planning Document 
Total dollar value of the contract: $544,492.00 


 


Human Services Contract History with the State of Nevada: 


Question Response 
Name of State agency: Nevada Washoe County 


State agency contact name: Ida Peeks 
Dates when services were performed: November 1, 2011 – June 30, 2018 


Type of duties performed: Review Washoe County Cost Allocation Plan 
Total dollar value of the contract: $269,498.00 
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Question Response 
Name of State agency: Nevada Clark County 


State agency contact name: Stephanie Poccia 
Dates when services were performed: July 1, 2011 – June 30, 2018 


Type of duties performed: Assisting Clark County DFS with TCM claim operations 
and AlloCAP Implementation/Support 


Total dollar value of the contract: $602,938.00 
 


Question Response 
Name of State agency: workforceConnections 


State agency contact name: Sylvia Spencer 
Dates when services were performed: February 23, 2012 – June 30, 2012 


Type of duties performed: Conducting a forum to provide information about the 
workforceCONNECTIONS’ RFP process. 


Total dollar value of the contract: $10,000.00 
 


Question Response 
Name of State agency: workforceCONNECTIONS 


State agency contact name: Sylvia Spencer 
Dates when services were performed: January 15, 2015 – June 30, 2015 


Type of duties performed: Procurement and RFP Training on how to respond to 
RFPs and assist interested parties in their ability to 


respond and qualify in being considered for WIA 
funding opportunities. 


Total dollar value of the contract: $5725.00 
 


Public Partnerships Contract History with the State of Nevada 


Question Response 
Name of State agency: Nevada Clark County 


State agency contact name: Stephanie Pocchia 
Dates when services were performed: November 1, 2013 – March 21, 2014 


Type of duties performed: F/EA services provided to a home based autism 
behavioral therapy program managed by Clark County 


Total dollar value of the contract: $48,000.00 
 


Technology Consulting Services Contract History with the State of Nevada 


Question Response 
Name of State agency: Nevada Hospitality Health  


State agency contact name: Bobbette Bond 
Dates when services were performed: August 6, 2012 – October 31, 2012 


Type of duties performed: A sole source project for technological project 
management services 


Total dollar value of the contract: $49,500.00 
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4.1.6 Are you now or have you been within the last two (2) years an employee of the 
State of Nevada, or any of its agencies, departments, or divisions? 


 
Yes  No X 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract 
breaches, civil or criminal litigation in which the vendor has been alleged to be 
liable or held liable in a matter involving a contract with the State of Nevada or any 
other governmental entity. Any pending claim or litigation occurring within the past 
six (6) years which may adversely affect the vendor’s ability to perform or fulfill its 
obligations if a contract is awarded as a result of this RFP must also be disclosed. 


 
Does any of the above apply to your company? 


 
Yes  No X 


 


 
4.1.8 Vendors must review the insurance requirements specified in Attachment E, 
Insurance Schedule for RFP 2103. Does your organization currently have or will your 
organization be able to provide the insurance requirements as specified in 
Attachment E. 


 
Yes X No  


 
4.1.9 Company Background/History 


 
Public Consulting Group, Inc. (PCG) is a professional services management and operations 
consulting firm that primarily serves public sector health, human services, education, and other 
state, county, and municipal government clients. Established in 1986 with headquarters in Boston, 
Massachusetts, PCG operates 47 offices across the United States, Canada, and the European 
Union. Because PCG has dedicated itself almost exclusively to the public sector for 29 years, the 
firm has developed a deep understanding of the legal and regulatory requirements and fiscal 
constraints that often dictate a public agency’s ability to meet the needs of the populations it 
serves. We have helped numerous public sector organizations maximize resources, make better 
management decisions using performance measurement techniques, improve business 
processes, assist with federal and state compliance, and improve client outcomes.  
 
Many of PCG’s more than 1,600 employees have extensive experience and subject-matter 
expertise in a range of government-related topics, from Medicaid, Medicare, and general 
healthcare policy to Temporary Assistance for Needy Families (TANF) and Welfare to Work (WtW) 
programs. PCG maintains numerous professional affiliations designed to address a broad array of 
client needs. Staff include members of the Healthcare Financial Management Association (HFMA) 
and Certified Project Management Professionals (PMP), as designated by the Project Management 
Institute (PMI). Additionally, PCG is committed to having a diverse workforce that reflects our 
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customers and their clients; nearly 20% of staff classify themselves in a minority category and 
over 50% are female.  
 
The company is managed through its five practice areas (Education, Health, Human Services, 
Public Partnerships, and Technology Consulting), which are run by Practice Area Directors 
(PADs). These PADs maintain responsibility, accountability, and authority for overall project 
management, client relations, and business development. They are supported by a corporate 
infrastructure, which includes a Chief Financial Officer, a Chief Information Officer, and various 
support units (e.g., Compliance, Human Resources, Marketing, etc.). The President/CEO maintains 
an active, hands-on presence across the entire firm. Health will be the lead Practice Area for this 
engagement and is described in greater detail below.  
 


PCG Health helps state and municipal health agencies to respond 
optimally to reform initiatives, restructure service delivery systems to 
best respond to regulatory change, maximize program revenue, and 
achieve regulatory compliance. The practice area uses the industry’s 


best practices to help organizations deliver quality services with constrained resources, offering 
expertise in strategy and finance, revenue cycle management, and payer support services. Our 
services range across five centers of excellence: Cost Allocation, Health Care Financing Services, 
Health Innovation, Policy and Information Technology, Payer Services, and Eligibility & Benefits 
Solutions. PCG Health is a recognized leader in healthcare reform and health benefits exchange 
consulting, a leading provider of revenue enhancement, rate setting, and cost settlement services, 
and a leading provider of health care expense management services. Currently, PCG Health has 
projects in 31 states and the District of Columbia and serves 37 state Medicaid agencies. 
 
PCG will identify any new Medicaid Managed Care management strategies of relevance to Nevada. 
The Affordable Care Act provides the opportunity to add new care management paradigms such 
as Accountable Care Organizations, Health Home, and Dual Eligible demonstrations. Such 
programs are focused on achieving the “Triple Aim” goals of CMS: 1) Reduce Cost, 2) Improve 
Population Health, and 3) Improve Patient Satisfaction. PCG has extensive experience in 
consulting with state governments with regard to their Managed Care Organizations and stands 
ready to provide industry best practices which will enable Nevada to achieve the “Triple Aim” 
goals of CMS. As an example, PCG has helped Alaska, Delaware, Colorado, and Wyoming assess 
the feasibility of Health Home programs. These Health Home programs are believed to have a 
dramatic effect on the cost of the FFS and MCO population costs and quality. For example, New 
York is looking to generate significant savings (as much as 15%) of the total cost of care for FFS 
and MCO clients enrolled in the Health Home initiative. 
 
Public Consulting Group, Inc. (PCG) has provided services similar to those requested in this RFP 
in several states, with the most directly transferrable delivery reform experience available through 
our experience in delivery reform through managed care projects in Minnesota, Mississippi, and 
Kentucky. The Minnesota Department of Human Services (DHS) contracted with Public Consulting 
Group (PCG) to author a report on the value of managed care for state public health care 
programs. Specifically, PCG was tasked with determining the value of managed care for 
Minnesota Health Care Programs (MHCP) in comparison with a Fee-For-Service (FFS) delivery 
system, and in Mississippi, PCG worked with Mississippi Medicaid to help migrate to a managed 
care delivery system model. 
  
PCG also contracted to provide analysis of managed care oversight in the Commonwealth of 
Kentucky. Specifically, the Cabinet for Family and Health Services contracted with PCG to 
improve managed care oversight in that state as the Medicaid program expands its reliance on 
MCOs to deliver services to Medicaid recipients. This involved interviewing all Cabinet agencies, 
including the Department of Public Health, to assess how managed care had changed their 
programs. PCG specifically collaborated with Kentucky Public Health to shape the managed care 
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quality strategy. Kentucky began its transition from fee-for-service to managed care in November 
of 2011. In its last session, the State Legislature voted to substantially quicken the transition pace 
by making Medicaid managed statewide and adding covered populations. 
 
Furthermore, our teams have significant depth and breadth of experience, as we not only study 
the programs in which we work, but we also have experience operating them ourselves. Mr. Rich 
Albertoni, the manager that will oversee the PCG team for this project if we are awarded the 
contract, developed managed care capitation rate supplement payments for hospitals to promote 
better provider access for members enrolled in managed care plans. This effectively represented 
the implementation of a payment reform within a managed care delivery system model. The model 
struck a balance between maintaining the essential capitation rate structure while adding a 
supplemental access payment directly linking state performance benchmarks for hospital access, 
especially in the City of Milwaukee, Wisconsin. 
 
4.1.10 Length of time vendor has been providing services described in this RFP to 
the public and/or private sector. 


 
Founded in 1986, PCG has over 29 years of experience in helping states successfully manage 
their health care programs. Today, PCG works with over 30 Medicaid agencies. The vast majority 
of these relationships are at least three years in length. 


 
 


4.2 Subcontractor Information 
Does this proposal include the use of subcontractors? 


 
Yes  No X 
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4.3 Business References 
 


Reference #: 1 


Company Name: Mississippi Division of Medicaid 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: Mississippi Healthcare Delivery Systems Consulting 


Primary Contact Information 
Name: Will Crump 
Street Address: 550 High Street, Suite 1000 
City, State, Zip: Jackson, MS 39201 
Phone, including area code: (601) 359-6050 
Facsimile, including area code: (601) 359-6294 
Email address: Will.Crump@medicaid.ms.gov 


Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


MS DOM has contracted with PCG to provide technical 
assistance and consulting services in the administration of 
Medicaid and Children’s Health Insurance Program (CHIP) 
coordinated care programs. PCG provides research and 
analytical services in the design, development, and 
implementation of new healthcare delivery initiatives, 
including the transition from a fee-for-service delivery 
system to managed care. 


Original Project/Contract Start Date: October 24, 2015 
Original Project/Contract End Date: October 23, 2018 
Original Project/Contract Value: $745,400 annually, $2,236,200 three year contract term. 
Final Project/Contract Date: October 23, 2018 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Project is projected to be completed according to original 
time allotted. 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Project is projected to be completed within or under the 
original budget/cost proposal. 
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Reference #: 2 


Company Name: Arkansas Health Insurance Marketplace 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: Arkansas Health Insurance Marketplace PMO 


Primary Contact Information 
Name: Cheryl Gardner 
Street Address: 221 West 2nd Street, Suite 700 
City, State, Zip: Little Rock, AR 72202 
Phone, including area code: (501) 313-4197 
Facsimile, including area code: (501) 916-9033 
Email address: Cheryl.Gardner@armarketplace.com 


Alternate Contact Information 
Name: John Norman 
Street Address: 221 West 2nd Street, Suite 700 
City, State, Zip: Little Rock, AR 72202 
Phone, including area code: (501) 313-4197 
Facsimile, including area code: (501) 916-9033 
Email address: John.Norman@armarketplace.com 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


PCG provides PMO and Consulting services for AHIM to 
assist in the transition to a State Based Marketplace and 
procurement of additional vendors. PCG has written 
numerous RFP’s including the IT vendor RFP and 
provided assistance in the evaluation process. We have 
established a Project Management Office which oversees 
the project and is responsible for reporting the project 
status. PCG has also assisted with identifying 
stakeholders and the development of outreach and 
marketing activities. PCG performed a needs assessment 
to determine requirements for the transition from a State 
Partnership Marketplace. Throughout the project life cycle, 
PCG has ensured that AHIM is compliant with state and 
federal regulations and provided options working within 
those constraints. 


Original Project/Contract Start Date: April 2014 
Original Project/Contract End Date: Present 
Original Project/Contract Value: $5,500,000 
Final Project/Contract Date: March 2016 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Project is projected to be completed according to original 
time allotted. 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Project is projected to be completed within or under the 
original budget/cost proposal. 
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Reference #: 3 


Company Name: Tennessee Division of Health Care Finance & Administration 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: Consultation Services Regarding Provider Payment Levels and 


Unsustainable Funding Mechanisms 
Primary Contact Information 


Name: William Aaron 
Street Address: 310 Great Circle Road 
City, State, Zip: Nashville, TN 37243 
Phone, including area code: (615) 507-6755 
Facsimile, including area code: N/A 
Email address: william.aaron@tn.gov 


Alternate Contact Information 
Name: N/A 
Street Address: N/A 
City, State, Zip: N/A 
Phone, including area code: N/A 
Facsimile, including area code: N/A 
Email address: N/A 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


The Tennessee Health Care Finance and Administration 
(HCFA) contracted with PCG to review the state’s extant 
Low Income Pool system under their current Medicaid 
waiver, and to prepare a report to CMS. 
 
The required report was to cover the following topics: 


• The history and background of each low income 
pool; 


• The funding stream, payment methodology, and 
pool amounts of each low income pool;  


• Calculated estimates of the Medicaid and 
Uninsured cost amounts experienced by 
Tennessee pool recipients; 


• Calculated estimates of the overall Medicaid and 
Uninsured shortfalls experienced by Tennessee 
pool recipients, with and without the 
supplemental payments from the pools; 


• An assessment of the impact of expanding 
Medicaid under the ACA on this shortfall; 


• Recommendations on the continued necessity of 
the pools if Medicaid were expanded; 


• Recommendation on other reforms or 
transformations of the existing pool system. 


 
 







February 19, 2016 State of Nevada, Purchasing Division 
Evaluation and Planning Services for the Potential 


Expansion of the Medicaid MCO Program 
  RFP # 2103 


 


 


Public Consulting Group, Inc. Page 80 
 


The services provided are: 
• PCG reviewed the structure, methodology and 


details of the pools under the waiver.  
• Using Medicaid claims data and Medicare HCRIS 


data, PCG developed and applied a detailed 
Medicaid cost calculation.  


• Applying the same methodology to uninsured 
claims data derived from the state hospital 
association, PCG also performed a detailed 
uninsured cost calculation.  


• Based on census data and information about the 
uninsured and Medicaid eligible populations, 
PCG projected the impact of Medicaid expansion 
on the hospital Medicaid system in Tennessee, 
and verified the continued need for the Low 
Income Pool systems.  


• Working closely with the state, PCG developed 
and submitted a detailed report covering the 
topics above to CMS on behalf of HCFA.  


• Working closely with the state, PCG developed 
and submitted internal recommendations for 
improvements to the allocation methodology and 
for the overall direction of the pool structure in 
the future. 


Original Project/Contract Start Date: June 2015 
Original Project/Contract End Date: Present 
Original Project/Contract Value: $190,130 
Final Project/Contract Date: Present 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Project is projected to be completed according to original 
time allotted. 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Project is projected to be completed within or under the 
original budget/cost proposal. 
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4.4 Vendor Staff Resumes 


 
PCG has included the names and execution structure of our proposed project staff below. The 
staff named in this section will be responsible for performing operational tasks, research, and 
implementation steps as developed with this engagement. In addition to the staff named below, 
PCG also offers a wide “bench” of subject matter experts, whose experience includes revenue 
cycle management, healthcare IT, clinical quality and performance, and alternative delivery 
systems including managed care and patient centered medical homes. 
 
Following the organizational chart below, is a resume formatted according to Appendix G for 
each proposed team member. 
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PROPOSED STAFF RESUME FOR RFP 2103 


A resume must be completed for all proposed prime contractor staff and proposed subcontractor 
staff. 


Company Name Submitting Proposal: Public Consulting Group, Inc. 
 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Richard Albertoni 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Manager 
# of Years in Classification: 1 # of Years with Firm: 6 


 
BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional experience. 
 
Rich Albertoni was previously employed as the Hospital and Pharmacy Section Chief and 
Deputy Director of the Bureau of Fiscal Management for Wisconsin Division of Health Care 
access and Accountability. He began working in the division and stayed until he left to join PCG 
in December 2011. During his years in Wisconsin, Mr. Albertoni helped lead efforts for various 
projects including a pharmacy benefit carve-out for managed care organizations. This was 
performed in close coordination with managed care organizations and saved $25 million in 
about a year and a half while maintaining continuity of care for members. 
 
While with PCG, Mr. Albertoni has continued to lead various engagements for Medicaid initiatives 
including engagements for states with managed care consulting services. For example, in 
Kentucky, Mr. Albertoni Provided overall leadership and direction for review of current Medicaid 
managed care compliance practices performed by the Cabinet and comparison of those to 
national best practices. This involved reviewing Medicaid agency staffing and organizational 
structure to assure consistency with managed care compliance goals and duties. 
 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 
 
Arkansas Health Insurance Marketplace 
State Based Marketplace Establishment (February 2014 – Present) 


Project: Supervise a team on nine consultants providing program and project 
management for all major design elements of the individual and small business state-
based marketplaces. Assisted Board of Directors with organizational establishment, led 
effort for approval of blueprint, grants and memoranda of understanding with other state 
agencies. Provided eligibility and enrollment information technology consulting. 
Responded to inquiries from legislators about role of the Marketplace in future state health 
policy innovations. 


 
Department of Health and Human Services, State of Delaware 
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Health Benefit Exchange Planning (April 2012 – Present) 
Serve as the lead project manager in PCG’s efforts to assist the State of Delaware with all 
planning activities for the establishment of a federal partnership health benefits exchange. 
Supervise the work of staff leading efforts to organize plan management and consumer 
assistance functions, managing the development of multiple Level 1 establishment grants 
and no cost extensions. Provide policy and operational consulting to both the Health and 
Insurance Departments. Analyze current benefit offerings and state mandates in 
comparison to the expected essential health benefits package. Identify options for 
establishing plan and navigator certification criteria. Identify critical timelines for 
Exchange policy and operational planning. 
 


New Hampshire Insurance Department 
Marketplace Plan Management (March 2013 – December 2014) 


Supervise PCG’s work providing Plan Management consulting services for New 
Hampshire’s Federal Partnership Exchange. This includes technical support of 
compliance examination and market analysis functions for Qualified Health Plan (QHP) 
certification. Work with staff from Compliance, Market Conduct, Rate Review and Legal to 
develop internal operational procedures and checklists for QHP certification process. 
Medicaid Expansion/Continuity of Coverage: Assist the Insurance Commissioner in 
establishing new regulatory approaches to the individual market, which will begin serving 
as the delivery system for the expanded Medicaid program in 2016. Provide strategies to 
assure continuity of care when members switch coverage between Medicaid and the 
Marketplace. 
 


New Hampshire Health Plan 
Marketplace Consumer Assistance (August 2013 – Present) 


Supervise PCG’s work providing consumer assistance consulting for New Hampshire’s 
Federal Partnership Exchange. This has included procuring marketplace assister and 
media services as well as training and overseeing the four statewide organizations 
providing consumer assistance. PCG assists the New Hampshire Health Plan board 
effectively administer Marketplace Consumer Assistance and utilize federal funding 
appropriately. 
 


Arkansas Insurance Department 
Qualified Health Plan Specialist (April 2012 – June 2015) 


Manage project to assist the Insurance Department with the design, development and 
implementation of a process to certify the qualified health plans that will be participating 
in Arkansas’ federal partnership exchange. Deliverables include providing issue briefs to 
frame key policy considerations, facilitating the Plan Management Advisory Committee 
and Federal Partnership Steering Committee meetings, and mapping plan management 
business process flows. Support Arkansas at federal gate and design review meetings, as 
well as with completion of the plan management section of Exchange Blueprint.  
 


Kentucky Cabinet for Health and Family Services 
Managed Care Compliance Consulting (July 2012 – June 2013) 


Provide overall leadership and direction for review of current Medicaid managed care 
compliance practices performed by the Cabinet and comparison of those to national best 
practices. Review Medicaid agency staffing and organizational structure to assure 
consistency with managed care compliance goals and duties. Provide implementation 
consulting to the Cabinet to support action items identified during the compliance review. 


 
Nevada Silver State Exchange 
Health Benefit Exchange Policy Consulting (November 2012 – March 2015) 
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Supervised development of issue briefs providing background and options related to 
Exchange policy considerations. Provide analysis of new federal regulations to assess 
their impact on the Exchange and prepare comments for the State. Draft model notices 
and other Exchange reference documents. Assisted with case reconciliations where 
carrier information did not align with Exchange information. 
 


Minnesota Department of Human Services 
Managed Care Evaluation (December 2012 – September 2013) 


Lead a study evaluating the value of managed care services for Minnesota public health 
care programs as compared to a fee-for-service delivery system. Drafted report for 
submission to the Legislature summarizing study findings. 
 


University Medical Center of Southern Nevada 
Hospital Waiver and Policy Consulting (July 2012 – June 2013) 


Provide consulting services to this safety net provider related to 1115 waivers and 
Affordable Care Act (ACA) policy guidance. Like many public hospitals, University Medical 
Center faces declining disproportionate share hospital funding as more individuals 
become insured under the ACA. However, funding is expected to decline more than rates 
of uninsured patients. PCG is working with UMCSN to assess policy and funding 
opportunities that might be realized under an 1115 waiver of other policy changes. The 
goal is to sustain the hospital during a time of significant program transition. 


 
State-Based Project Experience, State of Wisconsin 
Division of Health Care Access and Accountability (September 2003 – December 2011) 
 
Positions held at State of Wisconsin: 
 


Director, Bureau of Enrollment Policy and Systems (January 2010 – December 2011) 
 
Deputy Director, Bureau of Fiscal Management (November 2007 – January 2010) 
 
Pharmacy and Hospital Section Chief (September 2006 – November 2007) 
 
Pharmacy Budget and Policy Analyst (September 2003 – September 2006) 


 
Project Experience with State of Wisconsin: 
 


Health Exchange Screening and Eligibility:  
Directed the Health Insurance Exchange workgroup responsible for business 
requirement development related to integrated Medicaid and Wisconsin Health 
Benefits Exchange eligibility. The workgroup consisted of State subject matter 
experts and vendor systems staff. Business requirements addressed process 
flow for public-facing online application as well as back-end processes for 
connecting to external databases and the federal hub to determine eligibility and 
calculate tax credit amounts. 
 


Medicaid HMO Plan Management: 
Served as a key member of the state management team that administered and 
monitored contracts with fourteen managed care plans. This involved identification 
and implementation of quality benchmarks, review of provider network 
requirements, development of capitation rates, oversight of provider and member 
appeals, and supervision of the HMO enrollment process. During this time, 
Wisconsin rapidly expanded participation rates in Medicaid managed care and 
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modernized plan selection for greater consistency with commercial insurance 
enrollment processes.  


 
Southeast Wisconsin HMO Enrollment: 


Directed the eligibility functions related to Wisconsin’s first competitive 
procurement for managed care services, which focused on the Southeastern part 
of the state, inclusive of Milwaukee. The procurement process required 250,000 
members to re-choose a health plan in coordinated phases over a 90-day period. 
While a goal of the project was to maximize member choice, this initiative also 
required establishing an auto-enrollment process that assigned market-share 
targets to HMOs based on their proposal cost scores. The initiative was 
successful in saving an estimated $50 million in the biennium without continuity 
of care disruptions for members. 
 


Income Maintenance Regionalization: 
Helped lead the state’s effort to regionalize the county-based organizations that 
process and determine eligibility for Medicaid, the Supplemental Nutrition 
Assistance Program (SNAP), TANF and child care subsidies. The 72 county 
organizations successfully joined ten regional consortia which were certified in 
October 2011. 
 


CHIPRA Bonus Award: 
As the state’s CHIP Director, successfully led an effort to bring the state into 
compliance with the program requirements of the bonus award authorized in the 
Children’s Health Insurance Plan Reauthorization Act (CHIPRA). This resulted in 
a $21 million award that was issued to the state in December 2010. 
 


Hospital Assessment: 
Served as the state project manager for development and implementation of a 
hospital assessment that successfully yielded more than $100 million revenue 
for the state while increasing reimbursement revenue to high volume Medicaid 
hospital providers. Revenue generated through the hospital assessment became 
the cornerstone for funding the state’s Medicaid expansion waiver to childless 
adults. Duties included development of fee-for-service and managed care 
supplemental payments to hospitals using assessment revenue, facilitating CMS 
approval of state plan amendments and reimbursement methods and working 
with hospitals to maintain support of the initiative. 
 


Medicaid Childless Adults Waiver: 
Assisted with the development of the state’s 1115 waiver to expand Medicaid 
eligibility to low-income childless adults. Directed the strategy to maximize and 
use disproportionate share hospital (DSH) funding as the basis of the state’s 
budget neutrality demonstration. Helped develop the waiver terms and 
conditions. CMS approved the waiver in December 2008. By October 2009, the 
state had enrolled 65,000 uninsured individuals into the waiver. 
 


Hospital Pay for Performance: 
Led the effort to implement the state’s first performance-based payments to 
hospitals. Facilitated the approval of state plan amendments necessary to 
implement the payments, which allocated $5 million in segregated revenue 
generated through the hospital assessment. 
 


Adult Basic Health Plan: 
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Directed the development of a state-administered member-funded, non-Medicaid 
health benefit plan for childless adults who remained on the waiver waitlist after 
enrollment in the childless adults waiver was capped due to federal budget 
neutrality limitations. Worked with staff to develop the limited benefit plan 
offered under Basic. Coordinated CMS approval to allow Basic members with 
acute medical needs to bypass the waiver waitlist and enroll in the waiver. 
BadgerCare Basic had enrolled 6,500 members by December 2010. The 
experience of directing Basic provided many insights related to management of 
adverse selection of a low-cost coverage product. In March 2011, the state 
moved to no longer allow Basic members with acute medical needs to transition 
to the waiver. This required several premium adjustments for Basic members in 
2011 to maintain program solvency. 
 


Public Provider Claiming: 
Directed efforts to improve the process under which the state completed cost 
settlements for state hospitals. Independently determined that the state had 
overlooked making settlement claims for its university hospital for past years. 
This finding resulted in a successful $30 million federal funding settlement claim. 
 


Pharmacy Benefit Carve-Out: 
Directed the design and development of a state budget initiative to carve the 
pharmacy benefit out of managed care in order to maximize manufacturer rebate 
revenue. This effort required close coordination with the managed care 
organizations during the benefit transition. The initiative was successfully 
implemented in February 2008 and saved $25 million through June 2009 while 
maintaining continuity of care for members. The change was embraced by the 
state’s pharmacy mental health advisors, which included consumers, because it 
provided transparency and uniformity to the state formulary. 
 


Pharmacy Preferred Drug List: 
Coordinated an initiative that enrolled Wisconsin into a pool of states that 
collaborated to negotiate supplemental rebates from drug manufacturers. 
Directed staff efforts to complete the twice-annual class reviews by the state’s 
prior authorization advisory committee, which made recommendations for 
inclusion of products on the state’s preferred drug list. The initiative became the 
primary method of state cost containment related to pharmacy benefits. 
 


Pharmacy Feedback Project: 
Led a state effort to send utilization review letters to prescribers who were 
deviating from recommended standards of care related to pediatric mental health 
medications.  
 


SeniorCare Waiver Renewal: 
Helped lead the effort to gain approval for renewal of the SeniorCare pharmacy-
only benefit waiver in 2007. SeniorCare leverages Medicaid pricing discounts, 
manufacturer rebates, member cost-sharing and state and federal revenue to 
provide pharmacy benefits to seniors as an alternative to Medicare Part D. The 
program was initiated before the passage of Part D, but continues to provide 
benefits today. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 
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Santa Clara University 
Bachelor of Arts in English, 1986 
 
University of Washington at Seattle 
Master of Public Administration, 1990 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.  
 
Cheryl Gardner, Executive Director 
Arkansas Health Insurance Marketplace 
221 W. 2nd Street, Suite 700 
Little Rock, AR 72201 
(801)209-9707 
 
Alex Feldvebel, Deputy Commissioner 
New Hampshire Insurance Department 
21 South Fruit Street, Suite 14, 
Concord, NH 03301 
(603)271-2261 
 
Rita M. Landgraf, Cabinet Secretary 
Department of Health and Social Services 
1901 N. DuPont Highway 
New Castle, DE 19720 
(302) 255-9049 
(302) 255-4430 
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PROPOSED STAFF RESUME FOR RFP 2103 


A resume must be completed for all proposed prime contractor staff and proposed subcontractor 
staff. 


Company Name Submitting Proposal: Public Consulting Group, Inc. 
 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Christian Jones 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Senior Consultant  
# of Years in Classification: 4.5 # of Years with Firm: 4.5 


 
BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional experience. 
 
Mr. Jones, a senior consultant, currently manages PCG’s Denver, CO office. He serves as PCG’s 
project manager for a number of projects in the state of Colorado, including the state’s landmark 
Medicaid expansion of 2009. Mr. Jones also serves as the project for PCG’s engagement with the 
Arkansas Health Insurance Marketplace (AHIM), the state’s health insurance exchange, and 
manages all aspects of policy consulting. Christian has experience helping states with other 
aspects of the Affordable Care Act, including modeling Medicaid expansion for the state of Utah. 
Prior to joining PCG, Mr. Jones worked with America’s Health Insurance Plans (AHIP), serving as 
the Director of Legislative and Regulatory Affairs for the national health insurance trade 
association in Washington DC. He holds a MBA from the University of British Columba and a 
Bachelor’s Degree in Political Science from Penn State University.  
 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 
 
Arkansas Health Insurance Marketplace 
Marketplace Plan Management / Exchange System Development (March 2015 – Present): Senior 
Consultant 


Project: Serve as project management office for establishment and operations of the 
Arkansas Health Insurance Marketplace, a state-based marketplace serving to administer 
the Small Group Health Options (SHOP) health insurance market. 
Mr. Jones: Serves as the Project Manager for AHIM to develop and assist in the 
implementation of a State Based Marketplace (SBM) from a State Partnership Marketplace 
(SPM). This includes overseeing the tasks of setting up a project management office 
(PMO), inventorying key decisions related to a marketplace the state had made thus far, 
performing a needs assessment, and providing key project support. Specifically, Mr. 
Jones has overseen the managing and updating of key Activities Roadmap, Performing 
Financial Sustainability Analysis, writing RFPs to onboard contractors, supporting 
ongoing negotiations with Arkansas Department of Human Services, and designing a 
Consumer Assistance Program. 
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State of Colorado, Department of Regulatory Agencies 
Network Adequacy Study (June 2014- Current): Senior Consultant 


Project: a review and analysis of the adequacy of current healthcare provider networks 
across the State of Colorado. 
Mr. Jones: Served as the Project Manager for the Network Adequacy review of Plan Year 
2014 data. Project focused on a review and analysis of the adequacy of current healthcare 
provider networks across the State of Colorado. Focus was placed on composition of 1) 
provider networks in different geographic areas (urban vs. rural), 2) the similarities and 
differences between networks offered inside of Connect for Health Colorado and networks 
offered in the marketplace outside of the Exchange, 3) issues in specific geographic 
regions of the state, and 4) analyzed specific carrier’s networks where provider coverage 
may be insufficient to ensure adequate access to care. Network provider data was 
collected from carriers, cleansed, placed in a template and mapped using a GIS software 


 
State of Colorado, Department of Health Care Policy and Financing 
Medicaid Consulting (April 2011- Current) 
 


Medicaid Expansion: Senior Consultant 
Project: Advise HCPF on policy decisions and financial implications of the state’s 
Medicaid expansion program. The state is expanded its current program to include 
coverage for Adults without Dependent Children and a Buy-In population. 
Mr. Jones: Provide project management including meeting with client, making project 
plans, leading negations with CMS and all other aspects of project direction. 


 
Hospital Provider Fee Consulting Services: Senior Consultant 
Project: Provide state with analytical and policy support for programs being funded by the 
provider fee, including expansions of Medicaid benefits to Adults without Dependent 
Children and a Medicaid Buy-in Program. 
Mr. Jones: Provide analytical support to state and PCG project teams and run stakeholder 
relations. 
 
State Demonstration to Integrate Care for Dual Eligible Clients: Senior Consultant 
Project: Write a proposal to CMS to integrate care for eligible individuals for both Medicare 
and Medicaid in the state.  
Mr. Jones: Provide project management, help to write project proposal, participate in 
stakeholder and policy setting meetings as well as analysis of claims data for these 
individuals. 
 


State of Colorado, Department of Human Services 
Substance Use Disorder Coding and Auditing Manual (April 2012 – June 2014): Senior Consultant 
 Project: Update the state’s substance use disorder benefit and related coding manual. 


Mr. Jones: Managed multiple phases of the project: Phase 1) Created uniform service 
coding standards for substance use disorders, Phase 2) Development of a uniform cost 
calculation for the costs of SUD services, Phase 3) Development of a SUD treatment 
service valuation methodology, and Phase 4) Create a web based application 
incorporating all of the phases. Involved in background research reports, stakeholder 
engagement, and coding manual development. 


 
State of Utah, Department of Health 
Medicaid Expansion Cost Benefit Analysis (October 2013-May 2014): Senior Consultant 


Project: Provide holistic analysis of the impact of ACA Medicaid expansion on the State of 
Utah. Including economic modeling of how increase of federal dollars will affect state’s 
economy. 
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Mr. Jones: Led modeling a Medicaid Expansion Cost / Benefit Analysis for the state of 
Utah. Multiple expansion possibilities were modeled including high and low enrollment 
rates, differing benefit packages, and expansion to differing federal poverty level limits. 
Collected and analyzed data from the CPS March 2012 ASEC Supplement, the Utah 
Department of Health, and the Utah Department of Workforce Services. Inputted data into 
the PCG Medicaid Expansion Simulation Model in performing the necessary calculations 


 
State of Wyoming, Department of Health 
Medicaid Options Study Research (December 2012-March 2013): Senior Consultant 


Project: Provide research, as requested by the legislature, into varying scenarios 
Wyoming Medicaid may want to pursue including the introduction of managed care. 
Mr. Jones: Project manager for research project into Wyoming Medicaid. Assisted in 
background research and drafting three Medicaid Options Reports. The three reports 
focused on a Health Home Analysis, Section 1115 Waiver Analysis, and Managed Care in 
Wyoming. The reports provided an overview of the current situation in Wyoming and also 
provided future recommendations. 


 
State of Idaho, Idaho Health Insurance Exchange 
Professional Services Consulting (May 2012-January 2014): Senior Consultant 


Project: Provide holistic consulting for the creation of a State Based Marketplace in Idaho 
including policy development, proposal writing, and interagency negotiations. 
Mr. Jones: Project manager for PCG’s engagement with the Idaho health insurance 
exchange. Led PCG’s efforts to procure a technology solution for the exchange which 
included writing and evaluating the RFP. Interfaced with affected state agencies including 
DHW and DOI. Oversaw writing of federal grants, out year budget creation, consumer 
assistance efforts, and relations with the Board of Directors. 


 
Silver State Health Insurance Exchange, State of Nevada 
Exchange Navigator Heuristics Development (June 2012 – September 2012): Senior Consultant 


Project: Supplied the Nevada Exchange with a report containing heuristics used by 
experienced health insurance industry professionals to assist consumers with plan 
selection. 
Mr. Jones: Assisted in report development. Supported report findings to be used to direct 
and train Navigators and other Exchange team members. Provided guidance to inform and 
empower consumers to select a health plan to meet their needs. 
 


Department of Health and Human Services, State of Delaware 
Health Benefit Exchange Planning (June 2012 – February 2013): Senior Consultant 


Project: Plan activities for the establishment of a federal partnership Health Insurance 
Marketplace, in compliance with the Patient Protection and Affordable Care Act. 
Mr. Jones: Managed the development of the Level 1 establishment grant and the 
Implementation Advance Planning Document (IAPD). Provided policy and operational 
consulting to both the Health and Insurance Departments that involves analyzing current 
benefit offerings and state mandates in comparison to the expected essential health 
benefits package, identifying options for marketplace structures, establishing criteria for 
plan and navigator certification and identifying critical timelines for Exchange policy and 
operational planning 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
The University of British Columbia 







February 19, 2016 State of Nevada, Purchasing Division 
Evaluation and Planning Services for the Potential 


Expansion of the Medicaid MCO Program 
  RFP # 2103 


 


 


Public Consulting Group, Inc. Page 91 
 


Master’s Degree in Business Administration 
Vancouver, BC 
December 2010 
 
Pennsylvania State University 
Bachelor of Arts, Political Science 
May 2000 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.  
 
Cheryl Gardner 
Executive Director 
Arkansas Health Insurance Marketplace 
221 W. 2nd Street, Ste.700 
Little Rock, AR 72201 
P: (501) 313-4197 
F: (501) 916-9033 
Cheryl.Gardner@ARMarketplace.com 
 
Chris Underwood 
Office Director of the Health Information Office 
Colorado Department of Health Care Policy and Finance 
1570 Grant Street 
Denver, CO 80203 
P: (303) 866-2993 
F: (303) 866-4411 
chris.underwood@state.co.us 
 
Jed Ziegenhagen 
Director for the Office of Community Living 
Colorado Department of Health Care Policy and Finance 
1570 Grant Street 
Denver, CO 80203 
P: (303) 866-2993 
F: (303) 866-4411 
jed.ziegenhagen@state.co.us 
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PROPOSED STAFF RESUME FOR RFP 2103 


A resume must be completed for all proposed prime contractor staff and proposed subcontractor 
staff. 


Company Name Submitting Proposal: Public Consulting Group, Inc. 
 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Ashley Odom 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Senior Consultant 
# of Years in Classification: 2 # of Years with Firm: 6 


 
BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional experience. 
 
Ashley Odom is a Senior Consultant at Public Consulting Group specializing in public health 
policy, delivery reform, and state program implementation. She is the project manager for PCG’s 
delivery reform consulting scope of work with the Mississippi Department of Medicaid, and the 
team lead for the New York DSRIP program quality performance measurement and data analytics 
in PCG’s Independent Assessor role. Her experience with 1115 Waiver initiatives also includes 
supporting the Arkansas Insurance Department with integration of private health insurance plan 
offerings with the state’s innovative 1115 Waiver Medicaid Expansion program referred to as 
“Private Option”.  
 
She previously assisted state Medicaid agencies in identification and recovery of millions of 
dollars in fraudulent Medicaid billing, primarily with the North Carolina Division of Program 
Integrity. In these engagements, she served as technical lead, managing claims data analysis, 
large-scale web-based system implementation, statistical sampling and extrapolation, and 
testified in administrative court on behalf of the State.  Ashley has worked to streamline business 
processes and automation within all projects and uses extensive policy research to inform data 
analysis or business process decisions.  
 
Ashley graduated from Duke University with an interdisciplinary major in Computer Science and 
Public Policy. She received her MBA from Clark University in 2014. Her undergraduate curriculum 
and course project work emphasized data analysis, database development, and quantitative 
research. Additionally, her coursework completed through the Sanford School of Public Policy 
included economic analysis, policy frameworks, and effective modes of written communication. 
Her MBA coursework at Clark University emphasized public administration, budgeting, and ethical 
decision-making.  
 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 
 
State of Mississippi, Division of Medicaid (DOM) 
Healthcare Delivery Systems Consultant (October 2015- Present) 
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Project Manager for MS delivery system reform consulting: provide technical assistance 
and consulting services in the administration of current Medicaid and Children’s Health 
Insurance Program (CHIP) coordinated care programs. In addition provide research and 
analytical services in the design, development, and implementation of new healthcare 
delivery initiatives. Support DOM in strategic delivery system reform decisions and 
operational process and technology management. 


 
State of New York, Department of Health (DOH) 
Delivery System Reform Incentive Payment Program (September 2014 – Present) 


Project: The main goal of DSRIP program is to achieve a 25 percent reduction in avoidable 
hospital use over five years through the expansion of community based care. PCG was 
contracted to serve as Independent Assessor for 1115 Medicaid transformation waiver 
reform efforts. PCG is working with the state, providers, stakeholders, and other agencies 
to help assess the implementation of multiple health home and integrate delivery reform 
initiatives. 
Ms. Odom: Project lead for development of quality performance evaluation plan, data 
analytics, and information systems in PCG’s Independent Assessor role. Evaluated PPS 
baseline performance on key quality indicators. Responsible for execution of key project 
deliverables, including development of oversight requirements for $12B state funding to 
25 large hospital-led Performing Provider Systems (PPSs). Develops oversight 
requirements for areas such as: PPS Governance, Workforce Development, Financial 
Sustainability and Flow of Funds, Technology Infrastructure, and project compliance. 
Develops quality measure specification procedures for NQF quality measure baselines 
and performance as part of Pay for Performance payment methodology. 


 
State of Arkansas Insurance Department Health Insurance Rate Review Department (HIRRD) Grant 
Management and Regulatory Consulting (December 2014 – December 2015) 


Project: Assists HIRRD in managing execution and oversight of CMS Rate Review grants, 
including Cycle IV grant funding for medical price transparency and data center initiatives. 
Provides feedback and supportive oversight of All Payer Claims Database initiative. 
Additionally, conducts business process analysis of rate review procedures, including 
integration with carrier filing software (SERFF) and the AR Health Connector. 
Ms. Odom: Oversaw re-budgeting of grants in coordination with CMS and the AR 
legislature appropriation process and development of internal financial tracking tool. 


 
State of Arkansas Insurance Department, Arkansas Health Connector 
Health Benefits Exchange Plan Management Consulting (August 2012 – Present) 


Project: Provides policy guidance and leadership for AID Plan Management stakeholder 
committee; Responsible for successful state review and submission of Qualified Health 
Plans (QHPs) offered in the Marketplace including integration with the AR Private Option 
Program; Analyzes and facilitates business processes, support systems, and integration 
with the federal Marketplace. 
 
Ms. Odom: Wrote plan management blueprint for CMS approval, supported CMS 
marketplace reviews, authored actionable QHP policy briefs including topics such as 
Network adequacy standards, Habilitative services, the Essential Health Benefits package, 
and Small Business Health Options Program (SHOP). On an ongoing basis, reviews AID 
legal bulletins and comments on CMS proposed rules. Annually compiles plan data, 
premium rates, and APTC subsidy scenarios into comprehensible report for public 
distribution. Previous work also includes similar assistance with the New Hampshire and 
Delaware Departments of Insurance. 


 
State of North Carolina, Division of Medical Assistance (DMA) 
Program Integrity for Medicaid Post-Payment Case Review and RAC 
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Project: Provided policy and technical leadership in conducting post-payment compliance 
reviews for Medicaid services, including community-based Mental Health and Personal 
Care Services, Durable Medical Equipment, CAP waiver programs, Ambulance, Dental, 
Home Health, and Hospice services. 
 
Ms. Odom: Designed operational processes and managed software development life cycle 
for web-based multi-user case management system. Additionally performed statistical 
sampling and extrapolation of Medicaid claims.  


 
State of North Carolina, DMA Office of Administrative Hearings 
Medicaid Due Process Appeals Consulting 


Ms. Odom: Supported online clearinghouse used to coordinate documentation and 
information between NC DHHS and the Office of Administrative Hearings. Developed and 
managed utility software applications to increase the efficiency of the document upload 
and document management processes.  


 
PROFESSIONAL BACKGROUND 
 
Community Reinvestment Association of North Carolina (CRA-NC) 
Policy Analysis and Data Research  


Advised CRA-NC on data analysis best practices, formulated queries and data reports to 
aid in identifying trends in FFIEC Home Mortgage Disclosure Act (HMDA) information. 
Contributed sections of written analysis in yearly report produced by CRA-NC.  


 
SOFTWARE PROFICIENCY 


• SAS Visual Analytics 
• Microsoft SQL Server 
• Tableau 
• Visual Studio, Eclipse 
• Visual Basic, Java 
• NAIC SERFF plan management web tool 
• JavaScript, PHP, MySQL, HTML 
• Microsoft Office (including Access) 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Clark University 
Master of Business Administration, 2014 
 
Duke University 
B.A. in Public Policy and Computer Science, 2009 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.  
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Chantel Allbritton 
Marketplace Compliance Officer 
Arkansas Department of Insurance 
(501) 683- 4170 
chantel.allbritton@arkansas.gov 
 
Will Crump 
Mississippi Division of Medicaid 
Executive Administrator 
(601) 359-9276 
Will.crump@medicaid.ms.gov 
 
Carlos Cuevas 
Senior Policy Advisor to the NYS Medicaid Director 
New York Department of Health 
(518)380-3772 
Carlos.cuevas@health.ny.gov 



mailto:chantel.allbritton@arkansas.gov

mailto:Will.crump@medicaid.ms.gov





February 19, 2016 State of Nevada, Purchasing Division 
Evaluation and Planning Services for the Potential 


Expansion of the Medicaid MCO Program 
  RFP # 2103 


 


 


Public Consulting Group, Inc. Page 96 
 


 
PROPOSED STAFF RESUME FOR RFP 2103 


A resume must be completed for all proposed prime contractor staff and proposed subcontractor 
staff. 


Company Name Submitting Proposal: Public Consulting Group, Inc. 
 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Alicia S. Holmes 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Consultant 
# of Years in Classification: 1 # of Years with Firm: 4 


 
BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional experience. 
 
Alicia Holmes is a Senior Advisor located in our Boston office. Ms. Holmes has 10 years of 
experience working in health research and healthcare management. During her time at PCG, Ms. 
Holmes has provided subject matter expertise to support state healthcare reform efforts, 
including policy development and implementation planning for health insurance marketplaces, 
Medicaid expansion, managed care expansion, and Medicaid Patient Centered Medical Homes. 
Her policy development experience includes planning and execution of key communication 
strategies that effective engage both internal and external stakeholders. Prior to rejoining PCG in 
2015, Ms. Holmes was Director of Program Development for CVS Health’s Health System Alliances 
team, focused on improving collaboration with health systems and primary care providers. Ms. 
Holmes led development of a suite of program offerings that were designed to 1) support provider 
population health strategies by providing timely, actionable data to collaborating health systems, 
2) reduce total medical expense by offering low cost, preventive care to those with chronic 
conditions, and 3) enhance both the quality and experience of care by improving communication 
among providers and targeting interventions to address the needs of rising risks patients.  
 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 
 
Division of Medicaid, State of Mississippi 
Healthcare Delivery System Consultant (October 2015 – Present): Senior Advisor 


Project: Retainer agreement to assist provide technical assistance and consulting 
services in the administration of Medicaid and Children’s Health Insurance Program (CHIP) 
managed care programs. Provide research and analytical services in the design, 
development, and implementation of new healthcare delivery initiatives.  
Ms. Holmes: Drafted letter to CMS in support of the State’s alternative hospital payment 
program that intends to replace the supplemental payments previously made under fee-
for-service. Developed research brief framing access to care as a critical and foundational 
value driver for Mississippi health care. Overseeing the development of an organizational 
analysis to help transition Division of Medicaid operations to support managed care 
expansion. 







February 19, 2016 State of Nevada, Purchasing Division 
Evaluation and Planning Services for the Potential 


Expansion of the Medicaid MCO Program 
  RFP # 2103 


 


 


Public Consulting Group, Inc. Page 97 
 


 
CVS Health 
Health System Alliances Department (May 2013 – October 2015): Director, Program Development 


Department: Improve collaboration with health systems and primary care providers as a 
responsible, supportive part of the medical neighborhood. 
Ms. Holmes: As Director of Program Development, Ms. Holmes led development of a suite 
of program offerings that were designed to 1) support provider population health 
strategies by providing timely, actionable data to collaborating health systems, 2) reduce 
total medical expense by offering low cost, preventive care to those with chronic 
conditions, and 3) enhance both the quality and experience of care by improving 
communication among providers and targeting interventions to address the needs of 
rising risks patients. Ms. Holmes also led development and execution of her department’s 
program evaluation strategy, synthesizing qualitative feedback from program participants 
to inform ongoing development efforts and improve existing services. 


 
Department of Health and Social Services, State of Delaware  
Health Insurance Exchange Planning (January 2011 – May 2013): Senior Consultant 


Project: Assist the State of Delaware in all planning activities for the establishment of a 
health insurance exchange in compliance with the Patient Protection and Affordable Care 
Act.  
Ms. Holmes: Led development of consumer assistance program to support integrated 
eligibility and state use of the federal marketplace. Led stakeholder engagement efforts, 
conducting public comment sessions, focus groups, and town hall meetings to gather 
input on proposed policy decisions. Supported drafting of applications for additional 
Exchange funding opportunities.  


 
Wyoming Insurance Department, State of Wyoming 
Health Insurance Exchange Planning (December 2012 – March 2013): Senior Consultant 


Project: Assist the State of Wyoming in all planning activities for the establishment of a 
health insurance exchange. Ensure compliance with the Patient Protection and Affordable 
Care Act. 
Ms. Holmes: Led feasibility analysis to determine to what extent the State could support 
an insurance marketplace and explore options for achieving compliance with federal 
regulations, including the development of a financial model for Exchange sustainability 
and development of a budget for additional Exchange funding opportunity. Conducted 
town hall meetings to inform the public of the State’s planning activities and gather input 
on key policy decisions. 
 


Division of Insurance, State of Alaska  
Alaska Health Insurance Exchange Feasibility Study: (February 2012 – June 2012): Consultant 


Project: Assist the State of Alaska in all planning activities for the establishment of a 
health insurance exchange. Ensure compliance with the Patient Protection and Affordable 
Care Act. 
Ms. Holmes: Led feasibility analysis to determine to what extent the State could support 
an insurance marketplace and explore options for achieving compliance with federal 
regulations, including special considerations to serve the Alaskan Native population. 
Conducted town hall meetings to inform the public of the State’s planning activities and 
gather input on key policy decisions. 


 
Arkansas Insurance Department 
Health Insurance Exchange Planning and Implementation (September 2012 – May 2013): Senior 
Consultant 
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Project: Assist the State of Arkansas in all planning activities for the establishment of a 
health insurance exchange. Ensure compliance with the Patient Protection and Affordable 
Care Act. 
Ms. Holmes: Supported development of plan management policies, including essential 
health benefits determination. Participated in all committee meetings to inform 
constituents of the State’s planning efforts and gain valuable input. 
 


Hawaii Health Connector, State of Hawaii 
Health Insurance Exchange Planning (October 2012 – May 2013): Senior Consultant 


Project: Assist the State of Hawaii in all policy planning activities for the establishment of 
a health insurance exchange. Ensure compliance with the Patient Protection and 
Affordable Care Act. 
Ms. Holmes: Developed blueprint for consumer assistance services, including special 
considerations to effectively serve the Native Hawaiian population. 


 
Department of Health Care Policy and Financing, State of Colorado  
Medicaid Coverage Benefits Redesign (May 2010 – December 2010): Consultant 


Project: Assist the State in revising benefits coverage definitions for behavioral health and 
transportation services for the fee for service population. 
Ms. Holmes: Researched current evidence based best practices and redrafted statements 
of coverage for state approval.  
 


Medicaid Early Expansion Analysis (April 2011 – January 2012): Consultant 
Project: Provided financial and policy analysis to support the State’s early expansion of 
Medicaid to adults without dependent children. 
Ms. Holmes: Supported development of financial model to provide limited coverage to the 
adults without dependent children population prior to full expansion of Medicaid.  


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Vermont 
Burlington, VT 
Master of Business Administration 
May 2009 
 
University of Vermont 
Burlington, VT 
Bachelor of Science, Molecular Genetics 
May 2005 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.  
 
Elizabeth Morse 
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Chief of Staff, MassPort 
1 Harborside Drive, Suite 200S 
East Boston, MA 02128 
P: (617)571-2421 
F: (617) 568-5000 
elizmorse@aol.com 
 
Stephen Groff 
Director, Delaware Division of Medicaid and Medical Assistance 
1901 North DuPont Highway 
New Castle, DE 19720 
P: (302)255-9500 
F: (302)255-4454 
Stephen.Groff@state.de.us 
 
Zane Chrisman 
Attorney Plan Management Specialist, Arkansas Insurance Department 
1200 W. Third Street 
Little Rock, AR 72201 
P: (501) 683-7236 
F: (501) 371-2618 
Zane.Chrisman@arkansas.gov 
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PROPOSED STAFF RESUME FOR RFP 2103 


A resume must be completed for all proposed prime contractor staff and proposed subcontractor 
staff. 


Company Name Submitting Proposal: Public Consulting Group, Inc. 
 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Linh Le 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Senior Consultant 
# of Years in Classification: 5 # of Years with Firm: 10 


 
BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional experience. 
 
Linh Le, a Senior Consultant with PCG’s Health Care Financing Solutions practice area, has ten 
years of experience in assisting state agencies and healthcare providers with financial and 
accounting processes for the purpose of minimizing states’ liability for health care expenditures. 
Mrs. Le has assisted multiple state government agencies in implementing revenue enhancement 
initiatives such as rate setting enhancements, Upper Payment Limit (UPL) opportunities, provider 
assessment services, payment transformation services, and Medicaid administrative claiming to 
maximize Medicare, Medicaid, and commercial payer revenues. Mrs. Le has also helped more than 
20 hospitals to increase revenues by completing come-behind billing services, and has overseen 
the billing operations of several hospitals. Due to this hands on experience, Mrs. Le understands 
the various reimbursement systems utilized by Medicare, Medicaid, and commercial carriers. Mrs. 
Le has extensive experience in revenue maximization project management and applies best 
practices to ensure that project goals and milestones are successfully completed. 
 
Mrs. Le’s rate setting work in Wisconsin, Colorado, and Texas has included calculating inpatient 
and outpatient hospital rates, conducting claims analysis with expertise in MMIS data analysis, 
calculating outpatient and laboratory settlements, calculating CPE, calculating provider 
assessments, addressing providers’ inquiries pertaining to hospital reimbursement issues, cost 
reporting, and performing calculations involved in setting rates. Regarding inpatient and 
outpatient hospital rate setting, Mrs. Le has overseen the development of payment weights and 
rates for Diagnosis Related Groups (DRGs) and the implementation of Enhanced Ambulatory 
Patient Groups (EAPGs). This involved analyzing paid claims data and cost reporting data to 
establish appropriate weights and rates. 
 
Mrs. Le’s work in Tennessee and Mississippi has included payment transformation consulting 
services with a focus on assisting the Medicaid agencies with preserving supplemental funding 
streams by the federal government and evaluating value based purchasing payment systems as 
part of the payment transformation. Mrs. Le holds a bachelor’s degree in Electrical Engineering 
with a concentration in Management and Productions from The University of Texas at Austin. 
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RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 
 
Department of Health Services, State of Wisconsin 
Hospital Rate Setting and Related Services (July 2008 – December 2015): Project Manager 


Project: Assisted in establishing Medicaid inpatient and outpatient payment rates for 
hospitals. This work consisted of the development of Diagnosis Related Groups (DRGs) 
weights and rates and Enhanced Ambulatory Patient Groups (EAPGs) weights and rates. 
Assisted in the completion of outstanding outpatient Critical Access Hospital (CAH) cost 
settlements, outpatient and lab settlements, Certified Public Expenditures (CPE) 
calculations, and state-operated cost settlements. Assisted in the enhancement of current 
Upper Payment Limit calculations to public and private hospitals by reviewing the current 
UPL payment methodology to hospitals and implementing changes which resulted in 
increased payments to the public and private hospitals. Assisted DHS in the development 
of a hospital assessment to support provider payment increases, funding for Medicaid 
expansion through a childless adults waiver, Medicaid strategic initiatives and on-going 
program funding during budget shortfalls. Lead aggregate hospital Upper Payment Limit 
calculations to support proposed payment increases and the financial modeling to 
determine the net hospital-specific impact of the assessment and payment increases. 
Performed federal broad-based waiver test (p1/p2) to allow the state to exclude psychiatric 
hospitals from the assessment. 
Mrs. Le: Managed the day to day operations to ensure the successful completion of 
deliverables, included leading 6-person team. Provided the overall quality assurance of 
project tasks and external communications. Served as the main contact for DHS, included 
attending and presenting at on-site public meetings. Coordinated and lead weekly status 
meetings with DHS.  
 


Department of Health Care Policy and Finance, State of Colorado 
Hospital Inpatient Rate Reform and Outpatient Payment Reform (January 2012 – Present): Project 
Manager 


Project: Assisted in the implementation of an APR-DRG system for inpatient hospital 
reimbursement. Analyzed prior period claims in 3M grouper software in order to calculate 
appropriate APR-DRG weights. Presented draft weights and impact analyses to hospitals 
prior to implementation. In addition, directed an assessment to transform the outpatient 
hospital payment system. Overseeing the current implementation of an EAPG 
reimbursement system. Assisting in the calculation of inpatient hospital rates for specialty 
hospitals, including the complete modeling of the fiscal impact the new rates will have on 
the overall spending. 
Mrs. Le: Leading a 5-person team to ensure the successful completion of deliverables. 
Providing the overall quality assurance of project tasks and external communications. 
Providing consulting services to client for items related to rate reform. 
 


Hospital Provider Fee Consulting Services (January 2012 – June 2015): Project Manager 
Project: Provided analytical and regulatory support throughout the development and 
approval of the hospital provider assessment. Participated in internal meetings with state 
staff on a weekly basis to prepare for monthly Board meetings. Supported the state in 
obtaining a waiver of a uniform tax rate (b1/b2) by providing technical expertise in 
payment modeling. Provided technical assistance in the development of the statewide 
Hospital UPL that served as the limit for hospital payments. Assisted the state with 
Medicare 2552 hospital cost report data aggregation. 
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Mrs. Le: Lead a 3-person team to ensure the successful completion of deliverables. 
Provided the overall quality assurance of project tasks and external communications. 
Provided consulting services to client for items related to hospital assessment and UPL. 


 
Health and Human Services Commission, State of Texas 
EAPG Implementation (July 2014 – Present): Project Manager 


Project: Assisting in establishing Medicaid outpatient payment rates. This work consist of 
the implementation of Enhanced Ambulatory Patient Groups (EAPGs) weights and rates.  
Mrs. Le: Leading a 3-person team to ensure the successful completion of deliverables. 
Providing the overall quality assurance of project tasks and external communications. 
Providing consulting services to client for items related to EAPGs and rate development. 


 
Health and Human Services Commission, Department of Assistive and Rehabilitation Services 
(DARS), State of Texas 
Medical Rate Analysis (August 2008 – January 2009): Project Lead 


Project: Assisted in the analysis of DARS current payment methodology for inpatient 
hospital services rendered by contracted hospitals and ambulatory surgical centers. PCG 
provided recommendations which allowed DARS to establish a consistent payment 
methodology for providers across the state of Texas. Responsible for developing an 
inpatient rate calculation database utilizing Medicare cost report data for DARS as part of 
the implementation of the recommendations PCG provided. 
Mrs. Le: Lead a 3-person team to ensure the successful completion of deliverables. 
Provided the overall quality assurance of project tasks and external communications. 
Provided consulting services to client for items related to rate analysis and contracting 
languages. 


 
Comprehensive Rehabilitation Services (CRS) (November 2014 – Present): Project Manager 


Project: Assisting DARS to finalize the service arrays as part of the services affected by 
the rate setting redesign process. Implementing a rate setting methodology for the CRS 
program service arrays. 
Mrs. Le: Leading a 4-person team to ensure the successful completion of deliverables. 
Providing the overall quality assurance of project tasks and external communications. 
Presenting outcomes at public meetings on behalf of the client. Providing consulting 
services to client for items related to CRS program service arrays and rate setting. 


 
Health and Human Services Commission, State of Texas 
Immunization Billing Consulting Services (January 2013 – December 2013): Project Manager 


Project: Provided consulting services to HHSC for the development of a strategic 
implementation plan for the Texas Department of State Health Services (DSHS) 
Immunization for regional and local health departments to bill health insurance plans for 
financial reimbursement for immunization services provided to health plan members. This 
included reporting on current laws and regulations concerning health care billing in Texas, 
surveying local health departments and health service regions health clinics to 
understand their existing billing systems, assess and evaluate internal and external billing 
systems, and reported on the potential financial return for billing third party payers. 
Mrs. Le: Lead a 3-person team to ensure the successful completion of deliverables. 
Provided the overall quality assurance of project tasks and external communications. 
Provided consulting services to client for items related to immunization billing. 


 
Department of Aging and Disabilities, State of Texas 
Medicaid Estates Recovery (March 2006 – June 2007): Project Lead 


Project: Resolved client information from multiple databases to produce a MERP case in 
preparation for mailing NOI for State recuperation. Developed and formalized procedures 
for preparation, review, and closing of MERP cases. Act as fiduciary on behalf of TX DADS 







February 19, 2016 State of Nevada, Purchasing Division 
Evaluation and Planning Services for the Potential 


Expansion of the Medicaid MCO Program 
  RFP # 2103 


 


 


Public Consulting Group, Inc. Page 103 
 


in probate court. Managed organizational relationships between DADS agents, PCG 
partners, and representatives of affected estates. Maintained operational integrity of the 
Medicaid Estates Recovery Program from the collection and organization of data up to 
claims recovery, including staff management. 
Mrs. Le: Lead a 2-person team to ensure the successful completion of deliverables. 
Provided the overall quality assurance of project tasks and external communications. 
Presented outcomes and lead status meetings with the client. 


 
Department of Mental Health & Mental Retardation, State of Alabama 
Revenue Maximization (July 2007 – August 2010): Project Lead 


Project: Responsible for the implementation of a Medicare Part B all inclusive billing 
methodology for state owned and operated facilities. This work consisted of the 
completion of patient billing responsibilities, including the implementation of an 
automated process to submit claims electronically. 
Mrs. Le: Lead a 3-person team to ensure the successful completion of deliverables. 
Provided the overall quality assurance of project tasks and external communications. 
Presented outcomes and lead status meetings with the client. 


 
Department of Human Services, State of Illinois 
Revenue Maximization; Part B Ancillary Billing (December 2005 – Present): Project Manager 


Project: Responsible for the implementation of several revenue maximization initiatives on 
behalf of the State operated facilities under the control of DHS. Obtained CMS approval for 
the 8 state operated mental health facilities to bill for Medicare Part B ancillary services 
under an alternative Medicare billing methodology. Responsible for the daily management 
of all retroactive and prospective claim submissions. Assessed current billing operations 
to identify retroactive billing opportunities for all payers. Responsible for the daily 
management of Medicare Part A and Medicaid supplemental billing services to state 
operated staff billing operations. Our work includes the examination of accounts 
receivables, resubmitting denied claims, and submitting claims for services not previously 
billed. 
Mrs. Le: Leading a 4-person team to ensure the successful completion of deliverables. 
Providing the overall quality assurance of project tasks and external communications. 
Providing consulting services to client for items related to Medicare and Medicaid 
reimbursement policies and procedures and Medicare cost reporting processes. 
 


A.G. Holley State Hospital, State of Florida 
Revenue Maximization and Billing (June 2006 – September 2011): Project Lead 


Project: Responsible for the daily management of billing and revenue cycle operations. 
This work included the completion of patient billing responsibilities for A.G. State Hospital 
to payers such as Medicare, Medicaid, and commercial insurances. PCG provides 
comprehensive claims support, which include posting payment, working denial, and 
providing the facility with revenue reports on billing activities 
Mrs. Le: Lead a 4-person team to ensure the successful completion of deliverables. 
Provided the overall quality assurance of project tasks and external communications. 
Presented outcomes and lead status meetings with the client. 


 
Department of Health and Human Services, State of North Carolina 
Commercial Payer Contracting (December 2011 – June 2014): Project Manager 


Project: Assisted NC DHHS to establish contracts with commercial payers. This work 
included assessing the current charge master, completing the paperwork, and supporting 
the department throughout the contract and rate negations. PCG has successfully helped 
to establish contracts negotiated at payment very close to cost with major commercial 
carriers such as BCBS, Aetna, Cigna, United Healthcare, etc. 
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Mrs. Le: Lead a 3-person team to ensure the successful completion of deliverables. 
Provided the overall quality assurance of project tasks and external communications. 
Provided consulting services to client for items related to hospital charge structures and 
commercial carrier contracting. 


 
Department of Human Services, State of Michigan  
Child Support Recoveries, Billing Services (July 2007 Year – June 2008): Project Staff 


Project: Assisted in the pilot project that allowed Muskegon County to increase child 
support recoveries on hard to collect cases. This work included identifying addresses and 
employers of court ordered non-custodial parents who are in arrears. PCG utilized data 
mining and skip tracing to identify the employers and verified employment of the non-
custodial parent, which allowed Muskegon County to begin their collection process on 
these cases. Assisted in the development of an automated billing system to allow the 
State of Michigan to submit claims electronically to Medicare, Medicaid, and commercial 
insurances. Responsibilities included managing the daily billing operations and provide 
training and support to hospital staff. 
Mrs. Le: Provided support to the Project Manager by leading a team of 2 to help verify 
employment. Managed the day to day billing operation. 
 


Department of Mental Health, District of Columbia  
Revenue Cycle Management (October 2007 – April 2012): Project Lead 


Project: Responsible for managing billing and revenue collection functions of Saint 
Elizabeth’s Hospital. Responsible for managing compliant claim submissions for inpatient 
hospital services to the Medicare and Medicaid programs. Responsible for the 
development of billing procedures and manuals. Assisted in the development of 
establishing a self-pay billing policy. Assisted the facility to streamline billing processes 
by leveraging the Avatar billing system, including making necessary changes to ensure 
the facility has the ability to generate to compliant claims. 
Mrs. Le: Lead a 4-person team to ensure the successful completion of deliverables. 
Provided the overall quality assurance of project tasks and external communications. 
Presented outcomes and lead status meetings with the client. Provided consulting 
services to client for items related to Medicare and Medicaid reimbursement policies and 
procedures and Medicare cost reporting processes. 


 
Division of Health Care Finance & Administration, State of Tennessee 
Medicaid Low Income Pool Consulting (June 2015 – Present): Project Manager 


Project: Reviewed the structure, methodology, and details of the pools under the Medicaid 
1115 waiver. Developed and applied a detailed Medicaid and uninsured cost calculation for 
the purpose of determining the total uncompensated shortfall in order to deliver a report 
to CMS. Projected the impact of Medicaid expansion on the hospital Medicaid system in 
Tennessee. Submitted internal recommendations for improvements to the pool allocation 
methodology and for the overall direction of the pool structure. 
Mrs. Le: Lead a 5-person team to ensure the successful completion of deliverables. 
Provided the overall quality assurance of project tasks and external communications. 
Attended in-person meetings with TN Medicaid agency and the Tennessee Hospital 
Association. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
The University of Texas at Austin 
Austin, TX 







February 19, 2016 State of Nevada, Purchasing Division 
Evaluation and Planning Services for the Potential 


Expansion of the Medicaid MCO Program 
  RFP # 2103 


 


 


Public Consulting Group, Inc. Page 105 
 


Bachelor of Science in Electrical Engineering, Concentration in Management and Productions 
August 1999 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.  
 
Claudia Peden 
DRS Program Manager, Texas Department of Assistive & Rehabilitative Services 
4800 N. Lamar Blvd. 
Austin, TX 78756 
P: (512) 424-4236 
F: (512) 424-4277 
Claudia.Peden@dars.state.tx.us 
 
Laura Skaggs 
Coordinator of Hospital Rates and Payments, Texas Health and Human Services Commission 
4900 N. Lamar 
Austin, TX 78751 
P: (512) 462-6239 
Laura.Skaggs@hhsc.state.tx.us 
 
William Aaron 
Deputy Chief Financial Officer, Tennessee Division of Health Care Finance & Administration 
310 Great Circle Road 
Nashville, TN 37243 
P: (615) 507-6755 
william.aaron@tn.gov 
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PROPOSED STAFF RESUME FOR RFP 2103 


A resume must be completed for all proposed prime contractor staff and proposed subcontractor 
staff. 


Company Name Submitting Proposal: Public Consulting Group, Inc. 
 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Charles W. Punches 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Consultant 
# of Years in Classification: 1 # of Years with Firm: 3.5 


 
BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional experience. 
 
Charlie Punches, a consultant with PCG’s Health Innovation Policy practice area, has worked with 
states to evaluate the performance and administration of Medicaid Managed care since 2012. In 
several states, including Minnesota and Kentucky, Mr. Punches consulted with state Medicaid 
departments after the transition of the Medicaid delivery system to managed care to evaluate the 
programs’ effectiveness and identify opportunities for improvement. Mr. Punches is currently 
consulting for the Mississippi Division of Medicaid, another Medicaid department operating under 
a managed care delivery model. In Mississippi, Mr. Punches is involved in the creation of the 
State’s managed care reporting manual, which will provide guidance on the data submittal 
requirements for the managed care organizations’ reporting to the State. Through these 
experiences, Mr. Punches has gained broad exposure to the various facets administering 
Medicaid through managed care, including evaluating the efficiency of program administration, 
managed care organization oversight, and evaluating potential impacts relating to program 
expansion, closure, or policy changes. Mr. Punches holds a bachelor’s degree in Finance from St. 
Edward’s University in Austin, Texas. 
 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 
 
Division of Medicaid, State of Mississippi 
Healthcare Delivery System Consultant (October 2015 – Present): Consultant 


Project: Retainer agreement to assist provide technical assistance and consulting 
services in the administration of Medicaid and Children’s Health Insurance Program (CHIP) 
coordinated care programs. Provide research and analytical services in the design, 
development, and implementation of new healthcare delivery initiatives. 
Mr. Punches: Develop reporting manual and accompanying reporting templates noting the 
data requirements for managed care organizations to submit to the Division on a regular 
basis. Managed iterations of manual development and incorporate feedback from both 
internal and external stakeholders to provide consensus-driven reports measuring 
meaningful figures. 
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Arkansas Health Insurance Marketplace 
Marketplace Plan Management / Exchange System Development (March 2015 – Present): 
Consultant 


Project: Serve as project management office for establishment and operations of the 
Arkansas Health Insurance Marketplace, a state-based marketplace serving to administer 
the Small Group Health Options (SHOP) health insurance market. 
Mr. Punches: Manage the establishment and documentation of functions relating to intake, 
processing, and display of plan data received from the State regulatory agency. Create a 
procedural manual documenting regular timelines and protocol for Marketplace 
operations. Manage testing of the Exchange technology solution relating to management 
of health plan data, oversaw resolution of technology defects. 


 
Arkansas Insurance Department, State of Arkansas 
Health Insurance Marketplace Plan Management (September 2012 – June 2015): Consultant 


Project: Develop efficient QHP certification and other plan management processes as 
needed for a Federally-Facilitated Partnership Marketplace. 
Mr. Punches: Assist in analyzing existing business processes and support systems and 
integration with the Exchange plan management processes. Helped develop the plan 
management blueprint for submission to CCIIO and policies and procedures manuals. 
Drafted inter-agency agreements. Wrote policy reports and issue briefs. Coordinated with 
multiple agencies and the Navigator (In-Person Assister) program. Provide summary 
evaluation of Marketplace dynamics over time, including issuer participation, plan 
availability, geographic service areas, and premium rating. 


 
New Hampshire Health Plan, State of New Hampshire 
Health Insurance Marketplace Consumer Assistance (August 2013 – September 2014): Business 
Analyst 


Project: Assist the New Hampshire Health Plan with execution of a multi-faceted consumer 
assistance campaign consisting of in-person assistance and outreach and education 
efforts targeting consumers eligible for Marketplace plans. 
Mr. Punches: Support in-person assistance, involving providing direct assistance to 
consumers with the application and enrollment process. Assist in outreach and education, 
including distribution of information through various channels including web, direct mail, 
phone, in-person panels, radio, and television. Assisted with project financial oversight 
through budgeting and financial reporting for two separate federal grants totaling over 
$8.5 million, involving 8 main vendors across 2 grant life cycles, and providing financial 
assistance to extend the program into 2015 through a series of no-cost extensions. 
 


New Hampshire Insurance Department, State of New Hampshire 
Health Insurance Marketplace Plan Management (February 2013 – September 2014): Business 
Analyst 


Project: Assist the NHID with developing processes to establish the state’s Federally-
Facilitated Partnership Marketplace 
Mr. Punches: Provide policy and operational consulting to assist review and certification 
of qualified health plans (QHP) to be offered on the Marketplace. Provided assessment of 
current work flows, tools, and standards. Utilized aforementioned tools in plan 
management, documentation, and update of a Policies and Procedures manual. 
Coordinated with NHID to enhance review capacity during plan review period, including 
provision of regulatory clarifications and legal citations for communication with issuers. 
Developed project management and progress tracking tools for regular reporting to NHID 
leadership. 
 


Department of Human Services, State of Minnesota  
Managed Care Program Evaluation (December 2012 – September 2013): Business Analyst 
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Project: Evaluated the value provided by managed care to the state, as determined by a 
series of value metrics proposed by the Minnesota legislature 
Mr. Punches: Assisted in the evaluation of value obtained from managed care products 
versus the value obtained under a fee-for-service delivery system. Mr. Punches assisted 
with identifying, collecting, and performing analysis on data sets relating to program 
quality, including HEDIS, CAHPS, and state-generated information relating to consumer 
complaints. 
 


Silver State Health Insurance Exchange, State of Nevada 
Exchange Navigator Heuristics Development (June 2012 – September 2012): Business Analyst 


Project: Supplied the Nevada Exchange with a report containing heuristics used by 
experienced health insurance industry professionals to assist consumers with plan 
selection. 
Mr. Punches: Assisted in report development. Supported report findings to be used to 
direct and train Navigators and other Exchange team members. Provided guidance to 
inform and empower consumers to select a health plan to meet their needs. 
 


Department of Health and Human Services, State of Delaware 
Health Benefit Exchange Planning (June 2012 – February 2013): Business Analyst 


Project: Plan activities for the establishment of a federal partnership Health Insurance 
Marketplace, in compliance with the Patient Protection and Affordable Care Act. 
Mr. Punches: Direct and supervise work of PCG consultant who are leading efforts to 
organize plan management and consumer assistance functions. Manage the development 
of the Level 1 establishment grant and the Implementation Advance Planning Document 
(IAPD). Provide policy and operational consulting to both the Health and Insurance 
Departments that involves analyzing current benefit offerings and state mandates in 
comparison to the expected essential health benefits package, identifying options for 
marketplace structures, establishing criteria for plan and navigator certification and 
identifying critical timelines for Exchange policy and operational planning. 
 


Cabinet for Health and Family Services, Commonwealth of Kentucky 
Managed Care Compliance Consulting (June 2012 – February 2013): Business Analyst 


Project: Review current Medicaid managed care compliance practices performed by the 
Cabinet and compared finds to national best practices. 
Mr. Punches: Provide overall leadership and direction throughout entirety of project. 
Review agency staffing and organizational structure to assure consistency with managed 
care compliance goals and duties. Generated three technical reports containing research 
findings and recommendations related to program oversight, necessary staffing levels, 
and alternate organizational models. 
 


Department of Health Services, State of Wisconsin 
Statewide Revenue Maximization (July 2011 – September 2011: Business Analyst Intern 


Project: Performed cost reporting initiative to successfully generate millions of dollars in 
revenue to the State of Wisconsin. 
Mr. Punches: Performed desk reviews of Wisconsin Medicaid cost reports for compliance 
with historical benchmark ranges. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
St. Edward’s University 
Austin, TX 
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Bachelor of Business Administration in Finance 
May 2012 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.  
 
Zane Chrisman 
Attorney Plan Management Specialist, Arkansas Insurance Department 
1200 W. Third Street 
Little Rock, AR 72201 
P: (501) 683-7236 
F: (501) 371-2618 
Zane.Chrisman@arkansas.gov 
 
Michael Wilkey 
Director of Compliance and Consumer Services, New Hampshire Insurance Department 
21 South Fruit Street, Suite 14 
Concord, NH 03301 
P: (603) 271-7973 
F: (603) 271.1406 
Michael.Wilkey@ins.nh.gov 
 
John Hastings 
Chief Financial Officer, New Hampshire Health Plan 
1 Pillsbury St, Suite 200 
Concord, NH 03301 
P: (603) 225-6633 
F: (620) 793-1199 
jhhcoinc@comcast.net 
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PROPOSED STAFF RESUME FOR RFP 2103 


A resume must be completed for all proposed prime contractor staff and proposed subcontractor 
staff. 


Company Name Submitting Proposal: Public Consulting Group, Inc. 
 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Steven Wang, CAPM Key Personnel: 
(Yes/No) Yes 


Individual’s Title: Consultant 
# of Years in Classification: 0.5 # of Years with Firm: 3 


 
BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional experience. 
 
Mr. Steven Wang is currently a Consultant located in PCG’s Austin office. Mr. Wang has two years 
of experience working with various State governments to develop inpatient and outpatient 
hospital Medicaid rates, implement inpatient and outpatient hospital reimbursement systems, 
interact with the federal Centers for Medicare and Medicaid Services (CMS) regarding State Plan 
Amendments and new funding initiatives, ensure federal compliance through Upper Payment 
Limits (UPL), and assess Disproportionate Share Hospital (DSH) eligibility and payments. Mr. 
Wang is also experienced in overseeing community-based waiver program cost reporting and 
cost settlement and has worked with many county health agencies on behalf of state health 
agencies in ensuring program integrity. In executing these efforts, Mr. Wang leverages and 
applies best practices surrounding project management to ensure project goals and milestones 
are successfully completed and more importantly, in a timely manner. He currently holds a 
Bachelor of Business Administration degree with a concentration in Corporate Finance from the 
University of Texas at Austin’s McCombs School of Business. 
 
Mr. Wang is currently working closely with various state health agencies in the development of 
annual inpatient and outpatient hospital Medicaid rates. He is also assisting said state agencies 
with reforming historical reimbursement systems and actively participating in the development of 
new and innovative payment systems. 
 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 
 
Department of Health Services, State of Wisconsin 
Hospital Rate Setting and Related Services (July 2008 – Present): Team Member 


Project: Assisting in establishing Medicaid inpatient and outpatient payment rates for 
hospitals. This work consists of the development of Diagnosis Related Groups (DRG) 
weights and rates and Enhanced Ambulatory Patient Groups (EAPGs) weights and rates. 
Assisting in the completion of outstanding outpatient Critical Access Hospital (CAH) cost 
settlements, outpatient and lab settlements, Certified Public Expenditures (CPE) 
calculations, and state-operated cost settlements. Assisted in the enhancement of current 
Upper Payment Limit calculations to public and private hospitals by reviewing the current 
UPL payment methodology to hospitals and implementing changes which resulted in 
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increased payments to the public and private hospitals. Assisted DHS in the development 
of a hospital assessment to support provider payment increases, funding for Medicaid 
expansion through a childless adults waiver, Medicaid strategic initiatives and on-going 
program funding during budget shortfalls. Leading aggregate hospital Upper Payment 
Limit calculations to support proposed payment increases and the financial modeling to 
determine the net hospital-specific impact of the assessment and payment increases. 
Performed federal broad-based waiver test (p1/p2) to allow the state to exclude psychiatric 
hospitals from the assessment. 
Mr. Wang: Serves as a main team member for setting up and creating the calculations for 
the various deliverables associated with this project. Assists in the communication with 
the State and the various stakeholders to present annual rate setting information. 


 
Health and Human Services Commission, State of Texas 
Outpatient Enhanced Ambulatory Patient Grouping (EAPG) Reimbursement Implementation 
(09/2014 – Present): Project Lead 


Project: Texas Health and Human Services Commission (HHSC) seeks an experienced 
consulting and technical assistance organization that can assist the state in planning, 
designing, and implementing Enhanced Ambulatory Patient Groups (EAPG). PCG is 
responsible for providing the resources necessary to serve the role of comprehensive 
program consultant, which will provide the state with project management, policy 
development, financial modeling, and actuarial assistance and subject-matter expertise 
throughout the course of this engagement.  
Mr. Wang: Manages and performs the day to day operations to ensure the successful 
completion of deliverables. Provides the overall quality assurance of project tasks and 
external communications. Serves as the main contact for HHSC, includes attending 
frequent client meetings. Coordinating and leading weekly status meetings with HHSC. 


 
Department of Assistive and Rehabilitation Services, State of Texas 
Comprehensive Rehabilitation Services (CRS) Program Rate Setting (11/2014 – Present): Team 
Member 


Project: The Health and Human Services Commission (HHSC) and The Texas Department 
of Assistive and Rehabilitative Services (DARS) are seeking a contractor to assist with 
various rate setting goals of the Comprehensive Rehabilitation Services (CRS) Program 
project. DARS seeks to engage a contractor to continue with activities associated with 
determining the service arrays for the CRS Program and implementation activities 
associated with the revised service arrays and program redesign, including the 
development and implementation of a rate setting methodology and contracting approach. 
Mr. Wang: Assists in the day to day functionalities of the project and provides support for 
the various rate setting initiative that PCG is implementing. Communicates daily with the 
client regarding expectations and rate setting goals. Researches alternative 
methodologies for setting rates for the unique services covered under the DARS CRS 
program.  


 
Department of Health Care Policy and Financing, State of Colorado 
Hospital Inpatient Rate Reform and Outpatient Payment Reform (January 2012 – Present): Project 
Lead 


Project: Assisted in the implementation of an APR-DRG system for inpatient hospital 
reimbursement. Analyzed prior period claims in 3M grouper software in order to calculate 
appropriate APR-DRG weights. Presented draft weights and impact analyses to hospitals 
prior to implementation. In addition, directed an assessment to transform the outpatient 
hospital payment system. Overseeing the current implementation of an EAPG 
reimbursement system. Assisting in the calculation of inpatient hospital rates for specialty 
hospitals, including the complete modeling of the fiscal impact the new rates will have on 
the overall spending. 
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Mr. Wang: Supported the processes for calculating the inpatient base rates, EAPG base 
rates, and the EAPG weights. Provided guidance to other team members on company best 
practices for hospital rate setting. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
The University of Texas at Austin, Austin, TX 
Bachelor of Business Administration, Corporate Finance, 2012 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified Associate in Project Management (CAPM) 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.  
 
Krista Willing 
Director 
1 West Wilson St.  
Madison, WI 53703 
(608) 266-2469 
KristaE.Willing@wisconsin.gov 
 
Chad Lillethun 
Deputy Director 
1 West Wilson St.  
Madison, WI 53703 
(608) 267-7168 
Chad.Lillethun@dhs.wisconsin.gov 
 
Laura Skaggs 
Coordinator, Hospital Rates and Payments 
4900 N. Lamar Blvd. 
Austin, TX 78751-2316 
(512) 462.6239 
Laura.Skaggs@hhsc.state.tx.us 
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PROPOSED STAFF RESUME FOR RFP 2103 


A resume must be completed for all proposed prime contractor staff and proposed subcontractor 
staff. 


Company Name Submitting Proposal: Public Consulting Group, Inc. 
 


Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  
 


The following information requested pertains to the individual being proposed for this project. 


Name: Kim N. Huynh 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Consultant 
# of Years in Classification: 8 months # of Years with Firm: 8 months 


 
BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


Information should include a brief summary of the proposed individual’s professional experience. 
 
Kim Huynh, a consultant with PCG’s Health Innovation and Policy practice area, has experience 
working on health care administration and policy at the public and private sector levels. 
Previously, Ms. Huynh worked at a Medicaid managed care plan where she led efforts on a risk 
adjustment initiative, analyzed HEDIS quality data for physician groups, assisted in oversight of 
dental and NEMT vendor contracts, and oversaw provider communications for compliance with 
state and brand policy. At PCG, Ms. Huynh has been involved in projects in Colorado on network 
adequacy analysis and Medicaid enrollment strategies as it relates to the inmates population. Ms. 
Huynh is also assisting the State of Wisconsin on a waiver amendment to its childless adults 
Medicaid eligible population- Wisconsin’s own version of Medicaid expansion. Having helped 
states develop and implement Medicaid policy and working in managed care on provider network 
management, contract oversight, and quality initiatives, Ms. Huynh has established a broad 
understanding of Medicaid and managed care from both a policy perspective and from the payer 
side. Ms. Huynh holds a Master in Public Health degree from Michigan State University in East 
Lansing, MI.  
 


RELEVANT EXPERIENCE 
Information required should include: timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 
 


Department of Health, State of Wisconsin 
Waiver Development and Implementation Consulting (November 2015 – Present): Consultant 


Project: Research and develop policy for a Waiver Amendment submission to the 
Centers for Medicare and Medicaid Services. Responsible for all processes in an 1115 
Wavier Submission, including stakeholder engagement, budget neutrality, and 
evaluation planning. 
Ms. Huynh: Developing options analysis for each policy to be included in the Waiver 
submission. Reviewed Wisconsin’s current waiver’s Special Terms and Conditions to 
ensure amendment processes and policies are compliant with CMS’s approval terms. 
Analyzed other state’s approved policies to develop recommendations on how to reform 
cost-sharing and eligibility policies for the childless adults population.  
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Wyoming Department of Health, State of Wyoming 
Health Information Exchange Strategic Planning Consulting (November 2015– Present): 
Consultant 


Project: Evaluate the state’s current health information exchange infrastructure and how 
it can be expanded to include all providers and payers. Conducted gap analyses, 
alternatives analyses, requirements analyses, and procurement support for statewide 
Health Information Exchange development activities. This work also includes services to 
support an environmental scan of the Medicaid provider community to understand 
electronic health record and health information technology adoption in the state.  
Ms. Huynh: Developed stakeholder materials for assessment of state’s current health 
information technology adoption. Researched state’s payment contracts with Medicaid 
providers to recommend policy changes that may promote financial sustainability for a 
potential implementation of a state Health Information exchange. Assist in the 
development of potential vendor procurement requirements and questions.  


 
Department of Health Care Policy and Financing, State of Colorado 
CO Inmates Medicaid Consulting (June 2015 – Present): Consultant 


Project: Organize and help implement a Front End User program in counties across 
Colorado. The program is an innovative approach to decreasing recidivism and costs to 
government through enrollment of inmates in a program that connects them to housing, 
health services, and other program initiatives.  
Ms. Huynh: Develop best practices documents with input from Department of Human 
Services and Department of Corrections from across the state. Facilitate work groups 
and engage stakeholders to ensure county success in program implementation. 
Research regulations so programs may maximize funding from Medicaid.  


 
Department of Regulatory Agencies, Division of Insurance, State of Colorado 
Network Adequacy Consulting (June 2015 – November 2015):  Consultant  
 Project: Project focused on a review and analysis of the adequacy of current healthcare 


provider networks across the State of Colorado. Focus was placed on composition of 1) 
provider networks in different geographic areas (urban vs. rural), 2) the similarities and 
differences between networks offered inside of Connect for Health Colorado and 
networks offered in the marketplace outside of the Exchange, 3) issues in specific 
geographic regions of the state, and 4) analyzed specific carrier’s networks where 
provider coverage may be insufficient to ensure adequate access to care.  
Ms. Huynh: Conducted geographic analysis for over 60 plans and eleven specialties to 
determine network adequacy patterns and trends. Developed benchmark standards for 
the State to use in future network adequacy reviews of health insurance plans. Made 
recommendations to the state based on analysis and federal policy regarding network 
adequacy standards to inform future policy implementation.  


 
Blue Cross Blue Shield of Michigan, Detroit, Michigan  
Blue Cross Complete (Medicaid Line of Business) (May 2014 – June 2015): Project 
Analyst/Consultant  


Project: Dental and Non-emergency Medical Transportation Vendor Contract Oversight 
Ms. Huynh: Performed vendor oversight in a team of three, which set goals and monitored 
scorecards on vendor performance. Score card data was used to report to the State on 
performance compliance. Conducted weekly vendor claims reconciliation- overseeing the 
approval of ~$100,000 in payments per week. Performed validation of agreed upon 
procedure codes and payment to ensure overpayments were identified and corrected. 
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Project: Provider Network Management  
Ms. Huynh: Conducted detailed analysis for contract audits and out of network claims. 
Findings were used to inform decisions on system configuration to improve efficiency 
of processing payments as well to expand network to increase provider adequacy for 
members. 
 
Project: Provider Pay for Performance Program  
Ms. Huynh: Assisted in the remodeling of an Incentive Program for Medicaid providers 
that would encourage them to improve quality on a population-based level. Researched 
innovative programs that were able to improve health of community by setting 
standards and rewards that were realistic and enticing for providers. 
 
Project: Risk Adjustment Initiative  
Ms. Huynh: Project lead for Medicaid product’s Risk Adjustment Initiative (Chronic 
Illness & Disability Payment System). Developed detail plans and schedules, identifying 
goals, risks and resource allocation. Developed and ran reports using data analysis to 
target providers with high risk members, which led to over 10% reduction in risk scores 
after only three (3) months of implementation. 
 
Project: HEDIS Quality Improvement Provider Incentive Initiative 
Ms. Huynh: Member of workgroup overseeing Provider HEDIS Performance. 
Contributed to creating and preparing monthly performance reports and 
communications to providers. Reports detailed HEDIS measure scores for the provider 
group, the average scores for the entire network, and benchmark scores. Reports used 
to encourage providers to improve quality and to monitor which groups would receive 
performance bonus.  


 
Project: Provider Communications Management  
Ms. Huynh: Developed content for all provider communications, including updates to 
Provider Manual, alerts, monthly newsletters, and educational documents. Ensured 
communications were compliant with both state and corporate policies and 
requirements.  


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Michigan State University 
East Lansing, MI 
Master in Public Health 
May 2014 
 
Loyola University 
Chicago, IL 
Bachelors in Communications 
May 2010 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
 


REFERENCES 
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A minimum of three (3) references are required, including name, title, organization, phone number, fax 
number and email address.  


 
Brenda Lever 
Director, Provider Network Operations, Blue Cross Complete of Michigan 
100 Galleria Officentre, Suite 210 
Southfield, MI 48034 
P: (248) 663-7340 
F: (866) 648-3106 
blever@mibluecrosscomplete.com  
 
Kelly Losen 
Project Manager, Blue Cross Complete of Michigan 
100 Galleria Officentre, Suite 210 
Southfield, MI 48034 
P: (248) 663-7341 
F: ((866) 648-3106 
klosen@mibluecrosscomplete.com 
 
Christine Farrell 
Director, Oral Health, Health and Vision Program 
Michigan Department of Health and Human Services 
109 W. Michigan Ave 
Lansing, MI 48909P: (517) 335-8388 
F: ((517) 335-8697 
farrellc@michigan.gov 
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OTHER INFORMATIONAL MATERIAL 
No other informational material is needed. 












State of Nevada, Purchasing Division


999 18th Street, Suite 2709, Denver, Colorado 80202 
Tel. (720) 946-6341, Fax. (303) 357-4623 


www.publicconsultinggroup.com


Public Consulting Group, Inc. is an Affirmative Action/Equal Opportunity Employer.


Evaluation and Planning Services for the Potential Expansion  
of the Medicaid Managed Care Organization Program


February 19, 2016 2:00 PM


Part II – Cost Proposal − Master


RFP#: 2103


Annette Morfin
515 E. Musser Street, Suite 300  
Carson City, Nevada 89701







          ATTACHMENT H – DELIVERABLE PAYMENT SCHEDULE 


Vendor: Public Consulting Group, Inc. 
 
 


Activity 
Number Description of Activity Estimated  


Timeframe 
Activity Estimated 


Price 
3.1 Review the current Medicaid MCO Program and make 


recommendations for improvement. Activity Estimated Price 
should be a total amount of 3.1.1, 3.1.2 and 3.1.3. 


5/11/16-7/30/16 
 


$ 45,000 


3.1.1 Recommend revisions to strengthen and improve the Division’s 
oversight, recommendations must comply with federal and state 
requirements. 


5/11/16-7/10/16 
 


$ 13,000 


3.1.2 Recommend revisions to the MCO contract as it relates to 
improving program oversight and compliance. 


5/11/16-7/10/16 
 


$ 14,000 


3.1.3 Recommend revisions to contract terms and payment structure 
to incentivize MCO vendors to reduce costs through pay for 
performance measures. 


6/1/16-7/30/16 
 


$ 18,000 


 
3.2 Assist state staff in providing recommendations to executive 


staff and the Nevada Legislature regarding the potential MCO 
expansion.  Activity Estimated Price should be a total amount of 
3.2.1, 3.2.2 and 3.2.3. 


6/1/16-9/1/16 
 


$ 42,000 


3.2.1 Recommendations may be based on population, geographical 
location and/or services such as Long Term Support Services. 


6/1/16-9/1/16 
 


$ 14,000 


3.2.2 Recommendations may be a phase in approach to limit financial 
cash flow concerns and/or adverse impact. 


6/1/16-9/1/16 
 


$ 14,000 


3.2.3 With assistance from state staff recommendation(s) must contain 
a cost benefit analysis which includes the potential loss of 
revenue to state agencies as well as Intergovernmental Transfer 
of Funds, Certified Public Expenditures and drug rebates. 
 


6/1/16-9/1/16 
 


$ 14,000 


  







Activity Number Description of Activity Estimated  
Timeframe 


Activity Estimated 
Price 


3.3 With assistance from state staff, identify the potential impact of 
the possible expansion of the State Medicaid MCO Program. 
Activity Estimated Price should be a total amount of 3.3.1, 3.3.2, 
3.3.3, 3.3.4, 3.3.5, 3.3.6 and 3.3.7. 


5/11/16-9/8/16 
 


$ 88,000 


3.3.1 Assist state staff in identifying the potential impact to 
communities through the continuation of town hall meetings to 
gather public and stakeholder’s input. 


5/11/16-9/8/16 
 


$ 14,000 


3.3.2 With assistance from state staff identify the potential impact to 
recipients, data regarding MCO adequacy of providers and 
access to care in Nevada is available. 


5/11/16-9/8/16 
 


$ 20,000 


3.3.3 Identify the potential impact to providers. 5/11/16-9/8/16 
 


$ 10,000 


3.3.4 With assistance from state staff, identify the potential impact to 
local government as it relates to reimbursement for 
administrative and medical services. 


5/11/16-9/8/16 
 


$ 15,000 


3.3.5 With assistance from state staff, identify the potential impact to 
Native American tribes. 


5/11/16-9/8/16 
 


$ 9,000 


3.3.6 With assistance from state staff, identify the potential impact to 
state agencies that provide billable administrative and medical 
services such as potential downsizing of staff, etc. 


5/11/16-9/8/16 
 


$ 10,000 


3.3.7 Report any potential impact the state may not be aware of and 
should consider based on the vendor’s experience and/or 
knowledge of other states’ MCO expansion. 


5/11/16-9/8/16 
 


$ 10,000 


 
3.4 With assistance from state staff identify ways to leverage 


existing resources if MCO expansion occurs.  Activity Estimated 
Price should be a total amount of 3.4.1, 3.4.2 and 3.4.3. 


5/11/16-10/15/16 
 


$ 36,000 


3.4.1 Certified Public Expenditures 5/11/16-10/15/16 
 


$ 12,000 


3.4.2 Intergovernmental Transfer of Funds 5/11/16-10/15/17 
 


$ 12,000 







3.4.3 Provider Tax and Assessment 5/11/16-10/15/17 
 


$ 12,000 


  







Activity Number Description of Activity Estimated  
Timeframe 


Activity Estimated 
Price 


3.5 Provide consulting services and project management for MCO 
expansion.  Activity Estimated Price should be a total amount of 
3.5.1, 3.5.2, 3.5.3, 3.5.4, 3.5.5, 3.5.6, 3.5.7, 3.5.8 and 3.5.9. 


5/11/16-3/31/18 
 


$ 127,000 


3.5.1 Develop and design the project plan upon approval of a MCO 
expansion. 


9/1/16-12/1/16 
 


$ 18,000 


3.5.2 Assist in the completion of a timeline for implementation of the 
approved plan and identify critical path(s). 


10/15/16-2/28/17 
 


$ 18,000 


3.5.3 Ensure project is completed within approved timeframe(s) 
and/or notify management of delay(s), reason for any delay(s), 
and possible solutions to resolve any delay(s). 


12/1/16-3/30/18 
 


$ 12,000 


3.5.4 Identify stakeholders. 5/11/16-8/1/16 
 


$ 9,000 


3.5.5 Design and manage communication plan. 5/11/16-7/1/16 
 


$ 9,000 


3.5.6 Manage meetings. 5/11/16-3/31/18 
 


$ 13,000 


3.5.7 Manage and track status of tasks assigned to all parties involved. 6/1/16-3/31/18 
 


$ 13,000 


3.5.8 In the event Long Term Support Services (LTSS) are 
recommended and approved as part of the MCO expansion, 
assist state staff in preparing the necessary documents that meet 
CMS’s requirements in obtaining proper authority under an 
1115 (a) demonstration waiver; and/or 1915 (b) waivers’ and/or 
1915 (c); and/or 1915 (i) accordingly. 


5/11/16-5/20/17 
 


$ 20,000 


3.5.9 With assistance from state staff develop a transition plan for the 
MCO expansion. 


5/11/16-11/15/16 
 


$ 15,000 


 
3.6 With assistance from state staff identify the potential loss of 


revenue to the Medicaid agency such as IGT and drug rebates. 
5/11/16-10/15/17 
 


$ 10,000 


  







Activity Number Description of Activity Estimated  
Timeframe 


Activity Estimated 
Price 


3.7  Assist in the initial procurement process of MCO vendors. 
Activity Estimated Price should be a total amount of 3.7.1, 3.7.2 
and 3.7.3. 


6/1/16-10/31/16 
 


$ 27,000 


3.7.1 Develop Request for Information to solicit interested MCO 
vendors. 


7/1/16-9/1/16 
 


$ 12,000 


3.7.2 Review Request for Information submissions by interested 
MCO vendors. 


9/5/16-10/31/16 
 


$ 5,000 


3.7.3 Assist in drafting the Request for Proposal to procure MCO 
vendors in Nevada. 


6/1/16-9/1/16 
 


$ 10,000 


 
 
The classification title and hourly rate are being requested to estimate how the proposing vendor arrived at their 
costs, so DHCFP can check for reasonability and also for any change orders or ad hoc requests that may come up 
during the contract period. 
 


Classification Title Hourly Rate 
Senior Consultant $ 255 
Consultant $ 210 
Business Analyst $ 165 


 









		NV Managed Care Org Program - Deliverable Payment Schedule.pdf

		With assistance from state staff recommendation(s) must contain a cost benefit analysis which includes the potential loss of revenue to state agencies as well as Intergovernmental Transfer of Funds, Certified Public Expenditures and drug rebates.
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Tab III – Vendor Information Sheet 


The Vendor Information Sheet can be found after this page. Because the proposal must contain the 
signed original copy, it has been added as a non-numbered page. 


Number of non-numbered pages with the above-referenced information following this page: 1 
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Tab IV – State Documents 


9.2.3.4 The State documents tab must include the following: 
A. The signature page from all amendments with an original signature by an 


individual authorized to bind the organization. 
B. Attachment A – Confidentiality and Certification of Indemnification with an 


original signature by an individual authorized to bind the organization. 
C. Attachment C – Vendor Certifications with an original signature by an 


individual authorized to bind the organization. 
D. Attachment J – Certification Regarding Lobbying with an original signature by 


an individual authorized to bind the organization. 
E. Copies of any vendor licensing agreements and/or hardware and software 


maintenance agreements. 
F. Copies of applicable certifications and/or licenses. 


 


Items A, B, C, and D can be found after this page. Because the proposal must contain the signed 
original copies, they have been added as a non-numbered pages. 


Number of non-numbered pages with the above-referenced information following this page:  21 
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Tab V – Attachment B, Technical Proposal Certification of Compliance with Terms and  
Conditions of RFP 


Attachment B can be found after this page. Because the proposal must contain the signed original 
copies, it have been added as a non-numbered page. 


Number of non-numbered pages with the above-referenced information following this page:  2 
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Tab VI – Section 3 – Scope of Work 


The Sellers Dorsey team for this project will be led by Pam Coleman, who will serve both as the Project 
Director and a subject matter expert. As Project Director, Ms. Coleman will be accountable for the 
project delivery timelines, milestones, and strategic activities. Ms. Coleman will be supported by 
Arianne Sellers of Sellers Dorsey, who will serve as Project Manager. For more information about our 
project management approach and the respective roles of Ms. Coleman and Ms. Sellers in managing 
the project, please see Tab IX. 


 


3.1 Review the current Medicaid MCO Program and make recommendations for 
improvement 


Background and current program 


The State of Nevada (“State”) currently operates a capitated managed care program in the two urban 
counties in the State, Clark and Washoe. The populations required to enroll are individuals in Family 
Medical Categories (FMC) and the Child Health Assurance Program, Nevada Check Up/CHIP recipients, 
and the newly eligible Adult Medicaid Expansion Group who reside in one of the two counties.1 In 
addition, certain populations including Native Americans may voluntarily enroll. Two managed care 
organizations (MCO), Health Plan of Nevada and Amerigroup serve both Clark and Washoe Counties 
under contracts with the State that run for five years from 2012 to 2017. The contracts include 
behavioral health care as well as acute care services. The State would like to improve the performance 
of this program. 


As of November 2015, the Nevada Medicaid program had an enrollment of 587,220 beneficiaries.2  
Many of these beneficiaries became eligible for Medicaid for the first time as a result of Nevada 
implementing Medicaid expansion under the Affordable Care Act (ACA) in January 2014. As of 
November 2015, Nevada had added over 257,800 new beneficiaries to its Medicaid program under 
Medicaid expansion. This represented a growth of 77% above the July-September 2013 average 
enrollment.3 Since most of the newly eligible beneficiaries reside in the MCO catchment areas, they 
are enrolled in managed care.4  


As of January 2016, 6,627 Native Americans were enrolled in the Fee-For- Service Program and 3,984 
enrolled in the MCO Program. Sixteen Indian Health Services (IHS) facilities and Tribal Clinics 
participate in the Nevada Medicaid program.5    


Demographics and geography 


                                                                 
1 DHCFP slide presentation titled “Medicaid Managed Care Direct Enrollment,” (9/9/15). 
2 CMS website - https://www.medicaid.gov/medicaid-chip-program-information/by-state/nevada.html. 
3 Ibid. 
4 Nevada 2013 External Quality Review (EWR) report.  
5 Amendment #1 to the 2103 RFP. 
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Nevada is the 7th largest State in terms of land mass and the 9th least densely populated. The State has 
two densely populated urban centers; nearly three-quarters of the population lives in one of them, 
Clark County. Much of the State consists of vast expanses of sparsely populated desert and 
mountainous terrain.  


The State has had a very fast growing population for the last two decades, particularly among older 
adults. The number of its residents aged 60 and older increased by 56.3 percent between 2000 and 
2010.6 The population of older adults aged 85 and older grew 77.7 percent during that time period. 
The growth in the number of Nevada’s older adults is attributed to issues such as in-migration of 
retirees, aging of the existing population, and the out-migration of younger people, especially in rural 
environments.7 It has put enormous pressure on the aging services delivery system.  


Implementation of managed long-term services and supports 


Nevada has been considering expanding its managed care program, including establishing a managed 
long-term services and supports (MLTTS) program for several years.8 Last June, the Nevada Legislature 
passed an appropriations bill that grants authority to the Department of Health and Human Services 
(DHHS) to use its funds for the purpose of implementing a managed care program for the “waiver 
population,” subject to the approval of the Interim Finance Committee. The legislation was later 
signed into law by Governor Sandoval. In response to this legislation, the State is seeking the services 
of a vendor to assist the executive branch in developing recommendations for expanding the MCO 
program to potentially include the aged, blind and disabled (ABD) population, MLTSS, and additional 
geographic areas.  


State administration of Medicaid managed care 


The single state agency for Nevada’s Medicaid program is DHHS.  The Division of Health Care Finance 
(DCHFP), one of six divisions in DHHS, is responsible for administering the program and assisting with 
a number of programmatic functions. The State’s agencies for aging and disability services, behavioral 
health, and welfare are all housed within DHHS.  


Nevada has one 1115 waiver (Nevada Comprehensive Care Waiver) and three 1915(c) waivers. The 
Nevada Comprehensive Care Waiver (NCCW) is a statewide program that provides care management 
services on a fee-for-service (FFS) basis to individuals with certain qualifying medical conditions who 
are not eligible for the State’s MCO program. The State’s three 1915(c) waivers cover home and 
community-based services for persons with physical disabilities, persons with intellectual and 
developmental disabilities (IDD) and related conditions, and the frail elderly. A fourth 1915(c) waiver, 
which covered assisted living services, was terminated in 2014. 


Nevada submitted an application for a second 1115 waiver, Behavioral Health in Youth Medicaid 
Transformation, to the Centers for Medicare and Medicaid Services (CMS) in 2015. That waiver would 
establish a system of supportive youth intervention for Nevada’s youth to transition the current crisis-
based services to a system of early support. CMS has not yet approved the application. 


                                                                 
6 Nevada Aging and Disabilities Services Division 2016 State Plan for the Administration on Aging. 
7 Ibid. 
8 CMS, The Growth of Managed Long-Term Services and Supports (MLTSS) Programs: A 2012 Update (July 2012).  
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For task 3.1, we are planning a kickoff meeting followed by interviews of staff (one two-day meeting 
with four team members). The timing of our completion of the deliverables under this task will be 
negotiated with the State following contract award. 


 


3.1.1 Recommend revisions to strengthen and improve the Division’s oversight, 
recommendations must comply with federal and state requirements 
 


Oversight of managed care organization (MCO) performance is critical to a successful managed care 
program. CMS has become increasingly concerned with how states oversee and monitor MCOs and 
last year included additional oversight requirements in its proposed managed care regulations.9 These 
proposed regulations require states to increase their oversight of MCOs, particularly in the areas of 
provider network adequacy and quality measurement. The new rules also impose requirements for 
medical loss ratios and rate setting review that necessitate close monitoring of MCO financial and 
encounter data reporting. Under section 438.66 of the proposed rules, states must have in effect a 
monitoring system that addresses the performance of MCOs in the following 14 areas: 


1. Administration and management; 
2. Appeal and grievance systems; 
3. Claims management; 
4. Enrollee materials and customer services; 
5. Finance, including medical loss ratio reporting; 
6. Information systems, including encounter data reporting; 
7. Marketing; 
8. Medical management, including utilization management and case management; 
9. Program integrity; 
10. Provider network management; 
11. Availability and accessibility of services; 
12. Quality improvement; 
13. Areas related to the delivery of LTSS not otherwise included in the above 12 sections as 


applicable to the managed care program; and 
14. All other provisions of the contract, as appropriate 


The proposed regulations also specify that the state must use data collected from monitoring activities 
to improve the performance of its managed care program in 12 different domains. Once the 
regulations have become final, the state will need to review its existing oversight and monitoring 
standards and processes and make any necessary modifications to comply with the new regulations.  


Through oversight mechanisms such as collection and review of MCO performance and financial 
reports and encounter data, regular feedback to MCOs, communication of MCO performance results 
to the public, and application of enforcement mechanisms such as corrective action plans and 
liquidated damages, state Medicaid programs can learn whether they are getting what they are 
paying for, and respond early and appropriately when an MCO does not meet contract requirements 


                                                                 
9 80 Fed reg. 31098 (June 1, 2016). 
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or has financial issues. Before the State decides whether to expand its MCO program, it must fully 
understand best practices for MCO oversight, particularly of MLTSS programs, and what will be 
required to design and implement an organizational structure for MCO oversight that has the capacity 
and systems to ensure that the State’s MCOs are performing in accordance with contract 
requirements.  


Nevada currently requires MCOs to report certain data, including encounter data, to the State. In 
2013, the State contracted with an outside vendor to conduct a study of the encounter data submitted 
by MCOs to determine its accuracy and completeness compared to the data included in the DHCFP’s 
data warehouse. Presumably, DHCFP has used the results of this study to identify inconsistencies 
between the two sets of data—individual MCO data and the DHCFP’s data—and determine what 
system improvements must be made to improve encounter data quality.  


States use several methods for overseeing and monitoring their MCOs. These include, among other 
things:  


• Collection, validation, and analysis of encounter data;  
• Review of MCO performance measures, including HEDIS;  
• Consumer and provider satisfaction surveys; 
• Come behind programs to assess MCO cost containment efforts; 
• Contracting with an outside vendor to conduct an external quality review;  
• Regular, systemized review of the reports and data MCOs are required to submit to the state; 
• Public advisory committees; and 
• Onsite contract reviews. 


States have found that regular in-person meetings about plan performance with MCO executives help 
the state identify early on when MCOs are having problems and that public disclosure of MCO 
performance data on state website dashboards is an effective incentive to improve quality 
performance.  


Team 


HMS will lead subtask 3.1 with support from Sellers Dorsey. The HMS team will include Manny 
Fernandez, Kim Glenn, Marnie Basom, Kristen Ballantine, and Jeremy Gorenstein. Mr. Fernandez and 
Ms. Basom are currently working for DHCFP under HMS’ contract with the State. Through HMS’ more 
than 12 years of experience in providing professional services to DHCFP, their team has gained an 
extensive understanding of the Nevada Medicaid program, Nevada’s MMIS, the State’s two MCOs, the 
MCO contract, and the providers participating in Nevada’s Medicaid program. HMS will leverage its 
extensive experience serving DHCFP and state Medicaid programs in 40 other states to assess the 
current MCO program and make recommendations for strengthening and improving program 
oversight and compliance. Those recommendations will be consistent with the proposed CMS 
managed care regulations and applicable State requirements.  


Mr. Fernandez has been the Project Director for the Nevada Recovery Audit Contract engagement 
since 2012. In his current role, he has consulted with DHCFP staff regarding managed care right of 
recovery for Third Party Liability (TPL) and has implemented managed care come behind commercial 
insurance billing so that the State can recover funds where another entity is liable and monitor health 
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plan reporting and compliance with TPL contract provisions. Prior to becoming the Project Director, 
Mr. Fernandez led provider credit balance audits in Nevada and was instrumental in assisting the 
State to clarify and revise renal dialysis policy and to assure that communications and claims 
adjudications aligned.   


Ms. Glenn oversees our national State Government Solutions division providing cost containment 
services to Medicaid and state health and human services agencies. She has extensive experience 
working with states Medicaid agencies, including in New York, New Jersey, Minnesota, and 
Massachusetts, to review, draft, and amend contracts with MCOs in the area of Medicaid program 
oversight. She brings industry best-practices knowledge to help clients establish effective containment 
practices between Medicaid agencies and their contracted MCOs.  


Ms. Basom has oversight for HMS State Solutions in the western region which includes Nevada. Ms. 
Basom’s responsibilities include development, execution, and management of growth and operational 
initiatives for state government healthcare. She brings her experience in state Medicaid, the Children’s 
Health Insurance Program, managed care, and health insurance to provide client consultations and 
accountability for Medicaid contracts. 


Ms. Ballantine has almost 15 years of healthcare policy experience including analyzing state and 
federal legislative and regulatory policies. She provides direction on public policy strategy, leads 
advocacy efforts and guides the business on the potential impact of policy trends bringing a unique 
perspective on state Medicaid programs and federal regulations governing Medicaid cost 
containment. She serves as HMS’ Subject Matter Expert for state and federal policy impacting 
Medicaid cost containment, including CMS’ recent proposed managed care regulations. 


Mr. Gorenstein currently leads HMS’ Government Affairs program in 15 states and provides executive 
leadership in identifying, analyzing, and influencing state healthcare policies for HMS and its 
clients. He has assisted numerous states in developing and expanding their MCO contracts 
implementing TPL programs. This includes consulting with MCO stakeholders in several states to 
provide education on new contractual provisions for TPL and cost containment. 


Pam Coleman and Ann Rasenberger, JD, of Sellers Dorsey, will support HMS on this subtask. Ms. 
Coleman held various senior level administrator positions in the Texas Medicaid Program over a 
period of 26 years, including Deputy Medicaid Director and Director of Managed Care Operations. Her 
primary responsibility included overseeing the 19 MCOs serving 3.5 million Texas Medicaid 
beneficiaries. She was responsible for the design and implementation of the Texas integrated acute 
and long-term services and supports program (STAR+PLUS) for older adults and persons with 
disabilities. She implemented new value-based purchasing contracts for MCOs to ensure contract 
compliance and performance improvement. CMS cited the Texas MCO contracts as a model for other 
states.  She is currently assisting the Commonwealth of Pennsylvania with their new MLTSS 
implementation.  


Ms. Rasenberger, a former Assistant Attorney General for the Maryland Medicaid program, was 
involved in conducting an in-depth study of the MCO oversight, monitoring, and enforcement practices 
of six states (California, Illinois, Kansas, Louisiana, New Jersey, and Tennessee) that had recently 
expanded their managed care programs to include MLTSS, new populations, and/or rural areas for the 
Medicaid and CHIP Payment and Access Commission (MACPAC) in 2014. The study included an 
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assessment of the states’ organizational structures for MCO oversight, state staff capacity, provider 
capacity, and enforcement practices, among other things. It captured the lessons learned and best 
practices of these states concerning MCO oversight, monitoring, and compliance. She was also 
involved in a project for CMS to evaluate the external quality review program, including how to 
improve its value to states.  


Approach 


• Identify the positions that are currently responsible for MCO oversight and monitoring and 
review and analyze the job descriptions and qualifications for those positions.  


• Interview DHCFP staff to understand the current administrative structure for MCO oversight, 
the MCO oversight activities the State is conducting, the frequency of those activities, and the 
quality of MCO reporting and encounter data submissions. 


• Inventory costs and the opportunity to leverage existing resources that DHCFP has for MCO 
oversight.  


• Review State documents such as the MCO contract, sample MCO reports, and documentation 
prepared by DHCFP staff about MCO oversight and monitoring activities.  


• Review MCO performance data including HEDIS and CAHP surveys. 
• Review MCO deliverables for contract compliances and actions taken by the State for contract 


non-compliance. 
• Review EQRO reports. 
• Review program integrity reports, processes and procedures within State agencies and the 


MCOs. 
• Review relevant studies and reports by federal agencies such as the Government Accounting 


Office (GAO) and the Department of Health and Human Services Office of the Inspector 
General (OIG). 


• Review relevant studies and report by enforcement and oversight agencies in other states.  
• Review and analyze all applicable federal and State regulations. 
• Inventory best practice states (including Arizona, New Jersey, New York, Pennsylvania, and 


Tennessee) and update research from the 2014 MACPAC study as appropriate. 
• Prepare a report that summarizes our research and analysis and includes recommendations 


for improving DHCFP’s oversight of MCOs and assuring that its oversight practices comply with 
federal and State requirements.  This report will be rolled up into the report for 3.1.  


The timing of our completion of the deliverables under this subtask will be negotiated with the State 
following contract award. 


 


3.1.2 Recommend revisions to the MCO contract as it relates to improving program 
oversight and compliance  


Effective monitoring and oversight is rooted in robust and specific contract requirements that govern 
the plans’ operations with respect to Medicaid. Contracts establish the State’s expectations of plans’ 
operations and performance. Programmatic standards and requirements for effective monitoring and 
oversight (such as requirements for submission of data with specific content, quality, and frequency) 
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are particularly important. Contract terms that give the state flexibility in sanctioning non-compliance 
are also essential.  


Compliance begins with the authority the state has under the contract to take action against the plan 
for contract violations. The sanctions clauses in the current Nevada MCO contract give DHCFP the right 
to impose a range of intermediate sanctions including, among others, civil penalties, appointment of 
temporary management, suspensions of new enrollments, suspension of payments, and liquidated 
damages. These are the sanctions permitted by federal regulations at 42 CFR §438.100. Prior to the 
imposition of sanctions, DHCFP may require a corrective action plan. With the exception of the 
liquidated damages authority, however, these intermediate sanctions are too severe to be imposed 
for other than a very serious contract violation.  


Liquidated damages can be one of the most effective sanction tools for MCO non-compliance. They 
can be specific to the violation, can be imposed immediately, and are less likely to be appealed by the 
MCO than other sanctions. Liquidated damages clauses must be specified in the MCO contract. 
Tennessee and Texas are among the states that include a detailed schedule of liquidated damages 
amounts for a wide range of violations. Nevada, by contrast, imposes liquidated damages under only 
one circumstance: if the MCO has failed to file accurate, timely and completed financial reports. 
Tennessee and Texas, by contrast, impose liquidated damages frequently. The state also regularly 
requires corrective action plans from MCOs.    


Team 


Marnie Basom of HMS will lead this subtask with assistance from Ann Rasenberger of Sellers Dorsey. 
HMS has significant experience with writing MCO contracts in the area of monitoring, oversight, and 
compliance. Recently, HMS worked closely with the New Jersey Medicaid Fraud Control Unit to 
significantly overhaul the managed care contract to allow for the state to conduct RAC recoveries on 
behalf of the plans. Ms. Rasenberger analyzed the oversight, compliance, and sanctions provisions of 
the MCO contracts of the six states in the MACPAC study referenced above in section 3.1.1.  


Approach 


• Compare Nevada’s reporting requirements with those in MCO contracts from other states, 
including those that have recently expanded managed care and identify the provisions that 
those states have found effective. Nevada currently requires 11 different types of reporting 
from MCOs under the current contract. In our experience with other states, we have found 
that additional reporting and deliverables from MCOs are required to effectively monitor 
compliance and performance. 


• Interview DHCFP staff to learn what kinds of issues they have had with MCO reporting and 
where they believe the contract could be tighter. We will recommend amendments that could 
be made to the requirements, including whether reports should be changed or additional 
reports should be required 


• Review the current Nevada MCO contract and compare it to model contract terms in the MCO 
contracts of other states that have recently expanded their managed care programs and/or 
are regarded as engaging in best practices for MCO oversight and compliance, particularly 
those that have implemented strong value based purchasing contracts. 
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• In consultation with DHCFP and others, recommend amendments to the State’s MCO contract 
to align it with model contract provisions while accommodating any specific State needs 
identified in the above consultation process.  


o This report will be rolled up into the report for 3.1. 
o All recommendations will align with the final CMS managed care regulations and support 


any new performance incentives and disincentives.  


The timing of our completion of the deliverables under this subtask will be negotiated with the State 
following contract award. 


 


3.1.3 Recommend revisions to contract terms and payment structure to incentivize MCO 
vendors to reduce costs through pay for performance measures 


MCO contracts are the foundation for ensuring that the state can hold MCOs accountable for their 
performance. The contract language needs to be clearly written, without ambiguous language that 
can lead to disputes about the meaning of performance-related provisions. Contracts can include 
performance improvement goals that are tied to payment under which a percentage of the capitation 
is held at risk and only paid out if certain metrics are achieved. The contract can also include quality 
incentives payments for MCOs that exceed expectations and non-monetary rewards for good 
performance, including preferential default assignment and posting of report cards online for 
stakeholder review. 


Pay-for-performance (P4P) has been effective in Texas in changing the behavior of the MCOs by 
introducing opportunities for increased reimbursement. States have implemented a variety of P4P 
programs. Considerations include metrics, whether to have just incentives or incentives and penalties, 
and how the incentives will be funded, among other things. In addition, states are now requiring 
MCOs to offer alternative payment structures for providers to promote effectiveness and efficiency. 
These models include medical/health home models that include a case management fee, shared 
savings models, bundled payments, and other pay-for-performance approaches. 


Team 


Subtask 3.1.3 will be led by Sellers Dorsey. Our team, which will include Pam Coleman and Kip Piper, 
MA, FACHE, has experience in advising states on MCO P4P programs and has conducted research on 
best practices for value-based purchasing in Medicaid managed care.  


During Ms. Coleman’s tenure as Deputy Medicaid Director for the state of Texas, Ms. Coleman was 
responsible for overseeing the development of Texas’ MCO quality incentive payment and withhold 
programs.  


Mr. Piper has deep experience with value-based purchasing. He founded and directed two highly 
influential, nationwide, foundation sponsored initiatives to support value-based purchasing (VBP) – 
the National Health Care Purchasing Institute and the Rewarding Results Program. He has directed 
applied research on best practices in VBP, provided technical assistance to public and private 
purchasers on VBP, provided training to CMS staff, and facilitated collaborations of large employers. 
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He is a leading expert on Medicaid, Medicare, and health reform.  He has advised business and 
government leaders on health finance and policy, coverage, reimbursement, managed care, legislative 
and regulatory issues, budget proposals, public affairs, strategic communications, and business 
development. His 30 years of experience includes serving as a senior advisor to the CMS administrator, 
Wisconsin state health administrator and state health officer, Wisconsin’s Medicaid Director, and a 
senior Medicare and Medicaid officer with the White House Office of Management and Budget. 


Approach: 


• Conduct a literature review to identify states that have MCO P4P programs and identify the 
pros and cons of state’s MCO quality incentive and P4P programs.   


• Consult with colleagues in states with MCO P4P programs. 
• Prepare a report that summarizes our research and presents findings and recommendations 


based on this research and our knowledge of VBP to DHCFP on possible contract terms for a 
VBP program, with recognition of potential new CMS rules concerning these programs. 


o This report will be rolled up into the report for 3.1. 
• The timing of our completion of the deliverables under this subtask will be negotiated with the 


State following contract award. 


 
3.2 Assist state staff in providing recommendations to executive staff and the Nevada 


Legislature regarding the potential MCO expansion 


DHCFP is seeking a vendor to help them develop recommendations to the DHHS executive team and 
the legislature on potentially expanding the MCO program. The recent appropriations bill, which 
authorizes a transfer of funds among various State agencies “for the purpose of implementing a 
managed care program for the waiver population,” provides the impetus for examining options for 
moving certain populations currently receiving LTSS under fee-for-service Medicaid into managed 
care. The waiver populations in Nevada include people who are 65 years and older, people with 
disabilities, and people with IDD. Under Nevada’s three 1915(c) waivers, these groups are receiving 
home and community-based LTSS. Transitioning these populations into managed care would typically 
mean including LTSS in the MCO benefit package.  


DHCFP is also considering expanding the MCO program to other areas of the State. DHCFP might 
consider phasing in a geographic expansion of the current MCO program (which does not serve the 
ABD population) to areas of the State outside of the urban counties of Clark and Washoe Counties. It 
might also consider initiating a MCO program for the ABD population in a community not currently 
served by managed care.   


Managed care can bring numerous benefits to beneficiaries. Sellers Dorsey conducted a study of the 
Texas managed care program (which includes MLTSS on a statewide basis) with Milliman in 2015 that 
documented the many benefits of that program for beneficiaries.10 These included:  


                                                                 
10  Sellers Dorsey and Milliman, Medicaid Managed Care in Texas: A Review of Access to Services, Quality of 
Care, and Cost Effectiveness (February 2015). 
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• Providing members with a medical home and a network of specialists to meet their medical 
needs; 


• Holding MCOs accountable for health outcomes, quality of care, appropriate utilization of 
services and cost effectiveness; 


• Focusing on preventive care and continuity of care leading to avoidance of unnecessary 
hospitalizations, complications, and institutionalizations; 


• Increasing flexibility to develop innovative, community-based solutions; 
• Value-added services, such as extra vision or dental benefits, 24-hour nurse hotlines, 


transportation assistance, and weight loss programs; 
• Flexibility in developing new models of service delivery that are not permitted in fee-for-


service Medicaid; 
• Outreach to members to assess their need for health care and long-term services and provide 


person-centered service coordination; and  
• Enabling rigorous oversight, including numerous audits, contractual requirements, 


performance guarantees and penalties to enhance accountability, transparency and 
outcomes. 


In addition to improving health care access and quality for enrollees, Medicaid managed care is an 
effective vehicle to control costs associated with providing health care to the covered population. A 
study of the Texas managed care programs (including its MLTSS program) estimated that savings to 
Texas due to managed care were nearly $3.8 billion or 7.9% of projected costs over the six years (from 
SFY 2010 through SFY 2015).11  


Capitated MLTSS has grown tremendously in the last five years. Twenty states now operate some type 
of capitated MLTSS program. MCOs participating in MLTSS programs have gained experience serving 
enrollees who are elderly and disabled and working with LTSS providers. Moreover, as MCOs have 
gained experience serving Medicaid beneficiaries who are elderly and physically disabled, they have 
developed systems and practices to coordinate care and address the social and functional needs of 
their members, and are much better prepared to meet the needs of these vulnerable populations than 
in the past. Nevada will have the benefit of best practices and lessons learned from these states and 
this is information that Sellers Dorsey can provide. 


For subtask 3.2, we are planning one onsite meeting. The timing of our completion of the deliverables 
under this task will be negotiated with the State following contract award. 


 


3.2.1 Recommendations may be based on population, geographical location and/or services 
such as Long Term Support Services 


In Amendment #1 to the 2103 RFP (“RFP amendment”), the State noted that it is seeking a 
recommendation from the vendor for a new design that is “based on the vendor’s experience and best 
practices in other states if LTSS is part of the recommended MCO expansion” and that it “would like to 
know the pros and cons through other states lessons learned.” A sampling of Sellers Dorsey’s 
knowledge in this area as well as some key considerations are provided below. If selected, a more 
                                                                 
11 Milliman, Texas Medicaid Managed Care Cost Impact Study (February 2015). 
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detailed review of best practices and lessons learned will be provided as part of Sellers Dorsey’s 
deliverables and recommendations. 


Expansion to new populations 


While Nevada’s fee-for-service Care Management Organization (CMO) serves a wide range of eligible 
individuals with serious health problems, the Nevada MCO program currently excludes ABD 
beneficiaries. The ABD population includes adults aged 65 and older, adults with physical disabilities, 
intellectual and developmental disabilities (IDD), and serious mental illness, and children with special 
needs.  


In Nevada, the ABD population makes up only 21% of the Medicaid enrollees, but accounts for 56% of 
the expenditures.  This population utilizes more acute care services and often needs supports services 
and care coordination in order to avoid institutionalization and unnecessary hospitalizations. Many 
older adults or persons who are physically disabled need assistance with activities of daily living. Some 
have cognitive limitations that make them more vulnerable and increase the challenge in managing 
their care. For example, people with IDD usually require some level of habilitation services (day and 
residential) in order to be integrated in the community and lead lives of independence and dignity.  


One of Nevada’s key decisions will be whether to enroll the IDD population. The IDD population is still 
excluded from managed care in most States.  However, the trend is now moving to enrolling this 
population into managed care, mostly to better coordinate service delivery.  In the last several years, 
states that already had an MLTSS program such as Texas have begun to expand their MLTSS programs 
to the IDD population. New York is about to roll out a program for people with IDD who are dually 
eligible for Medicare and Medicaid (dually eligible) that includes both acute care and LTSS. 


In deciding whether to enroll ABD eligibles into managed care, a state must decide what services it 
will provide to the new enrollees. Some states enroll the ABD population, but do not include LTSS 
(institutional or HCBS) in the MCO benefit package. With the exception of personal care, HCBS is 
currently covered only under Nevada’s 1915(c) waivers, which have caps on enrollment and do not 
cover all those who have a need for the services. Establishing capitation rates for the ABD population 
can be complex because utilization varies so dramatically within the population and can be difficult to 
predict. Nonetheless, some states (e.g., Maryland) have been doing it successfully for many years.  


Another subset of the ABD populations that Nevada may consider enrolling is individuals with serious 
mental illness (SMI). Nevada’s current MCO contract requires MCOs to cover the full range of mental 
health services; however, the State excludes individuals with SMI if they are eligible for Medicaid by 
virtue of their disability (e.g., receive Supplemental Security Income benefits). States have been wary 
of enrolling the SMI population because of strong stakeholder opposition. Beneficiaries, advocates, 
and service providers fear that MCOs will inappropriately deny needed services and such denials could 
lead to very serious consequences for the beneficiaries, including death. California enrolls individuals 
with SMI in managed care, but carves-out mental health services for this population. Florida has 
carved in both the SMI population and mental health services and was the first state to offer a 
specialty mental health MCO for those with SMI. Providing a medical home through enrollment in 
MCOs to beneficiaries with SMI, who often have poor physical health and co-occurring substance use 
disorders, has the potential to greatly improve the quality of care and lifespan of these individuals and 
significantly reduce Medicaid expenditures for their care.  
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Expansion of services (e.g., LTSS) 


Nevada began operating a FFS MLTSS program, the Nevada Comprehensive Care Waiver (NCCW), in 
2013. NCCW, which was authorized under an 1115 waiver, is a mandatory care management program 
for up to 41,500 high-cost, high-need individuals who have certain chronic conditions (including 
mental health and substance use disorders), but who are not participating in one of Nevada’s HCBS 
waivers and are not dually eligible. The State contracts with a care management organization and a 
primary care case management entity to provide care coordination to enrolled beneficiaries. The 
program does not pay for LTSS, but does provide the care coordination that would be offered by an 
MCO under an MLTSS program. Many of the enrollees in this program are likely to be in the ABD 
population and would be enrolled in the expanded MCO program depending on the state’s decision 
about population expansion. The program operates statewide.  


Currently 20 states have implemented MLTSS and more will do so in the coming years. MLTSS includes 
nursing facility and community based services and supports. The MLTSS goal is to integrate physical, 
behavioral, and LTSS in a person centered plan of care.  MLTSS can include a variety of populations 
within Medicaid. These include, among others: 


• Dual eligible population; 
• Adults with physical disabilities; 
• Children with special health care needs; 
• Persons with IDD; and 
• Foster care children. 


The map below graphically demonstrates the areas in the U.S. that currently operate a MLTSS 
program or a duals demonstration project or are planning to develop a MLTSS solution.  
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As the State considers expansion to ABD populations and LTSS, it must be cognizant of the fact that 
CMS is contemplating requiring states to conduct additional oversight of MLTSS programs under the 
proposed managed care regulations. Even prior to the release of the CMS regulations, AARP was 
recommending that states with MLTSS programs significantly strengthen their state oversight 
capacity. AARP’s study on state capacity to oversee MLTSS concluded that effective oversight of MLTSS 
programs requires a state to have strong qualifications in core oversight functions such as program 
management, contract monitoring, provider network adequacy, quality assessment, beneficiary rights 
and education, and rate setting. The study found that states with MLTSS programs relied on the skills 
and resources of many other organizations to enhance or strengthen their MLTSS oversight capacity.12 
These partners included external quality review organizations (EQROs), state staff in health, aging, or 
disability departments who provide expertise in monitoring LTSS provider networks and LTSS quality, 
and consumers and consumer advocacy groups.13  


If the State decides to move forward with an MLTSS program, it must develop criteria for who qualifies 
to receive HCBS. Some of the states participating in the dual demonstrations limit HCBS to those who 
meet an institutional level of care standard. In addition, subject to a waiver from the CMS, the State 
has the option of offering different packages of HCBS benefits that vary based on level of need.  


Expansion to additional geographic areas 


Expanding geographically beyond the urban areas of Clark and Washoe Counties is an option. The 
geographic expansion could be to semi-urban areas or to some or all of the rest of the state. A 
geographic expansion to rural areas where provider access is limited and travel times to health care 
are much greater will be a challenge for MCOs. However, holding MCOs accountable to meet access 
requirements is likely to improve the quality of health care that low income residents in rural areas 
receive. When Texas expanded statewide, MCOs addressed the shortages of specialists in rural areas 
by flying them in every few weeks.  


Geographic expansion is also likely to increase the enrollment of members of Native American tribes 
even though enrollment must be voluntary. There are 20 federally recognized tribes in Nevada. Today, 
close to one percent of the enrollees in the two MCOs serving Clark and Washoe Counties have 
identified themselves as American Indian.   


Team 


Task 3.2 will be led by Sellers Dorsey with support from Leavitt Partners. Sellers Dorsey team members 
will include Pam Coleman, Marc Gold, Frank Siano, and Ann Rasenberger. Leavitt Partners team 
members will include Robin Arnold-William, DSW, and Michael Deily. Sellers Dorsey and Leavitt 
Partners have partnered on a number of engagements and are currently partnering on an IDD Pilot in 
Texas for integrated acute and HCBS.  


The Sellers Dorsey/Leavitt Partners team has extensive experience with the design and 
implementation of MLTSS programs.  Team members have been directly responsible for the design 


                                                                 
12 AARP, Keeping Watch: Building State Capacity to Oversee Medicaid Managed Long-Term Services and 
Supports (2012).  
13 Ibid. 
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and implementation of MLTSS in Texas and Washington State and are currently working with the 
Commonwealth of Pennsylvania on their MLTSS implementation.  In addition, team members have 
consulted with California, Florida, Kentucky, Louisiana, Massachusetts, Nebraska, Rhode Island, New 
Jersey and Virginia on MLTSS implementation, as well as the eleven states in the capitated model of 
the CMS duals demonstration. We are familiar with lessons learned about MLTSS through our 
experience working directly with states and through our specialization in this field.   


As noted above in section 3.1, Pam Coleman oversaw the development and implementation of the 
Texas MLTSS program, Star+Plus. In addition to current work on the Pennsylvania and Texas projects, 
she has consulted with state staff in California, Florida, Virginia, Massachusetts, Maine, and Rhode 
Island on the benefits and challenges of including different populations and services in managed care.  


Marc Gold spent 29 years in high-level positions with the Texas Medicaid long-term services and 
supports agency where he was responsible for all LTSS policy including both institutional and 
community-based services and supports funded by Medicaid and other revenue streams in fee-for-
service and managed care and responsible for Texas’ ongoing response to the United States Supreme 
Court ruling of Olmstead v. L.C In addition, Mr. Gold provided expertise and local program knowledge 
to assist a Texas-based community health plan prepare to provide LTSS to children receiving SSI, 
including performing a comprehensive gap analysis and drafting the RFP response to the State.  


Frank Siano has advised Medicaid health plans on business development and operations in California, 
Florida, Kentucky, Louisiana, Nebraska, New Jersey, Pennsylvania and Virginia. Ann Rasenberger 
provided technical support to CMS on the Financial Alignment Initiative (“duals demonstration”) from 
2012-2015 and worked on the readiness reviews of the health plans in the 11 States participating in 
the capitated model of the demonstration, all of which include MLTSS.   


For the Pennsylvania Medicaid program, Ms. Coleman and Mr. Gold are providing technical support in 
connection with the Commonwealth’s MLTSS program, Community HealthChoices. This project, which 
ongoing, has involved developing a concept paper about the MLTSS program and managing the 
stakeholder engagement process. 


Dr. Arnold-Williams served as Secretary of the Washington State Department of Social and Health 
Services (DSHS) which housed administration of all LTSS programs.  During her tenure, she served as 
executive sponsor of the design team that crafted and negotiated the state’s duals demonstration.  
She also provided consultation to the Pennsylvania LTC Commission (“Commission”). The Commission 
was tasked with developing recommendations focused on improving the current long-term care 
system, including identifying effective ways to provide a better coordinated approach to delivering 
services and support, and ensuring quality health care for older Pennsylvanians and individuals with 
physical disabilities. She conducted research and served as subject matter expert on LTSS policies and 
models including managed fee for service (MFFS), health homes, and nurse delegation. She also 
provided updated profiles of states in the top tier of rebalancing results and those implementing 
managed care approaches to LTSS. 


Mr. Deily served as Utah Medicaid Director for over 10 years. In addition to numerous other 
accomplishments, Mr. Deily implemented a voluntary capitated LTSS program pilot program designed 
to provide community options for nursing facility residents, implemented an integrated medical home 
initiative for individuals dually diagnosed with IDD and mental illness, and implemented an early 
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money follows the person program for residents of ICF-IIDs. He is very knowledgeable about the 
current and pending CMS regulations related to MLTSS. 


Approach 


• Review all the stakeholder feedback from DHCFP’s listening sessions. 
• Review documents supplied to us by DHCFP that have relevant information about a managed 


care expansion and MLTSS (including any studies, reports, planning documents, meeting 
minutes, etc. pertaining to either managed care expansion or the Comprehensive Care 
Waiver). 


• Conduct a literature review on MLTSS programs in other states. 
• As needed, conduct interviews with other state administrators that have implemented 


programs that align most closely with Nevada’s environment. 
• Conduct interviews with State staff both at DHCFP and the Division of Aging and Disability 


Services to understand the health care and LTSS delivery system in Nevada, issues with 
delivery of care under the current MCO program, and the State’s history relative to managed 
care/MLTSS expansion and its Comprehensive Care Waiver. 


• Based on the State’s response in the RFP amendment, provide every possible combination of 
population and geography, but with regard to services, will only provide advice and input 
based on the State’s description of concerns about services and our experience, best practices, 
and knowledge of other states. 


• Evaluate all options for including MLTSS and additional populations and for expanding to 
other areas of the State. Our evaluation will include an analysis of the impact of the current 
Comprehensive Care Waiver.  


• Prepare a report that presents the array of MCO expansion options available to the State for 
new populations, services, and geographic areas and describes the pros and cons of each 
option.  
o The options analysis will be informed by our experience, our literature review, and the 


information we learn about the State.  
o This report is intended to assist State staff in preparing recommendations to the executive 


staff and Nevada Legislature on the MCO expansion. 
o This report will be rolled up into the report for 3.2. 


3.2.2 – Recommendations may be a phase in approach to limit financial cash flow concerns and/or 
adverse impact  
 
While Sellers Dorsey will evaluate all approaches when making its recommendation, it believes that a 
phased-in approach is beneficial because it gives a state the opportunity to learn from its experience, 
to pilot its protocols, and to make improvements before expanding to additional regions and/or 
populations.  Given that much of the State is rural, Nevada may want to consider an urban phase-in 
for MLTSS and a later rural phase-in. Texas, one of the first states to implement an MLTSS program in 
the country, phased in MLTSS and the ABD population over 14 years. In 2015, Texas included the IDD 
population and expanded managed care to children with special needs and the IDD waivers 
population. Texas made the decision to proceed by phase-in because the state is so large and the 
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delivery systems and other factors vary so much from one region to another. Pennsylvania is phasing 
in its new MLTSS program on a regional basis over a three-year period.  
 
Pennsylvania decided that a phased-in approach for MLTSS was best given the diversity in the 
Commonwealth’s regions and the desire to make adjustments in later implementations based on 
experience with the initial implementation region. They plan to do one procurement, but phase in the 
implementation over three years. 
 
New Jersey used a phased-in approach based on services.  First they enrolled older adults, individuals 
with physical disabilities, and dual eligibles for primary and acute care services only. Next, they added 
MLTSS to the MCO benefit package for all members receiving HCBS. Lastly, they enrolled persons in 
nursing facilities for acute and LTSS services. 
 
In these examples, the phase-in approach was done primarily for reasons other than cash flow; 
however, that can be a consideration.  Cash flow issues can arise when the state implements capitated 
managed care because the state’s annual budget was based on the state paying claims after services 
had been rendered (which could be as much as 12 months after the date of service). This creates a 
claims billing lag, known as a “claims tail.” Under capitated managed care, payments for those 
services are made in advance and there may not be sufficient funds in the budget for the first year of 
the program to cover the capitation amounts owed. The fiscal note prepared by DCHFP on a bill that 
would have required enrollment of the ABD population in managed care in Clark and Washoe counties 
indicated that counties would have the same cash flow issue on a smaller scale due to enrollment of 
“county match” beneficiaries in managed care.  
 
According to the fiscal note, 75% of the ABD population that would be enrolled are dually eligible. For 
the dually eligible, Medicare pays for all acute care and most rehabilitation care and prescription 
medications; the State pays only Medicare cost sharing and for services and drugs not covered by 
Medicare, including HCBS. According to a report by the Congressional Budget Office, the average 
Medicaid spending for full dually eligible beneficiaries nationwide was a little under half of the 
Medicare spending.14 Thus, if the State decides to enroll only the ABD population in the managed care 
expansion, the claims tail for three quarters of the new enrollees will likely be, on average, only about 
half of what it would have been had the beneficiaries been full Medicaid. Nonetheless, DHCFP 
estimated that the claims tail would create a need for additional funds in the first year of the 
program. These are the types of considerations Sellers Dorsey will consider in its analysis and 
recommendations. 
 
Team 
 
Pam Coleman of Sellers Dorsey and Robin Arnold-Williams and Michael Deily of Leavitt Partners can 
bring their direct experience with managed care programs that were phased-in in Texas and 
Pennsylvania. In addition, we will advise Nevada based on our knowledge and understanding of other 


                                                                 
14 Congressional Budget Office, Dual-Eligible Beneficiaries of Medicare and Medicaid: Characteristics, Health 
Care Spending, and Evolving Policies (2014). 
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states’ experiences implementing managed care in phases or implementing managed care more 
rapidly.  
 
Approach 
 
• Conduct a literature review about states’ experiences in transitioning from FFS to a capitated 


MLTSS.  
• Interview the State about its cash flow concerns and other adverse impacts of transitioning from 


FFS to managed care.  
o Our interview protocol will be informed by our literature review and our experience 


working with states during the development and start-up of their MLTSS programs. 
• Request the State to provide us with any relevant documents.  
• Prepare a report that includes a summary of the findings from our research, options for phasing in 


and not phasing in, and our recommendations to the State. This report will be rolled up into the 
report for 3.2. 
 


3.2.3 – With assistance from state staff recommendation(s) must contain a cost benefit analysis which 
includes the potential loss of revenue to state agencies as well as Intergovernmental Transfer of Funds, 
Certified Public Expenditures and drug rebates 
 
The RFP amendment states that for this subtask, (1) State staff will provide financial data and number 
of FTEs providing medical services to the vendor, (2) the vendor is expected to analyze potential staff 
lay-offs or alternative staffing recommendations from an MCO expansion, and (3) the vendor’s 
analysis should be included in the cost-benefit analysis. In the amendment, the State provides a link to 
fiscal notes that were submitted by DHCFP and the Division of Aging and Disability Services (DADS) 
concerning the potential fiscal impact of legislation proposed during the 2015 Session that would have 
required enrollment of the ABD population in Clark and Washoe Counties into managed care. (The 
legislation was not enacted.) The fiscal note prepared by DADS estimated that 216 of its employees 
would have to be laid off if the elderly and people with IDD, who currently receive services provided by 
DADS, were enrolled in managed care.  
 
When moving a fee-for-service set of services to capitated managed care, there are many state 
administrative functions that are eliminated as they become run by the MCOs. Such functions include 
items such as claims payment and case management. (For example, DADS currently provides case 
management and other “non-traditional” services to seniors and persons with IDD). Although the 
State will be able to save money because it is no longer required to provide these services, it will need 
to increase the number of staff that perform monitoring and oversight of MCOs. The cost of providing 
these functions will increase if the CMS proposed managed care regulations as currently drafted 
become final. Thus, there may not be a net savings in terms of employee costs.  
 
As noted above, if the ABD population is enrolled, 75% of the new enrollees will be dually eligible. 
Therefore, Medicare will reap most of the savings from reducing hospital utilization through managed 
care. Nonetheless, DHCFP estimated that the enrollment of the ABD population in Clark and Washoe 
Counties would generate a savings to the State of 2.6% in MCO capitation payments compared to FFS 
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costs.  Any cost-benefit analysis will need to take into account both administrative and service 
utilization savings as well as increased costs associated with new administrative tasks. 
 
Further, there may be impacts on county spending related to services the counties are providing to the 
ABD population. Typically, these impacts would be cost savings to the counties as they will no longer 
be providing the services. The State may want to consider how they might want to handle such 
savings. 
 
Team 
 
Sellers Dorsey is one of the leading experts in the nation on Medicaid financing. That expertise 
includes understanding how a state can maintain financing mechanism such as Intergovernmental 
Transfers (IGT) and Upper Payment Limit (UPL) payments under risk -based managed care. Revenue 
maximization initiatives have traditionally been implemented in fee-for-service environments, but as 
more states look to control costs and positively affect quality with managed care, Sellers Dorsey has 
worked to accommodate these reimbursement structures. CMS is particularly sensitive to how states 
prescribe provider payment through managed care contracts.  


We have worked with clients in 21 states on initiatives from design to implementation, which has 
resulted in more than $7 billion in new federal Medicaid funding to those states together. To our 
knowledge, this record exceeds that of any other Medicaid revenue enhancement firm in the United 
States. We have accomplished this without a single disallowance from the federal government and 
without any contractual or fee disputes with our clients, also a record unmatched by many of our 
competitors. We have provided expert guidance to states, providers (hospitals and health systems, 
physician practice groups, long-term care providers and their associations), and trade unions in 
developing initiatives to secure additional funding to support provider revenues.  
 
In 2011, Sellers Dorsey led a successful Medicaid financing effort in Nevada. We assisted the University 
Medical Center in Las Vegas on behalf of an internal stakeholder group to develop, seek local, state 
and federal approval for, and implement a program to recognize the additional direct cost incurred by 
University Medical Center related to their graduate medical education (GME) programs. Activities 
performed by the project team included developing and outlining the methodology for additional 
federal claiming, participating in discussions with state officials to gain support, drafting public 
notices, state plan amendments and answers to CMS questions, and participating in discussions with 
CMS to secure approval of the state plan amendment. The initiative resulted in generating $11 million 
annually in new federal funds for Nevada. 
 
We have a thorough understanding of federal perspectives and have been able to successfully 
negotiate several initiatives in the managed care environment. Our team is also well versed in state 
and managed care practices across the country; we are equipped to advise Nevada on the 
advantages, disadvantages, and cost/savings implications for each option. We have assisted or are 
currently assisting 10 states (Arizona, California, Georgia, Indiana, Iowa, Kentucky, New Jersey, 
Pennsylvania, Tennessee, and Virginia) in developing methodologies for retaining or creating new 
revenue from Medicaid financing mechanisms such as IGT and UPL in connection with the state 
moving from a FFS system to managed care.  
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It is our experience that a state can preserve all of its federal match associated with financing 
mechanisms when it moves populations and services to managed care. Our approach involves not only 
developing programs and documents such as contract and waiver amendments that are acceptable to 
CMS, but working with provider groups to alleviate their fears about the impact of managed care on 
their revenues. Many of our clients are providers and we fully appreciate their perspective.    


We are also experts in helping states enhance Medicaid drug rebates and reduce overall pharmacy 
expenditures. Sellers Dorsey has advised states on how to retain drug rebates if pharmacy benefits are 
carved in to MCO benefits.  
 
Our team for this subtask will be Jeff Harris and Kip Piper. Mr. Harris has been a consultant to hospital 
systems for last 17 years, has worked with hospitals and other providers on financial issues relative to 
state financing mechanisms under managed care. He has worked on Medicaid financing issues in over 
20 states, including Florida, Indiana, New Jersey, Ohio, and Texas. Previously, Jeff worked for the 
National Governors’ Association, the Prospective Payment Assessment Commission (the precursor to 
the Medicare Payment Advisory Commission), and the National Association of State Medicaid 
Directors.  For the Wisconsin BadgerCare Waiver, Mr. Harris led the design and development of the 
successful budget neutrality model and assisted with application drafting and federal negotiations on 
financing. Sellers Dorsey performed budget neutrality calculations (a form of cost-benefit analysis) in 
connection with the Medicaid expansion Section 1115 waivers in Wisconsin and Pennsylvania. 
 
For the cost-benefit analysis, Mr. Piper brings a wealth of relevant experience and expertise.  He has 
led or participated in the design or assessment of several cost and savings analyses for health care 
projects. Developing cost/savings estimates and critiquing the estimates of others is a routine part of 
his work.  This includes developing a data-driven, Medicaid-specific cost-benefit model to project the 
impact of technologies to reduce preventable nursing home admissions.  His over 30 years of 
experience includes the development, analysis, critique, or implementation of numerous Medicaid-
specific budget proposals, cost/savings estimates, and budget neutrality calculations.  He has handled 
budget and fiscal analysis issues at the federal, state, county, and municipal levels as well as a senior 
advisor to Fortune 500 health care companies.  With Mr. Harris, he developed the budget neutrality 
model for Wisconsin’s Section 1115 waiver.   
 
Mr. Piper is an expert on Medicaid pharmacy benefits, federal and supplemental drug rebates, 
preferred drug lists, and pharmaceutical industry pricing practices, as well as different models for 
Medicaid drug benefit management in managed care environments (e.g., carve in/out, delegation of 
responsibilities, statewide vs. MCO level activities) and implications for maximizing and collecting 
rebates, managing overall drug spend, improving outcomes, and ensuring proper data reporting.  On 
pharmacy benefit issues, he has advised an array of organizations, including health plans, a national 
pharmacy benefit company, investment analysts, and the nation’s largest health informatics 
organization. He has developed a model whereby state Medicaid agencies and Medicaid MCOs can 
reduce state spending, optimize supplemental rebates, reduce preventable hospitalizations and 
emergency department visits, and improve outcomes through the use evidence-based analytics and 
federal data on drug adverse events. 
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Approach 
 
As noted in the RFP amendment, subtask 3.2.3 and task 3.6 are duplicative, and the work under 
section 3.6 is to be completed first and included as part of the cost-benefit analysis under this subtask. 
Please see our response to section 3.6 below for a description of our approach to calculating the loss 
of revenue from IGTs, CPEs, and drug rebates.  
 
Approach to subtask 3.2.3 (after completing task 3.6) 
 


• Catalog administrative services that will be inherited by MCOs and the associated costs. 
• Catalog new administrative functions that will be required for MCO oversight and monitoring 


and estimate costs. 
• Review other states’ cost-benefit analyses of moving LTSS to managed care. 
• Review other states’ experience with service utilization reductions and increases in care 


coordination with the State’s actuaries. 
• Explore the impacts on counties’ spending. 
• Prepare a cost-benefit analysis that also includes the analysis we performed under 3.6 on the 


potential loss of revenue to State agencies from Intergovernmental Transfer of Funds, Certified 
Public Expenditures, and drug rebates. This analysis will be rolled up into the report for 3.2. 


3.3 With assistance from state staff, identify the potential impact of the possible expansion of the State 
Medicaid MCO Program 
 
Although the benefits of managed care for Medicaid beneficiaries have been well documented, 
expanding an MCO program can have significant impacts, both positive and negative, on 
beneficiaries, providers and state and local government. Conducting a thorough examination of the 
potential impacts of a managed care expansion through stakeholder input, interviews with State and 
local employees, and an analysis of financial and other data is essential for the State in making 
decisions about the design and implementation of its new program. 


All of our work under this task will be in collaboration with State staff. Their assistance will help us be 
more efficient in preparing our deliverables.  


Team 
 
Leavitt Partners will lead task 3.3. Leavitt Partners team members will include Robin Arnold-Williams 
(task lead) and Michael Deily. As mentioned in section 3.2.1, Dr. Arnold-Williams has experience that 
includes cabinet leadership roles in Utah and Washington State where she engaged in planning, 
conducting, and analyzing the results of various stakeholder input processes including town hall 
meetings, public hearings, and on-going stakeholder advisory bodies. As Secretary of DSHS in 
Washington State, she served as the primary liaison with Washington Association of Counties and was 
responsible for assuring that department agencies were coordinating with county authorities for 
behavioral health, disability employment and aging services. As Utah’s Human Services Executive 
Director, she also served as the primary liaison with Utah Association of Counties and was responsible 
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for assuring that department agencies were coordinating with county authorities for mental health, 
substance abuse, and aging services. 
 
As both a bureau director and as Utah’s Medicaid Director, Mr. Deily conducted numerous public 
forums and attended other provider, advocate, agency, and community meetings to discuss program 
changes and program budgets to both provide information and obtain information on potential 
impacts of program changes on individuals, providers, agencies and local governments. He worked 
directly with other state and local agencies throughout much of career to identify Medicaid program 
and budget changes on other programs. He worked with internal agency staff to develop plan for the 
reallocation of staff as the Medicaid program moved from FFS to managed care capitated payments. 
He implemented data analytic systems to address changing needs under a managed care approach. 
He participated in numerous meeting and more formal consultation processes at understand and 
address impacts of policy changes on Native American Tribes.  In addition, he worked with other 
states to create an on-going dialogue with the Tribes, CMS, and State Medicaid Directors. 
 
Pam Coleman and Frank Siano of Sellers Dorsey will support this task. As noted above, Ms. Coleman 
oversaw Texas’ managed care programs, including the development of its MLTSS program. She has 
consulted with the states of Rhode Island, Florida, and California about Medicaid expansion. She also 
led the evaluation of the Texas Medicaid managed care program for a legislative study commissioned 
by the Texas Association of Health Plans.  
 
Mr. Siano is an experienced Medicaid health plan executive.  Mr. Siano advises Medicaid health plans 
on business development and operations.  As noted above, Mr. Siano has advised Medicaid health 
plans in California, Florida, Kentucky, Louisiana, Nebraska, New Jersey, Pennsylvania and Virginia.  His 
wealth of experience includes head of Medicaid business development for Aetna and Coventry Health 
Care (where he oversaw $2.6 billion in new business), vice president for government relations, 
regulatory, and community development for an 180,000 member Medicaid plan, and CEO of an 
innovation disease management company. He is also the immediate past-chair of the Medicaid Health 
Plans of America, the nation’s leading trade association for Medicaid health plans. 
 
As noted above, Sellers Dorsey is providing extensive technical assistance to the Commonwealth of 
Pennsylvania in in connection with their MLTSS program (Community HealthChoices), which is 
currently being implemented (the RFP for MCOs is about to be released). The scope of work includes 
designing and managing the stakeholder engagement process, including setting up all the stakeholder 
meetings, webinars, and advisory committees and capturing all the comments from these sessions and 
providing recommendations. Stakeholder input is key to the overall success of the program, and the 
Commonwealth is committed to eliciting stakeholder input through a variety of channels. CMS 
recently applauded the stakeholder outreach process the Commonwealth of Pennsylvania has used in 
connection with Community HealthChoices. When the Commonwealth released a concept paper and 
later a draft RFP for public comment, the Sellers Dorsey team categorized the comments (over 2,300 of 
them) and set up webinars with state staff to review all the comments and capture the 
Commonwealth’s responses to the comments. Marc Gold from the Sellers Dorsey team was 
instrumental in obtaining consumer participation at advisory committees and bringing in MLTSS 
consumers from other states to tell their stories. We have also prepared FAQs for the project website. 
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Based on our experience with the stakeholder process in Pennsylvania and other states, we will 
recommend other stakeholder involvement processes that are compatible with the State’s available 
resources and timeline.  
 
Our team also has experience with working with local governments during transitions to managed 
care in several states. Sellers Dorsey has been advising the Commonwealth of Pennsylvania on how to 
respond to area agencies on aging (AAA) who have been among the major opponents to 
Pennsylvania’s proposed MLTSS program. Additionally, Ms. Coleman, Mr. Gold, Dr. Arnold-Williams, 
and Michael Deily have worked on two projects in Texas involving stakeholder outreach and 
stakeholder forums, one for assessing the roles and responsibilities of the Texas Aging and Disability 
Resource Centers (ADRC) under managed care, and the other to gather feedback on the design of an 
IDD pilot for integrated services.   


Finally, Leavitt Partners has experience with quantitative analysis and can apply quantitative methods 
to assist the State in making decisions about Medicaid managed expansion options. Leavitt Partners 
data team has accessed nearly 100 datasets of the most recent healthcare data available from 
numerous public and private sources. With 1,000+ geographic and organization-level variables, the 
data team has aggregated these datasets at various regional and county levels to create the LP 
Market Analysis Platform. This Platform serves as the basis for health care program and market 
research Leavitt Partners conducts and can be used to help the State make decisions regarding 
potential MCO population, geographic, and/or service expansions. 


For task 3.3, we are planning one onsite meeting. The timing of our completion of the deliverables 
under this task will be negotiated with the State following contract award. 


3.3.1 – Assist state staff in identifying the potential impact to communities through the continuation of 
town hall meetings to gather public and stakeholder’s input 


3.3.1.1 These meetings are currently being conducted by state staff 


3.3.1.2 Assessment of the information gathered and a report of the findings/results will need to 
be completed 


3.3.1.3 The state is open to any other recommendations the vendor may have in this area 
depending on the state’s available resources and timeline 


The State has begun holding town hall meetings and listening sessions to receive stakeholder 
feedback on the potential Medicaid expansion. According to Amendment #1 to the 2103 RFP (“RFP 
amendment”), seven meetings have already occurred and State staff will continue to facilitate the 
meetings and will provide summaries of the transcripts of the meetings for the vendor to evaluate. 
The contractor is not expected to attend the meetings. The State indicated in the RFP amendment that 
it would like the vendor’s guidance regarding compliance with CMS requirements for a stakeholder 
process for managed care expansion. 
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Communication with stakeholders and participation at all stages of the process is critical, both to 
obtain their input on possible impacts and to educate stakeholders about the State’s process and 
rationale for decisions at each step of the process. Some stakeholders have already expressed concern 
that legislation was passed authorizing expansion of managed care to the elderly and disabled with 
little opportunity for public input. If providers in communities, particularly in small towns, lose 
patients and revenues as a result of a managed care expansion, this could affect employment in the 
community and have other negative repercussions.  


DHCFP has been holding listening sessions on a possible expansion that would include LTSS and waiver 
populations. Some written comments posted on the DHCFP website (e.g., from a LTSS provider and the 
State employees union, AFSCME) have expressed opposition to the proposed expansion and 
privatization of services. A mental health consumer group urged the State to include meaningful 
community involvement in the design, planning, implementation, and oversight of the program.  
Advocates for the blind, disabled and elderly are also concerned about the potential for disruption of 
care and whether managed care organizations have the capacity to provide needed services. 


CMS expects states to conduct robust stakeholder engagement processes throughout the development 
and implementation of a MLTSS program. In the preamble to its proposed managed care regulations, 
which include new requirements for gathering stakeholder input, CMS writes:  
 


Successful MLTSS programs have developed a structure for engaging stakeholders regularly in 
the ongoing monitoring and oversight of the MLTSS program. Educated stakeholders, 
including beneficiaries, providers, and advocacy groups inform decisions as to what works and 
what does not in the managed care system, allowing the state to design systems that are 
responsive to the needs of stakeholders and to address any implementation issues discovered 
early in the process. 


 
Team 


The team for subtask 3.3.1 will be Robin Arnold-Williams and Michael Deily of Leavitt Partners. Both 
Dr. Arnold-Williams and Mr. Deily have experience assisting the states of Oklahoma, Pennsylvania, 
and Texas with managing their stakeholder engagement processes.  
 
Approach 


• Review and evaluate the summaries of the transcripts of the listening sessions the State is 
running 


• Interview State staff involved in this phase of the stakeholder engagement process for their 
informal assessment of comments received to date, the participants, and the issues being 
identified.  


• Conduct a formal assessment of the information gathered, including potential impacts of the 
MCO expansion on communities. 


• Review CMS’ proposed regulations concerning requirements for a stakeholder engagement 
process for a MLTSS program. 







Medicaid Strategic  
Planning Services 
Sellers Dorsey Proposal to  
Nevada DHCFP 
Page 34 of 140 


 


PART I A – TECHNICAL PROPOSAL 
Tab VI – Section 3 – Scope of Work 


• Prepare a report that includes our findings from the stakeholder feedback process about the 
impact of the MCO expansion on the community, an analysis of CMS’ proposed regulations, 
and our recommendations, including. recommendations on how the stakeholder engagement 
process could be improved, taking into account on the State’s available resources and 
timeline. This report will be rolled up into the report for 3.3. 


We will submit our report no later than four weeks after the start date of the contract so that our 
recommendations can be considered before the stakeholder engagement process, which is currently 
scheduled for June 1-September 8, 2016, concludes.  


3.3.2 – With assistance from state staff identify the potential impact to recipients, data regarding MCO 
adequacy of providers and access to care in Nevada is available  


Assuring network adequacy in Medicaid managed care programs is a significant issue, particularly in 
rural areas. Providers may reject participation because they believe the rates paid by MCOs (which are 
often comparable to the state’s Medicaid fee-for-service rates) are too low or the providers have had 
previous negative experiences with managed care. In rural areas, access to specialty care is an 
enormous problem. States have found that the provider directories MCOs submit are sometimes 
inaccurate and include providers who are not actually participating in the MCO’s network. LTSS 
providers may be in short supply.  


Network adequacy has become a critical issue for Medicaid managed care. CMS’ proposed managed 
care regulations include a requirement that states establish network adequacy standards for specified 
provider types. The rules require increased oversight and reporting by states on the adequacy of 
provider networks to meet the need of members. 


Managed care often has a positive impact on recipient access to care. States can require MCOs to 
make primary care provider (PCP) and specialist services available to all members regardless of where 
they live. Managed care can benefit recipients by providing them with a medical home when they 
previously did not have a PCP. MCOs are incentivized to implement innovative solutions. In Texas, 
MCOs used telemedicine to reach members in rural areas and flew specialists into rural areas a week 
at a time to treat members. Texas found that once it was clear that there would be a steady revenue 
source for home care from MCOs, the numbers of LTSS providers quickly grew and LTSS capacity was 
not an issue, even in rural areas of the state. In Utah, the state addressed physician access by bumping 
up rates for primary care physicians. The rate increase was funded by reducing rates paid to hospitals. 


Under a contract with DHCFP, Health Services Advisory Group (HSAG) prepared a Network Adequacy 
Report for 2014-2015 in July 2015. The purpose of the study was to estimate the provider network 
capacity, geographic distribution, and appointment availability of both the MCOs’ and FFS networks. 
This report shows a comparison among these three dimensions, by provider type, for Amerigroup 
(AGP), the Health Plan of Nevada (HPN), and the FFS Program relative to the State’s general 
population. According to the HSAG reports, the results from the geographic network distribution 
analysis suggest that the Medicaid program in Nevada maintains a geographically accessible provider 
network across FFS and the MCOs for primary care physicians, most specialists, and the majority of 
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facilities in the urban/suburban locations. However, average driving time and distance in rural 
locations for the FFS population continues to exceed that reported by the general population and the 
MCOs. In addition, secret shopper surveys revealed substantial barriers to recipients when trying to 
schedule appointments. Thus, while the network appears robust regarding the provider infrastructure, 
access to care is often affected by the ability to schedule appointments. 


Team 
 
Subtask 3.3.2 will be led by Robin Arnold-Williams and Michael Deily of Leavitt Partners with support 
from Pam Coleman of Sellers Dorsey. 


Approach: 


In consultation with the State, identify any data on provider network adequacy that is readily 
obtainable and request that the State make it available to us.  


• Review Nevada’s current network adequacy definitions. 
• Review the network adequacy standards in CMS’ proposed managed care regulations, which 


will establish the new floor for state network adequacy requirements.  
• Analyze the HSAG 2014-2015 Network Adequacy Report and other data provided by the State. 
• Based on our analysis of the above and our knowledge about network adequacy issues and 


solutions in other states, prepare a report in which we evaluate the network adequacy issues 
in Nevada and make recommendations on how the State can ensure access to care for MCO 
enrollees in the expanded program and comply with the proposed CMS regulations. This 
report will be rolled up into the report for 3.3. 


• Assist Nevada staff on identifying specific specialist types and geographic concerns and make 
recommendations for coverage based on innovative practices in other states.  


o Where possible, the project team will support its recommendations with quantitative 
data. Available State data, coupled with data from the Leavitt Partners Market 
Analysis Platform, will be used to support the assessment.  


3.3.3 – Identify the potential impact to providers  


In identifying the potential impact on providers, the project team will analyze several key factors 
based on its combined experience in other states and lessons learned in those states. For example, 
managed care can be very threatening to LTSS providers, particularly to nursing facility providers, 
which have substantial fixed costs. Many states ease the transition to managed care by requiring 
MCOs to contract with all current providers (“any willing provider”) for a period of time. Nursing 
facilities are always concerned about rates under managed care. Some states require MCOs to pay a 
minimum of FFS rates to all LTSS providers. In our experience, MCOs usually pay at least FFS rates to 
all provider types unless there is excess provider capacity in an area, in which case they would try to 
negotiate discounts. On the other hand, if a provider type is highly sought after, MCOs will often have 
to pay more than FFS to obtain contracts with those providers.  
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Some providers that offer substandard service are at risk of losing their contracts under managed 
care. Similarly, providers who are not able to meet credentialing standards will no longer be able to 
serve their patients who enroll in MCOs.  
 
There is often concern for small providers of home and community-based services when MLTSS 
programs are implemented.  Some small providers have difficulty adjusting to managed care because 
they do not have experience with billing insurers or electronic claims submissions. Training LTSS 
providers on how to contract with and bill MCOs can ease the transition for them. States 
implementing MLTSS often require that MCOs work together to reduce the administrative burden of 
managed care by offering provider-friendly claims payment processes. 
 
On the other hand, capitated managed care can benefit small community-based providers who have 
had to rely on static and limited Older Americans Act grant funds and low Medicaid reimbursement. 
The timing for LTSS providers in states moving to MLTSS is propitious. Organizations around the 
country such as the SCAN Foundation and the American Society on Aging are promoting the idea that 
relationships with health plans represent a new revenue opportunity for community-based 
organizations (CBO) that serve older adults and individuals with physical disabilities and can provide 
the care coordination that is essential to provide lower cost and higher quality care to these 
populations, particularly during transitions from the hospital to home. The SCAN Foundation has 
developed webinars and other programs to train CBOs on how to build effective partnerships with 
health plans and hospitals.15 The State could sponsor training sessions for LTSS providers on how to 
shift to this new model using SCAN foundation materials. MCOs should also be required to train 
community-based LTSS providers on how to bill and provide them with a live person who can help 
them navigate the MCO claims payment system.  


In our experience, savvy providers prepare for MLTSS by looking at new and innovative contracting 
opportunities. We also see a lot of consolidation of LTSS agencies following implementation, with 
interest from national firms that are positive about the movement to MLTSS. 


Finally, if the SMI population is enrolled, the possible impacts to changes in service utilization control 
processes and provider reimbursement would have to be analyzed. As the State currently operates 
mental health programs that bill Medicaid, these programs would have to be included in any analysis 
of MCO expansion. We would also want to ensure that the MCOs were required to meet the 
requirements of the Mental Health Parity and Addiction Equity Act and regulations implementing that 
statute.  
 
Team 


Subtask 3.3.3 will be led by Robin Arnold-Williams and Michael Deily of Leavitt Partners, with support 
from Pam Coleman and Frank Siano of Sellers Dorsey. 


Approach: 


                                                                 
15 http://www.thescanfoundation.org/linkage-lab-initiative. 
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• Conduct a literature review on the potential impacts on providers, in particular LTSS, 
habilitation and behavioral health providers (depending on the population enrolled), when a 
state implements an MLTSS program. 


• Interview State staff within DHHS to identify potential issues with providers if the State moves 
to a MLTSS program. Our interview questions will be informed by a review of State audits and 
studies, a literature review, and our knowledge of MLTSS programs in other states. 


• Prepare a report that assesses the potential impact on Medicaid providers in Nevada and 
makes recommendations for strategies the State can use to mitigate opposition to MLTSS by 
nursing facilities and increase participation by providers of home and community-based 
services. This report will be rolled up into the report for 3.3. 


3.3.4 – With assistance from state staff, identify the potential impact to local government as it relates to 
reimbursement for administrative and medical services  


As the State transitions to Medicaid managed care, local governments that have been providing 
medical services and administering programs for Medicaid beneficiaries face a potential loss of 
revenue, staff, and the ability to spread costs. They may have been providing essential administrative 
services such as beneficiary counseling through aging and disability resource centers (ADRC), eligibility 
and enrollment, case management and quality monitoring. Some of these services may be assumed by 
MCOs, with the corresponding funding withdrawn from the county. Local governments are likely to 
resent losing Medicaid funds while still retaining the responsibility to serve non-Medicaid clients, but 
with less revenue to support overhead and staff. 
 
In Nevada, local governments operate a number of programs, including behavioral health programs 
and aging and disability resource centers (ADRC), among others. However, unlike many other states, 
local governments in Nevada do not have any AAAs; the Division of Aging and Disability Services 
administers Older Americans Act funding. This will reduce the impact on local government seen in 
other states if Nevada adopts a MLTSS program.  
 
Local governments may initially resist billing MCOs, but can gradually adjust if they can be reassured 
that their revenues will not be reduced and their clients will not have services inappropriately denied.  
Two counties in Nevada, Clark and Washoe, have been operating in a managed care environment for 
a number of years. The local health departments are currently billing MCOs for services such as adult 
immunizations. Nevada school-based health centers are also billing MCOs. They can train their 
colleagues in other parts of the State.  


The State advised in the RFP amendment that State staff will provide current expenditures made to 
each State and local government provider, utilization data, and assumptions that the vendor may be 
use for projecting the potential fiscal impact of any recommended expansion.  The State further noted 
that this information should be included in the recommendation concerning managed care expansion 
and in the overall State cost-benefit analysis.        


 
Team 
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Subtask 3.3.4 will be led by Robin Arnold-Williams and Michael Deily of Leavitt Partners, with support 
from Pam Coleman of Sellers Dorsey. 


Approach:  


• With assistance from State staff, review and analyze the current expenditures made to each 
local government provider as well as utilization data and assumptions. 


• Using this information, project the impact to local government providers to determine the 
potential fiscal impact of any recommended expansion.   


• Identify any assumptions used for projecting the fiscal impact associated with any 
recommended expansion. 


• Prepare a report that details current expenditure and utilization data as well as the estimated 
fiscal impacts of managed care expansion and the assumptions on which the estimates are 
based. This report will be rolled up into the report for 3.3. 


3.3.5 With assistance from state staff, identify the potential impact to Native American tribes  


Nevada currently serves 3,984 members of Native American tribes in its MCO program and therefore 
already has some experience with Native American enrollment in managed care.16 Although the State 
cannot mandate enrollment of Native Americans, the State must be prepared to address issues 
connected with the voluntary enrollment of these individuals. If the State decides to expand 
geographically to rural areas where some of Nevada’s 20 Native American tribes are located, it must 
be prepared to address the impact on the tribes and perhaps diverse responses among the tribes.  


The Nevada DHHS has an established Tribal Consultation Process Agreement and currently holds 
quarterly meetings with the Tribal Governments. DHHS has a Tribal Liaison in each division as well in 
as the Director’s Office. The State clarified in the RFP amendment that all communication and 
facilitation of any meetings will be conducted by the DHCFP Tribal Liaison and that the Town Hall 
agenda has been forwarded to the Tribal Governments through the distribution lists for public notices.  
 
Team 
 
Robin Arnold-Williams and Michael Deily of Leavitt Partners team will lead subtask 3.3.5. They bring 
relevant experience with tribal issues both from their tenure as senior levels officials overseeing 
Medicaid managed care expansions when their respective states were transitioning to Medicaid 
managed care and in connection with Leavitt Partners’ projects for the states of New Mexico and 
Oklahoma on Native American issues.  
 
 In Oklahoma, Leavitt Partners conducted an independent evaluation of the state’s Medicaid program, 
evaluating whether the Medicaid program was operating efficiently and effectively, what its 
strengths, weaknesses, opportunities and threats were, and what value the program had given to the 
state. Leavitt Partners also helped design and recommend a new delivery system model. As part of 
this process, Leavitt Partners conducted thorough stakeholder analysis, including onsite meetings with 


                                                                 
16 Amendment #1 to the 2103 RFP. 
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the Native American tribes to understand their concerns with the current program and what type of 
delivery system model would best meet their needs. From these interviews, as well as other research, 
Leavitt Partners analyzed how well the current Medicaid program was meeting the Native American 
tribe’s needs, what impact the proposed delivery system would have on the tribes, and provided 
recommendations on the specific role of Indian Health Services in the new delivery system. 
  
While the work Leavitt Partners completed in New Mexico was around assisting in the planning for a 
state-based health insurance exchange, a key part of the project was designing and implementing a 
formal stakeholder consultation process. As part of that process, Leavitt Partners helped design a 
mechanism to gather feedback from Native American tribes.   
 
Approach 


• Review information on established Tribal Consultation Process Agreement. 


• Interview the Tribal Liaison for DHCFP (and other DHSS divisions as relevant) on past, current 
and planning consultations with respect to Medicaid managed care. 


• Work with State staff to identify specific topics and timing for notifying the Tribes and 
scheduling items for the regularly scheduled quarterly consultation meetings. 


• Taking into account the research and other activities described above, prepare a report that 
details the potential impact of a managed care expansion on Native American tribes. This 
report will be rolled up into the report for 3.3. 


3.3.6 – With assistance from the state, identify the potential impact on state agencies that provide 
billable administrative and medical services such as potential downsizing of staff, etc. 


Enrollment of additional populations into managed care means that MCOs will begin performing 
many of the administrative and clinical services for which state employees have been responsible. 
Nevada State agencies supported by Medicaid funding include the Divisions of Public and Behavioral 
Health, Child and Family Services, Aging and Disability Services in the Department of Health and 
Human Services and the University System.17 These agencies oversee government programs and 
services for people with disabilities and older adults, among others. Their functions include 
administration of federal grant funds and operation of public health care programs and facilities. 
Some of these functions, which currently generate revenue for State agencies, will likely be absorbed 
by MCOs if the State decides to implement an MLTSS program.  


State employees naturally fear that the result of enrolling additional populations into managed care 
will be the downsizing of state staff. Our experience across multiple states is that states agencies 
generally do not lay off staff when they expand managed care. Although some duties will no longer be 
performed by state employees, their programmatic expertise (e.g., in HCBS) will be valuable in MCO 
oversight. For example, Texas expanded its managed care division by dozens of employees when it 
brought up its MLTSS program, Star+Plus. Utah also did not downsize when they expanded their 
Medicaid managed care programs; they realigned staff to take on different functions. When Kansas 


                                                                 
17 Ibid.  







Medicaid Strategic  
Planning Services 
Sellers Dorsey Proposal to  
Nevada DHCFP 
Page 40 of 140 


 


PART I A – TECHNICAL PROPOSAL 
Tab VI – Section 3 – Scope of Work 


moved from a FFS program to a MLTSS program, they did not hire new employees, but instead trained 
their existing Medicaid workforce in new skillsets (e.g., oversight capabilities and MCO support). 
Kansas found it was critical to have staff with expertise in LTSS and HCBS involved in MCO oversight. 
Illinois expanded the staff in its managed care bureau and assigned additional MCO monitoring to the 
state agencies responsible for overseeing LTSS and HCBS. Likewise, Pennsylvania has no plans to 
reduce staffing as a result of their MLTSS implementation.  
 
Under the proposed managed care regulations, CMS requires states to perform a multitude of specific 
tasks related to oversight and monitoring of their MCOs. The proposed regulations impose additional 
responsibilities if the state has an MLTSS program. These regulations are likely to require states to add 
staff in order to sufficiently monitor and oversee MCOs providing MLTSS.  


The RFP amendment states that (1) State staff will provide financial data and the number of FTEs 
providing medical services to the vendor, (2) the vendor is expected to analyze potential staff lay-offs 
or alternative staffing recommendations from an MCO expansion, and (3) the vendor’s analysis should 
be included in the cost-benefit analysis. The State provided a link to fiscal notes prepared by DHCFP 
and the Division of Aging and Disability Services concerning the potential impact of a 2015 session bill 
(BDR 38-769 AB 310) that would have required DHHS to provide services through a Medicaid managed 
care program to the ABD population in counties with a population of 100,000 or more (which currently 
includes only Clark and Washoe counties). (The bill was defeated.)  
 
Team: 


The team for subtask 3.3.6 will be led by Michael Deily of Leavitt Partners with support from Kip Piper 
of Sellers Dorsey.  


Approach 


• Conduct a study of the impact on State staff who are providing administrative and medically- 
related services, e.g., Nevada State agencies such as the Divisions of Public and Behavioral 
Health, Aging and Disability Services, and Family and Children Services in. 


• Assess what roles will be eliminated under different managed care expansion options as well 
as identify additional skill sets that will be needed to manage the MCO contracts. 


• Analyze potential staff layoffs and alternative staffing recommendations that may result from 
an MCO expansion. 


• Prepare a report that identifies the potential impact of the managed care expansion on State 
agencies that provide billable administrative and medical services. This report will be rolled up 
into the report for 3.3. 


3.3.7 Report any potential impact the state may not be aware of and should consider based on the 
vendor’s experience and/or knowledge of other states’ MCO expansion 


We understand from experience with managed care expansions in other states that it is inevitable 
that the state will not have anticipated every contingency. Many states moving to managed care will 
learn about the impacts of this transition from stakeholders. State staff may be aware that a certain 
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provider group will be affected, but not be cognizant of the full extent of the impact and the degree of 
passion a stakeholder group might have about managed care. The Texas Medicaid program was not 
aware of the impact on hospitals from the loss of Upper Payment Limit (UPL) revenues until the state 
proposed expansion. In Pennsylvania, the Medicaid program was not expecting the level of opposition 
to MLTSS that was expressed by the AAAs and service coordination agencies. Strong opposition, of 
course, can derail a program to expand managed care. DHCFP has already anticipated the impacts on 
loss of revenue from Medicaid financing mechanisms and local and state governments.  CMS and the 
states in the duals demonstration did not anticipate the large number of opt-outs fueled by providers 
encouraging their patients not to enroll. 


Currently in Pennsylvania, Sellers Dorsey is supporting state staff on the daily decisions regarding the 
MLTSS program design.  As mentioned, the state received over 2,300 comments to the draft RFP.  The 
state together with Sellers Dorsey team reviewed each comment to determine if the draft RFP should 
be changed.  Sellers Dorsey provided recommendations based on our experience with other states and 
set up calls for the Pennsylvania staff to talk with some of the states currently operating MLTSS 
programs.  


DHCFP has already anticipated the impacts on loss of revenue from Medicaid financing mechanisms 
and local and state governments.  As described in the response to section 3.4, we have expensive 
experience supporting the continuation of supplemental funding under a managed care approach. 


The ongoing stakeholder engagement process is already surfacing stakeholder issues. One of our roles 
under task 3.3 will be to review the stakeholder comments closely to understand the reasons for 
stakeholder concerns and whether the concerns can be addressed within the framework of the state’s 
design for the expansion. We will apply our knowledge about other states’ implementation of MLTSS 
programs in providing guidance to the State under this subtask.  


Team  


The team for subtask 3.3.7 will comprise all of our team for task 3.3 (Pam Coleman, Frank Siano, and 
Kip Piper of Sellers Dorsey, and Robin Arnold-Williams and Michael Deily of Leavitt Partners). 


Approach 


• Though our work with State staff and stakeholders, identify potential consequences of 
different managed care expansion approaches and initiatives.  


• Catalog for State staff the considerations and lessons learned from other states of unexpected 
impacts. This report will be rolled up into our report for 3.3. 


• In the course of our work with State staff, provide expert guidance on the pros and cons of 
various decisions about program design and as needed set up calls with other states that have 
had similar issues. 


3.4 With assistance from state staff identify ways to leverage existing resources if MCO expansion 
occurs, such as but not limited to: 
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3.4.1 Certified Public Expenditures; 


3.4.2 Intergovernmental Transfer of Funds; and 


3.4.3 Provider Tax and Assessments 


Nevada currently funds a portion of the State share of its Medicaid expenditures from IGTs, UPL 
payments, Certified Public Expenditures (CPE), and a nursing facility provider fee.18 These funds are 
critical in furnishing Nevada’s State share of Medicaid program expenditures for certain providers and 
services. Some of Nevada’s providers are also dependent on them and the fear of losing this revenue 
increases their resistance to managed care.  
 
Nevada has already taken steps to retain its federal match for voluntary IGT payments from 
participating public providers. Amendment #6 to the current MCO contract, which became effective in 
March 2015, describes a system under which the State will pay enhanced capitated rates to the MCO 
through voluntary IGTs from participating providers. Under the amendment, the MCO is required to 
use the enhanced funding to make payments to safety net providers for inpatient and outpatient 
hospital and behavioral health services. A similar mechanism can be used for preserving the provider 
tax-related revenues for nursing facilities. Many states have used enhanced capitation rates dedicated 
to a provider type, especially related to provider taxes on hospitals. 
 
Certified Public Expenditures (CPE) that reimburse providers for Medicaid services are not a viable 
financing mechanism under capitated managed care. However, they can be converted to an IGT-
funded payment system. Using the same enhanced capitation rates described above, funding can be 
preserved. 
 
Claiming for administrative services is not impacted by a move to capitated managed care. 
 
Team 


As noted above in section 3.2.3, Sellers Dorsey is one of the leading experts in the nation on Medicaid 
financing. That expertise includes understanding how a state can maintain financing mechanism such 
as IGTs and UPLs under risk-based managed care. structures. CMS is particularly sensitive to how 
states prescribe provider payment through managed care contracts.  


We have a thorough understanding of federal perspectives and have been able to successfully 
negotiate several initiatives in the managed care environment, including a recently approved program 
in Virginia. We have assisted Florida and Texas in preserving UPL dollars when they expanded 
capitated managed care. It is our experience that a state can preserve all of its federal match 
associated with financing mechanisms when it moves populations and services to managed care. Our 
approach involves not only developing programs and documents such as contract and waiver 
amendments that are acceptable to CMS, but working with provider groups to alleviate their fears 


                                                                 
18 Division of Health Care Financing and Policy presentation, “Medicaid and Nevada Check Up Overview January 
2015,” January 2015. 
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about the impact of managed care on their revenues. Many of our clients are providers and we fully 
appreciate their perspective.    


Our team is also well versed in state and managed care practices across the country; we are equipped 
to advise Nevada on the advantages, disadvantages, and cost/savings implications for each option. 
 
We have worked with clients in 21 states on initiatives from design to implementation that have 
resulted in more than $7 billion in new federal Medicaid funding which is, to our knowledge, more 
than any other Medicaid revenue enhancement firm in the United States. We have accomplished this 
without a single disallowance from the federal government and without any contractual or fee 
disputes with our clients, also a record unmatched by many of our competitors. We have provided 
expert guidance to states, providers (hospitals and health systems, physician practice groups, long-
term care providers and their associations, and trade unions in developing initiatives to secure 
additional funding for the state to support provider revenues. We have assisted or are currently 
assisting 10 states (Arizona, California, Georgia, Indiana, Indiana, Iowa, Kentucky, New Jersey, 
Kentucky, Pennsylvania, Tennessee, and Virginia) in developing methodologies for retaining or 
creating new revenue from Medicaid financing mechanisms such as IGT and UPL when the state 
moved from a FFS system to managed care. We are also experts in helping states enhance Medicaid 
drug rebates and reduce overall pharmacy expenditures. In several recent engagements, we have 
provided innovative solutions to securing additional federal match through physician UPL programs.  
 
In 2011, Sellers Dorsey led a successful Medicaid financing effort in Nevada. We assisted the University 
Medical Center in Las Vegas on behalf of an internal stakeholder group to develop, seek local, state 
and federal approval for, and implement a program to recognize the additional direct cost incurred by 
University Medical Center related to their graduate medical education programs. Activities performed 
by the project team included developing and outlining the methodology for additional federal 
claiming, participating in discussions with state officials to gain support, drafting public notices, state 
plan amendments and answers to CMS questions, and participating in discussions with CMS to secure 
approval of the state plan amendment. The initiative resulted in generating $11 million annually in 
new federal funds for Nevada. 
 
Sellers Dorsey is also knowledgeable about drug rebate programs and how to maintain and even 
enhance them under capitated managed care models.  
 
Our team for this task will be Jeff Harris and Kip Piper at Sellers Dorsey. Mr. Harris’ extensive 
experience in Medicaid financing is described in section 3.2.3 above.  
 
Mr. Piper’s wide-ranging experience in Medicaid finance is described generally in section 3.2.3 above.  
For this task, we note in particular that Mr. Piper has extensive experience and expertise in Medicaid 
financing arrangements, including IGTs, CPEs, provider assessments, and waiver-based methods of 
increasing or maintaining federal funding. Since May 2014, he has directed a large Medicaid 
supplemental payment project in Indiana involving the modernization and expansion of UPL-based 
supplemental payments in fee-for-service and the creation of a new supplemental payment program 
in Indiana Medicaid’s capitated managed care programs.  As Wisconsin’s Medicaid director, he 
oversaw complex, large scale IGT and CPE based initiatives and corresponding UPL issues. He 
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managed the State Coverage Initiatives program for the Robert Wood Johnson Foundation, providing 
advice, training, and technical assistance to numerous states on complex Medicaid financing issues.  
Mr. Piper has also advised different types of organizations, including a large non-profit health insurer 
and major provider organizations, on alternative Medicaid financing issues.  This includes strategic 
counsel on implications of managed care to current FFS-based arrangements.   
 
Approach  
 


• Through interviews with State staff and review of financial and other documents (including 
the attachment to the RFP amendment), gain understanding of each source of supplemental 
Medicaid funding (including but not limited to IGT, UPL, CPE, and provider fees) in Nevada, 
which providers and agencies they support, and calculate the amount each of these sources 
contributes to the State share.  


• Evaluate whether Amendment #6 to the MCO contract has been implemented as described 
and whether it has been effective in assuring that IGT funds are continued to be paid to the 
participating providers.  


• Develop a report that summarizes the details about each of these funding sources and the 
implementation of Amendment #6 to the MCO contract and recommends approaches to 
maintaining and increasing the federal share for each financing mechanism.  


• Meet with providers to educate them about how their revenues will be maintained under 
manage care.   


• Review all provider types that might be eligible for increased Medicaid reimbursement and 
investigate possible funding mechanisms. 


In addition, for no additional cost, we will provide an important value-added service: we will examine 
ways to boost your federal revenues through untapped opportunities such as supplemental payments 
for physicians, physician assistants, and social workers in both fee-for-service and managed care 
environments. This comprehensive assessment will be provided to the State following the completion 
of the scope of work (to allow our team to focus on the project.)  
 
For task 3.4, we are planning one onsite meeting. The timing of our completion of the deliverables 
under this task will be negotiated with the State following contract award. 
 
3.5 Provide consulting services and project management for MCO expansion  
 
Once the State has decided on the basic components of its expanded MCO program, it must embark 
upon the complex process of implementing the program. This will include developing and designing a 
project plan and timeline for the tasks, identifying stakeholders, developing a plan to communicate 
with stakeholders and other members of the public, managing meetings, managing and tracking 
progress on tasks, and developing a transition plan for the expansion. The State will have to prepare a 
waiver application or 1915(i) state plan amendment to obtain approval from CMS for the new 
program. It will also have to manage the MCO procurement process, including preparing a Request for 
Information (RFI), reviewing interested MCO vendor comments on the RFI, and preparing a Request 
for Procurement (RFP).  
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It is essential that the process be well-designed, well-managed, and developed with input from 
stakeholders. It must occur within agreed-upon timelines. The State would like the vendor to assist the 
State with the subtasks in task 3.5 and provide overall project management services to assure that the 
tasks are completed in accordance with the project plan and approved timelines. 
 
Team 
 
Task 3.5 will be led by Laura Summers and Michael Deily of Leavitt Partners, with support from Pam 
Coleman and Kip Piper of Sellers Dorsey. The team designated for this project has both individual as 
well as combined experience providing consulting services and project management for MCO 
expansions. For example, Leavitt Partners is currently partnering with Sellers Dorsey in the State of 
Texas on a project related to the design and expansion of a managed care program to test the delivery 
of Medicaid long-term services and supports to individuals with IDD. Key activities Leavitt Partners 
and Sellers Dorsey are currently engaged in include: 
 


• Developing project plans and managing the managed care design and implementation 
process; 


• Reviewing, analyzing, and documenting feedback on RFI responses;  
• Designing, developing, and implementing a process to obtain and evaluate feedback from 


stakeholders;  
• Scheduling, managing, and facilitating stakeholder meetings to gather input on the pilot and 


transition of services to managed care;  
• Developing a draft RFP based on the required pilot requirements, including proposed goals 


and objectives that outline the structure of the pilot; and 
• Developing the readiness review criteria, timeline, and work plan(s) for implementation of 


managed care pilot.  
 
Laura Summers has years of project management experience with both public and private sector 
clients, including in connection with engagements with states such as Arkansas, Colorado, Idaho, 
Mississippi, New Mexico, Oklahoma, Pennsylvania, Texas, and Utah. More specifically, she has direct 
experience providing project management for the combined Sellers Dorsey and Leavitt Partners team 
and has worked with key members of each team on past projects. For example, Ms. Summers is 
currently providing project management for the Leavitt Partners and Sellers Dorsey team working 
with the State of Texas on the design and expansion of the long-term managed care program for 
individuals with IDD. She also provided project management for the combined Leavitt Partners and 
Sellers Dorsey team that assisted Texas Aging and Disability Resource Center (ADRC) staff develop 
mission, vision, and values statements and plans. Ms. Summers has the project management skills and 
experience required under this task and is known for her ability to ensure projects are completed on 
time, within scope, and have high quality deliverables.  
 
In 1998, Ms. Coleman oversaw the implementation of the first integrated acute and LTSS program for 
older adults and persons with disabilities in Texas (and one of the first in the country). This program, 
STAR+PLUS, was the first combination 1915b/c waiver approved by CMS and became a model for 
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other state MLTSS program. During the next 12 years, she headed up all the Medicaid managed care 
in Texas and implemented the expansion to new urban and rural areas of both the TANF/CHIP 
population and the integrated STARR+PLUS program. Currently, Ms. Coleman is assisting Pennsylvania 
with project planning and implementation of their MLTSS program that is set to launch January 2017. 
Working closely with Laura Summers, she is also providing project management experience in 
connection with the design and implementation of a pilot managed care program for persons with IDD 
in Texas.  


Kip Piper led the Sellers Dorsey team when they were engaged by the Wisconsin Medicaid agency to 
assist in developing an 1115 demonstration project waiver (BadgerCare Reform), a program for adults 
without dependent children whose income was below the poverty level. The Sellers Dorsey team 
successfully provided Wisconsin with a comprehensive set of services, including strategic counsel on 
policies, financing, financial modeling, federal budget neutrality model development and refinement, 
evaluation approach, process for health needs assessments, drafting of proposed application for 
public comment, on-site support for public meetings, drafting responses to public comments, drafting 
of final demonstration application to CMS, strategic and tactical advice during CMS negotiations, 
review and editing of waiver terms, and conditions and transition advice. 


For this project, Leavitt Partners will also leverage the experience of Michael Deily. When he was 
Utah’s Medicaid director, he participated in the writing, review and negotiations of 1115 
demonstration waivers, 1915 (c) waivers and oversaw the writing of 1915(b) waivers for major 
program restructurings and renewals.  


Our team also has extensive experience with developing and negotiating waivers for Medicaid 
eligibility expansion and home and community based service programs. In this capacity, we have also 
performed budget neutrality calculations. Sellers Dorsey supported the State of Wisconsin and 
Commonwealth of Pennsylvania with 1115 coverage expansion waiver applications. For the Healthy 
Pennsylvania waiver, Sellers Dorsey collaborated with Leavitt Partners to assist the state in drafting 
the 1115 demonstration waiver to ensure compliance with state and federal regulations and Governor 
Corbett’s Healthy Pennsylvania framework (to promote personal responsibility, healthy behaviors and 
improved health outcomes). The team also provides technical support to the Commonwealth in its 
decision-making process.   


For task 3.5, we are planning four to five onsite meetings with other meetings conducted by webinar 
or phone. The timing of our completion of the deliverables under this task will be negotiated with the 
State following contract award. 
 
3.5.1 Develop and design the project plan upon approval of a MCO expansion 
 
Team 
 
Subtask 3.5.1 will be led by Laura Summers with support from the other team members for Task 3.5. 
 
Approach 
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• Upon approval of an MCO expansion, develop a project plan that outlines all major tasks for 
the expansion, associated timelines, interdependencies, and key individuals who are involved 
or responsible for each task, including individuals from Nevada Medicaid and executive staff.  


o Leavitt Partners has a custom-built project management tool it uses for all of its 
internal and external projects and is currently using this tool for the Texas managed 
care project. However, if there is a project management tool the State prefers, the 
project team is open to its use. 


o The project plan will take into account best practices for such a plan. 
• Work with a designated point person from Nevada (i.e., the contract or project manager) to 


finalize the project plan, including formalizing a governance structure that identifies which 
Nevada staff leads, managers, and key decision makers will be responsible for reviewing and 
approving draft documents, project plans, and making specific decisions around the expansion 
plan.  


o Identifying these individuals early on will hopefully allow for decisions to be made 
quickly and assist in keeping the project on track. 


• Submit a project plan to DHCFP for approval. 
  


3.5.2 Assist in the completion of a timeline for implementation of the approved plan and identify critical 
path(s) 
 
See response above.  
 
3.5.3 Ensure project is completed within approved timeframe(s) and/or notify management of delay(s), 
reason for any delay(s), and possible solutions to resolve any delay(s) 
 
The project plan will be a living document, updated over the course of the project and shared with 
designated Nevada staff on a weekly basis. It will highlight key milestones that the project team and 
Nevada Medicaid and executive staff will be expected to meet. This will ensure that the project is 
completed within the approved timeframe(s) and that any delays are appropriately addressed. The 
project plan includes a section for identifying whether each task is being completed on time (green), is 
at risk for delay (yellow), or is delayed (red). This tool is useful to not only for the project team and 
staff working on the project, but also to Nevada executive staff who want a quick visual as to the 
overall progress of the project.  
 
Team 
 
Subtasks 3.5.2 and 3.5.3 will be led by Laura Summers with support from the other task 3.5 team 
members. Ms. Summers will have overall responsibility for updating the project plan and notifying the 
appropriate persons of potential delays and recommending mitigating actions.   
 
Approach 
 


• Track completion of tasks and milestones outlined in the project plan. 
• Hold weekly check-ins with designated Nevada staff and project leads.  
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o These weekly check-ins will be scheduled for an hour, with the possibility of shortening 
the time or canceling the meeting if appropriate.  


o We will work with the designated Nevada staff to determine weeks when it would be 
appropriate for executive staff and key decision makers to attend the meetings.  


o These check-ins will also provide an opportunity for the project team to keep Nevada 
staff informed of adherence to the project plan and should there be any potential 
delays, discuss the reason for the delays, and to begin developing solutions to resolve 
the delays.  


• Record any action items or change in plans and update associated timelines.  
• Update the project plan and notify the appropriate persons of upcoming action items and any 


changes. 
 
3.5.4 Identify stakeholders  
 
See response below in 3.5.5. 
 
3.5.5 Design and manage communication plan 
 
As one of the key tasks of the MCO expansion project plan, the project team will prepare a proposed 
process for identifying stakeholders as well as a formal communication plan. We understand the 
importance of having a comprehensive and organic communication plan. The communication plan will 
outline the proposed process for seeking, collecting, documenting, and analyzing stakeholder input 
and feedback. It will include educational resources such as webinars and new content about the 
transition for the state’s website. The proposed process can incorporate multiple mechanisms for 
input/feedback (e.g., a dedicated email address, mailings, and participation in stakeholder forums, 
formal public comment periods on waivers or amendments) that comply with all accessibility 
standards required by the State. We will consult with State staff on the proposed process.  
 
The specific stakeholders and the particular stakeholder groups with the most potential influence (and 
ability to support or derail a managed care expansion) will depend on which populations, services, and 
regions are proposed to be included in the expansion plan. DHCFP supplied a list of stakeholder groups 
as an attachment to the RFP amendment.  
 
As part of the communication plan, the project team can also provide guidance on communicating 
with CMS regarding the establishment of a waiver application or 1915(i) state plan amendment and 
provide suggestions for obtaining approval from CMS for the new program. While not part of a formal 
or external communication plan, communication with CMS will be key to the success of the MCO 
expansion and both Sellers Dorsey and Leavitt Partners have experience negotiating waiver and state 
plan amendments with CMS as well as familiarity with CMS rules and regulations.  
 
Team 
 
Subtasks 3.5.4 and 3.5.5 will be led by Laura Summers with support from the other Task 3.5 team 
members. 
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Approach 
 


• With assistance from the State, define and identify key stakeholders (which will depend on 
which populations and services are included in the MCO expansion model). 


• Define best practices for communicating to stakeholders based on the team’s experience and a 
literature review. 


• Analyze stakeholder input and categorize into meaningful data. 
• Develop a draft communication plan.  
• Obtain feedback on the plan from the State and others as appropriate. 
• Revise, manage, and continually update the communication plan to reflect any major updates 


or changes to the communication plan. 
o To manage the communication plan, key processes and activities will be incorporated into 


the broader project management tool and tracking process. This will ensure the 
communication plan fits with in the overall MCO expansion plan and timeline and that its 
progress will be incorporated to regular project updates. 
 


3.5.6 Manage meetings 
 
We are assuming, based on the State’s response to question #8 in the RFP amendment, that this 
subtask is about managing internal meetings related to project management activities, and not 
stakeholder meetings. 
 
Team 
 
Subtask 3.5.6 will be led by Laura Summers with support from the other task 3.5 team members. As 
outlined in the vendor profiles and team resumes, both Leavitt Partners and Sellers Dorsey have 
experience managing meetings for multiple state agencies, including Medicaid programs.  
 
Approach 
 


• In consultation with the State: 
o Determine the type of meetings, attendees at each meeting, and schedule; and 
o Draft meeting notices and agendas. 


• Lead meetings as requested by the State. 
• Prepare minutes of meetings we lead or attend. 


 
3.5.7   Manage and track status of task assigned to all parties involved 
 
See response above.  
 
3.5.8 In the event Long Term Support Services (LTSS) are recommended and approved as part of the 
MCO expansion, assist state staff in preparing the necessary documents that meet CMS’s requirements 
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in obtaining proper authority under an 1115 (a) demonstration waiver; and/or 1915 (b) waivers’ and/or 
1915 (c); and/or 1915 (i) accordingly 


The preparation of Medicaid waiver applications and state plan amendments requires understanding 
what CMS expects to see in these types of documents and what is likely to be approved. The State 
would like the vendor to advise on the pros and cons of the different authorities and provide the State 
with any lessons learned and suggested language to mitigate the cons of a suggested approach.  
 
Nevada will need to determine which authorities are needed from CMS based on the model the State 
selects.  As noted above, Nevada currently has one 1115 waiver (Nevada Comprehensive Care Waiver) 
and three 1915(c) waivers, and submitted an application for a second 1115 waiver, Behavioral Health 
in Youth Medicaid Transformation, to CMS in 2015.  Having worked on these various applications, 
State staff is knowledgeable about the authorities granted by each waiver type and will be 
instrumental in determining the best approach for MLTSS.  Pennsylvania originally was leaning 
towards an 1115 approach for their new MLTSS program in order to have flexibility to develop 
expanded housing options.  However, in the end, the Commonwealth decided that a 1915(b)/(c) 
waiver was the preferred option.  
 
Team 


The team for this subtasks 3.5.7 and 3.5.8 will include Pam Coleman and Kip Piper of Sellers Dorsey 
and Michael Deily of Leavitt Partners. Laura Summers will provide overall project management and 
support. 


While at the State of Texas, Ms. Coleman led the negotiation of the first 1915(b)/(c) combination 
waiver in the country.  CMS was skeptical of the approach at first, but ended up approving the 
waiver. Subsequently, CMS notified state Medicaid agencies that this new combined authority was a 
good model for states moving to MLTSS.  Ms. Coleman also worked with the state on their 1115 
waiver application when it became apparent that hospital UPL payments could be jeopardized under 
managed care. As noted above, Mr. Piper led the Sellers Dorsey team when they were engaged by 
the Wisconsin Medicaid agency to assist in developing an 1115 demonstration project waiver 
(BadgerCare Reform) 
 


Approach: 
 


• Based on our combined experience working with states, a literature review, and our 
assessment of the impact of a new administration coming into office next January, will 
develop an options paper for the State on the pros and cons of the different waiver authorities 
and State plan options.  


o The options paper will include recommendations for which authority or authorities 
would best serve Nevada’s goals. 
 It will include suggested waiver application language to address any cons we 


have identified. 
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o Based on contacts we have within CMS, we will include our assessment of a tentative 
timeline for review and approval of the application, factoring in changes in CMS 
leadership.  


 
3.5.9 With assistance from state staff develop a transition plan for the MCO expansion 
 
A well-conceived transition plan is critical to the success of MCO expansion. The transition plan will 
involve both systems and operational readiness.  It is critical that the MCOs have system interfaces 
with the State and other contractors responsible for components of Medicaid operations.  
 
During the transition phase, the MCOs must ensure continuity of care for enrollees. This means that 
newly enrolled members must be able to receive all covered previously authorized services in effect on 
the enrollment date in the prescribed amount, duration, and frequency established by their providers. 
The MCOs must be able to process the enrollment and review information on current utilization 
collected from state files to ensure that authorizations for the services continue and current providers 
are paid.  If Nevada does implement MLTSS, additional continuity of care requirements will be needed 
for persons receiving HCBS and nursing facility services.  
 
The transition plan will also include a process to ensure operational readiness of the MCOs to meet 
network adequacy requirements (including processes to contract with current providers of enrolled 
members), member outreach, member assessments, out-of-network authorizations, and other 
continuity of care requirements. Addressing how covered services will be integrated and coordinated 
is an essential component of the transition plan. The MCO must have sufficient levels of qualified and 
competent personnel (care/service coordinators) to meet the needs of the enrolled population.  
 
The transition plan will be a detailed guide for each step of the process to ensure that the transition is 
as smooth as possible for all parties and is a seamless experience for beneficiaries. It will describe a 
process that not only assures continuity of care for beneficiaries. it is respectful of providers who may 
have made substantial investments in their facilities. The plan must take into account the impact on 
State and local government programs, staff, and budgets. It must be developed in collaboration with 
providers, consumer advocacy groups, and State and local agencies, among others.   


The transition plan will include the following elements (among others): 


• Eligibility and enrollment 
o Identification of eligible participants and outreach 
o Testing of system interfaces between the State, enrollment broker, and MCOs 
o Notification to eligible participants about enrollment choices 
o Algorithms for default  
o Phase in of managed care  


• Continuity of care requirements 
o Current service authorizations honored for a designated time period 
o Requirements for contracting with current Medicaid providers 


• Provider Network Requirements  
o Outreach and notification to all Medicaid providers 
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o MLTSS network requirements 
o Behavioral health (if carved-in) 
o Network compliance with time and distance standards  
o Any willing provider protections 


• Transition issues for State and local government agencies 
o System interface testing 
o Contracting and coordination plan requirements  
o Service transition requirements  


• Training and education requirements  
o For MCO staff 
o For providers  
o For participants 


• Communication plans  
o Communications between State and local government staff and MCOs  
o Stakeholder forums 
o Advisory committees 
o Member outreach and handbooks 
o Provider handbooks and directories 
o Call centers 


• MCO staffing plans 
o Service coordinators 
o Member services 
o Provider services 
o Administrative functions 


• MCO Systems testing 
o State and vendor interfaces 
o Claims payment  
o Provider and member portals 
o Reports and deliverables 
o Encounters 
o Website 
o Care management platforms/UR/UM systems  


• Service Coordination/Care Management requirements 
o Assessments 
o Person centered service plans 


• Grievances and Appeals 
o Member protections 
o Ombudsman 
o State Fair Hearing notification 


 
If the State decides to transition some or all waiver participants and/or beneficiaries residing in 
institutions into the MCO program, the transition plan will also include, among other things: 
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• How current waiver participants and/or Medicaid beneficiaries residing in institutions will be 
transitioned to managed care and the timing; 


• Counseling of beneficiaries on managed care and service options; and 
• How waiver wait lists will be addressed.  


 
Team 
 
Led by Sellers Dorsey, the team for subtask 3.5.9 will be Pam Coleman and Frank Siano of Sellers 
Dorsey and Michael Deily and Laura Summers of Leavitt Partners. Mr. Deily and Ms. Coleman were 
both involved in developing transition plans for their states’ managed care expansions when they held 
senior positions in the Utah and Texas Medicaid programs, respectively. Laura Summers will provide 
overall project management and support. 
 
The Sellers Dorsey team has extensive experience with defining requirements for transitions and with 
performing readiness reviews. Pam Coleman was responsible for developing the transition plan 
requirements for Texas and has participated in numerous readiness reviews. Michael Deily was also 
involved in this process during his tenure as Utah’s Medicaid Director when he oversaw the 
implementation of a mandatory risk-based managed care program for all Medicaid populations, the 
expansion of a mandatory, risk-based capitated mental health carve-out program, and the 
implementation of a voluntary capitated LTSS program pilot program.       
 
Approach   
 


• Define best practices for managed care transition plans based on the team’s experience and a 
literature review. 


• Review relevant documents, including internal documents supplied by the State and 
stakeholder feedback. 


• Assist DHCFP staff in reviewing the State administrative functions and defining the interfaces 
that must be deployed on the State side.   


o This will be particularly important in the decision is to move to MLTSS.  
• In consultation with DHCFP staff, develop a high-level outline of the transition plan, including 


a list of people who should be consulted in drafting the plan. 
• Develop interview protocols and conduct meetings by phone and in-person with the people on 


the list. 
• Prepare a draft transition plan and timeline. 
• Obtain feedback on the plan from the State and others as appropriate. 
• Revise transition plan and timeline based on the feedback.  


 
3.6 With assistance from state staff identify the potential loss of revenue to the Medicaid agency such as 
IGT and drug rebates 
 
As discussed above in section 3.4, Nevada currently funds a portion of the State share of its Medicaid 
expenditures from (IGTs, UPL payments, provider fees (nursing facilities), and Certified Public 
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Expenditures (CPE).19 Nevada has already taken steps to prevent the loss of its federal match for 
voluntary IGT payments from participating public providers under Amendment #6 to the current MCO 
contract, which became effective last March.  
 
Medicaid drug rebates are also an important source of revenue to the State. When pharmacy benefits 
are carved-in to the MCO contract and collected by the MCO or the MCO’s pharmacy benefit manager 
(PBM), it becomes more difficult to assure that data about drug expenditures is complete and accurate 
and that the state receives the Medicaid rebates to which it is entitled.  
 
In the RFP amendment, the State advised that it will make available the revenue at-risk, such as the 
Intergovernmental Transfer of Funds for Upper Payment Limit Supplemental Payment Programs and 
supplemental drug rebates, to the vendor for inclusion in the cost-benefit analysis and analysis of the 
potential impact on State and local government providers. The State will provide guidance in any 
assumptions used to determine any decreases in revenue based on the population/services or location 
included in the recommended MCO expansion.   
 
As Nevada makes decisions about expanding its managed care program, it must make a number of 
key determinations about drug benefits, including whether to carve-in or carve-out prescription drugs 
from MCO capitation and how to ensure cost effective maximum rebates, effective drug utilization 
management, high generic dispensing rates, and medication adherence (especially for new high-cost 
drugs) under the new delivery system. Carving out prescription drugs is an option that other states 
have utilized. If Nevada decides to continue its current practice of carving in pharmacy benefits, it is 
important to ensure access while maintaining drug rebates and maximizing cost savings through 
avoidance of adverse events.    
 
Team 


The team for task 3.6 will be Jeff Harris and Kip Piper of Sellers Dorsey. The experience of Sellers 
Dorsey with Medicaid financing mechanisms as well as the specific experience of Jeff Harris and Kip 
Piper in this area are described above in sections 3.2.3 and 3.4 above. As noted above in section 3.2.3, 
Kip is highly knowledgeable about drug rebate programs and how to maintain and even enhance 
them under capitated managed care models.  
 
Approach – assessing the impact of managed care on revenue from financing mechanisms 
 
It is Sellers Dorsey’s experience that, if a state follows our recommendations and guidance, the state 
will not lose any revenue from financing mechanisms such as IGTs, CPEs, and provider fees after the 
transition to capitated managed care. In approaching this task, we will begin by identifying the 
potential loss of revenues if the State does nothing. We will then make detailed recommendations to 
the State on how to avoid revenue loss through methods that have been approved by CMS and proven 
effective in other states. Finally, we will evaluate how the State can increase its federal revenues by 
utilizing other financing mechanisms such as physician upper payment limit (UPL).  


                                                                 
19 Division of Health Care Financing and Policy presentation, “Medicaid and Nevada Check Up Overview January 
2015,” January 2015. 
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We intend to work closely with State staff on this subtask. Their assistance in walking us through the 
multiple Medicaid financing mechanisms in place in Nevada will be very valuable. 
 


• Through interviews with State staff and review of financial and other documents, research 
each source of supplemental Medicaid funding (including but not limited to IGT, UPL, and CPE) 
in Nevada, which providers and agencies they support. 


• Calculate the amount of federal revenue attributable to each of the financing mechanisms 
currently in place in Nevada.   


• Evaluate whether Amendment #6 to the MCO contract has been implemented as described 
and whether it has been effective in assuring that IGT funds are continued to be paid to the 
participating providers.  


• Develop a report that summarizes our findings. 
• Recommend approaches to maintaining and increasing the federal share for each financing 


mechanism under a managed care expansion and under the FFS program the State will 
continue to operate after managed care expansion. 


• Meet with providers to educate them about how their revenues will be maintained under 
managed care to allay their fears so that they do not use revenue loss as a basis for opposing 
the managed care expansion.  


 
In addition, for no additional cost, we will provide an important value-added service: we will examine 
ways to boost your federal revenues through untapped opportunities such as supplemental payments 
for physicians, physician assistants, and social workers in both fee-for-service and managed care 
environments.  
 
Approach – assessing the impact of managed care on drug rebates and expenditures 
 


• Sellers Dorsey will assess the State’s current drug rebate program, including the extent to 
which rebates are being collected under the current managed care program.  


• We will calculate the potential loss in drug rebate funds if the State continues rebate 
calculation and collection practices under the current managed care program.  


• We will make recommendations on how drug rebates can be increased both under fee-for-
service and managed care. One of the areas we would investigate is the quality of the data 
pharmacies are submitting to plans or plan’s PBM. We have found that PBMs sometimes lose 
data, skewing the calculation of drug rebates.  


• We will advise the State on the pros and cons of using a preferred drug list versus 
supplemental rebates.  
 


In addition, as a value-added service, we will provide at no extra cost an assessment of the maximum 
drug rebates the State could be obtaining across the Medicaid program and recommend how Nevada 
can reduce its drug expenditures and improve outcomes by reducing adverse events (e.g., 
hospitalizations) related to drugs. 
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For task 3.6, we are not planning a separate onsite meeting. We will use the onsite meeting for 3.4 if 
needed. The timing of our completion of the deliverables under this task will be negotiated with the 
State following contract award. 
 
3.7 Assist in the initial procurement process of MCO vendors 


3.7.1 Develop Request for Information to solicit interested MCO vendors 
3.7.2 Review Request for Information submissions by interested MCO vendors 
3.7.3 Assist in drafting the Request for Proposal to procure MCO vendors in Nevada 


 
According to the RFP amendment, the vendor is expected to act in a supporting role to the State in 
connection with the procurement of MCO vendors under the current model. The RFP amendment also 
states, “if legislatively approve [sic] to expand the MCO program the State will need assistance with 
the RFP to include the expansion portion.” Thus, the State potentially would like the vendor to assist 
with two MCO procurements.  
 
The support provided by the vendor includes assisting the State (1) in drafting of the Request for 
Information (RFI) and Request for Proposal (RFP) and (2) with the question and answer process. The 
State would like the contract for the next procurement under the current model to include provisions 
that strengthen the State’s oversight capability and provide incentives for the MCOs to contain costs 
and improve health outcomes through a pay-for-performance approach. The State acknowledges that, 
since the procurement for MCOs under the current model begins in June 2016, there may not be 
sufficient time for the vendor to perform the activities under this task. 
 
Team 
 
The Sellers Dorsey team has extensive experience in all aspects of an MCO procurement process. The 
team for task 3.7 will include Pam Coleman and Ann Rasenberger of Sellers Dorsey, and Michael Deily 
and Laura Summers of Leavitt Partners. While Ms. Coleman served as the Deputy Medicaid Director 
for the State of Texas, she led numerous RFP developments, including drafting RFIs and RFPs for the 
Star+Plus program.  She is currently providing technical assistance to the Commonwealth of 
Pennsylvania on all aspects of the MCO procurement for the MLTSS expansion in that state, including 
drafting the RFI, reviewing responses from the RFI, and drafting the RFP.  
 
Ms. Coleman, and Mr. Deily, and Ms. Summers of Leavitt Partners are assisting the state of Texas with 
the MCO procurement for the state’s IDD pilot. The engagement for the Texas IDD pilot includes 
reviewing and categorizing RFI responses from interested MCO and other vendors and drafting the 
RFP to procure vendors for the managed care program.  Ms. Rasenberger, who is an attorney, has 
drafted MCO RFPs for the State of New Jersey and the District of Columbia and has reviewed 
numerous states’ MCO RFPs while providing consultation to CMS and MACPAC.  
 
Approach 
 


• Working in collaboration with DHCFP, draft the RFI and submit for review by the State.  
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• Once RFI responses have been received from interested MCO vendors, compile and categorize 
the responses and summarize the results for each respondent, noting their experience, design 
recommendations, common themes, areas of strong discrepancy, any challenges highlighted 
by the respondents and other elements the State selects with our input.  


• Outline the requirements for the RFP, taking into account the RFI responses, stakeholder input, 
the work we will have performed under task 3.1 of this RFP, and direction from the State. 


• Assist the State with developing responses to questions submitted about the RFP.  
• Assist the State in developing the RFP. 
 


For task 3.7, we are planning one onsite meeting. The timing of our completion of the deliverables 
under this task will be negotiated with the State following contract award. 
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Tab VII – Section 4 - Company Background and References 


4.1 Vendor Information 


4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name: Sellers Dorsey & Associates 
Ownership (sole proprietor, 
partnership, etc.): 


Partnership 


State of incorporation: Sellers Dorsey is a Pennsylvania Limited Liability Company 
Date of incorporation: November 1, 2000 
# of years in business: 15 
List of top officers: Martin Sellers 


Brian Dorsey 
Location of company 
headquarters: 


Philadelphia, PA 


Location(s) of the company 
offices: 


Philadelphia, PA (headquarters) 
Harrisburg, PA 
San Francisco, CA  
Washington, DC 


Location(s) of the office that will 
provide the services described in 
this RFP: 


Philadelphia, PA 
Washington, DC 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


0 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


25 


Location(s) from which 
employees will be assigned for 
this project: 


Philadelphia, PA 
Washington, DC 
Austin, TX 
St. Louis, MO 
Columbia, MD 


 
 
4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the 


laws of another state must register with the State of Nevada, Secretary of State’s Office 
as a foreign corporation before a contract can be executed between the State of Nevada 
and the awarded vendor, unless specifically exempted by NRS 80.015. 
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Sellers Dorsey acknowledges that it and its subcontractors must be registered with the State of 
Nevada, Secretary of State’s Office as a foreign corporation before a contract can be executed with 
the State of Nevada. Entity Number for Seller Dorsey: E0460952015-0 


 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://nvsos.gov. 


 
Question Response 


Nevada Business License Number: NV20151582004 
Legal Entity Name: Sellers Dorsey & Associates, LLC 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 


 
Yes X No  


 
 
4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  


Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


 
 
4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 


 
Yes  No X 


 
 
4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 


Nevada, or any of its agencies, departments, or divisions? 
 


Yes  No X 


 
 
4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil 


or criminal litigation in which the vendor has been alleged to be liable or held liable in 
a matter involving a contract with the State of Nevada or any other governmental 
entity.  Any pending claim or litigation occurring within the past six (6) years which 
may adversely affect the vendor’s ability to perform or fulfill its obligations if a 
contract is awarded as a result of this RFP must also be disclosed. 


 
Does any of the above apply to your company? 



http://nvsos.gov/
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Yes  No X 


 
 
4.1.8 Vendors must review the insurance requirements specified in Attachment E, 


Insurance Schedule for RFP 2103.  Does your organization currently have or will 
your organization be able to provide the insurance requirements as specified in 
Attachment E. 


 
Yes X No  


Exceptions regarding insurance requirements are included in Attachment B, Technical Proposal 
Certification of Compliance with Terms and Conditions of RFP. 


 
4.1.9 Company background/history and why vendor is qualified to provide the services 


described in this RFP.  Limit response to no more than five (5) pages. 


Sellers Dorsey is a national consulting firm with a track record of developing successful solutions in 
Medicaid and public healthcare funding, policy and program innovation. The firm has worked in over 
thirty states, with leading Fortune 100 Companies, and other leading healthcare companies, providers, 
advocacy organizations, and foundations to leverage opportunities within Medicaid and other public 
healthcare programs. Our reputation in this field is one of innovation and accomplishment. Sellers 
Dorsey has a keen understanding of the impact of federal policy on state operations and the related 
implications for Medicaid providers and managed care. Our considerable experience has taught us 
that every state environment is different and requires nuanced solutions to meet regional needs as 
well as federal regulations. Our staff have both strong historical knowledge of states’ movements 
towards expansion of managed care for different populations, how the change in delivery systems 
impact various Medicaid financing programs, and are familiar with the latest policies from the Centers 
for Medicare and Medicaid Services (CMS). 


Sellers Dorsey is comprised of former state Human Services and Medicaid officials, Centers for 
Medicare and Medicaid leadership, former state officials responsible for the procurement and 
oversight of managed care, and former managed care industry executives with expertise in the 
development and implementation of reimbursement, financing, administration and quality 
improvement strategies.  We have been providing Medicaid consulting services for more than 15 
years. Our depth of understanding encompasses both the fee-for-service and Medicaid managed care 
environments. As more states look to control costs and positively affect quality with managed care, 
Sellers Dorsey has worked to accommodate these reimbursement structures.  


The full range of Sellers Dorsey services for Medicaid finance and managed care projects includes 
Concept Development, Data Analysis and Modeling, Program Strategy Development, Stakeholder 
Outreach, Drafting of Official Documents, (including state legislation, city ordinances, public notices, 
state plan amendments, waiver requests, answers to CMS questions, regulations, and briefing 
documents), Medicaid expertise, CMS Communication Strategy, Implementation, and Project 
Management.  
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In areas of Medicaid reform and finance, states in which we have worked include Nevada, New 
Mexico, Texas, Louisiana, Missouri, Wisconsin, Kentucky, West Virginia, and Massachusetts. We are 
currently working on Medicaid projects in Arizona, California, Colorado, Indiana, Iowa, Kentucky, 
Mississippi, Ohio, Tennessee, New Jersey, Pennsylvania, Virginia, and Wisconsin. Each of these 
complex projects involves careful research, understanding of best practices from other states, effective 
interaction with stakeholders, technical assistance for decision makers, development of associated 
policy documents and federal requests, and a comprehensive understanding of federal and state 
policy objectives, environments, and requirements.  


For this project, Sellers Dorsey is partnering with HMS and Leavitt Partners. Sellers Dorsey will serve as 
the prime contractor and be responsible to the Division of Health Care Financing and Policy (DHCFP) 
for the entire engagement. Sellers Dorsey’s history of success in the area of Medicaid finance and 
policy, our experienced and knowledgeable consultants, our positive and open working relationship 
with CMS will enable the firm to deliver high value results to State of Nevada (State). We have a 
history of successful working relationships with these two firms, which we describe in Tab VII, Section 
4.2.1.2. The experience each firm has working with one another will enhance efficiency and 
productivity within the engagement team to the benefit of Nevada. Our skillsets, philosophies and 
values complement one another in a very positive way. Each firm looks forward to the opportunity to 
partner with the others for this opportunity.  


We outline below the expertise of the Sellers Dorsey team in the following key areas for this RFP: 


• Managed Care Procurement  
• Managed Care Pay for Performance 
• Managed Care and Long Term Services and Supports 
• Medicaid Finance and Policy 
• Maintaining and Enhancing Medicaid Finance Programs in Managed Care 
• Experience with Centers for Medicare and Medicaid Services (CMS) 
• Native American Tribe Experience 
• Experience and familiarity with Nevada DHCFP 


MCO Procurement Experience 
The Sellers Dorsey team has extensive experience in all aspects of a Managed Care Organization 
(MCO) procurement process. While Pam Coleman served as the Deputy Medicaid Director for the State 
of Texas, she led numerous RFP developments, including drafting RFIs and RFPs for the Star+Plus 
program. She is currently providing technical assistance to the Commonwealth of Pennsylvania on all 
aspects of the MCO procurement for the Managed Long Term Services and Supports (MLTSS) 
expansion in that state, including drafting the RFI, reviewing responses from the RFI, and drafting the 
RFP. Ms. Coleman, and Dr. Arnold Williams, and Ms. Summers of Leavitt Partners are assisting the 
State of Texas with the MCO procurement for the state’s intellectual and developmental disabilities 
(IDD) pilot. The engagement for the Texas IDD pilot includes reviewing and categorizing RFI responses 
from interested MCO and other vendors and drafting the RFP to procure vendors for the managed care 
program. Ms. Rasenberger has drafted MCO RFPs for the State of New Jersey and the District of 
Columbia and has reviewed numerous states’ MCO RFPs, including for MLTSS programs, while 
providing consultation to CMS and Medicaid and CHIP Payment and Access Commission (MACPAC).  
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Managed Care Pay for Performance 
During her tenure as Deputy Medicaid Director for the State of Texas, Pam Coleman from Sellers 
Dorsey was responsible for overseeing the development of Texas’ MCO pay-for-performance program. 
Kip Piper has deep experience with value-based purchasing. He founded and directed two highly 
influential, nationwide, foundation sponsored initiatives to support value-based purchasing (VBP) – 
the National Health Care Purchasing Institute and the Rewarding Results Program. He has directed 
applied research on best practices in VBP, editing and dissemination of issue briefs and toolkits, 
technical assistance to public and private purchasers, support for multi-payer collaborations, and 
grant-funded projects to test VBP practices.  


Managed Care and Long Term Services and Supports 


The RFP clearly indicates that experience with and knowledge of MLTSS is essential for any vendor to 
be successful in assisting DHCFP with any expansion of Medicaid managed care. Sellers Dorsey can 
bring a wealth of experience in this area to bear within the State of Nevada, and the firm has selected 
its subcontractors Leavitt Partners and HMS because the skills and experience of their staff members 
compliment that of our own in a way that will greatly benefit the state as it undertakes this planning 
and potential expansion initiative. 


The Sellers Dorsey team has deep experience with the design and implementation of MLTSS programs 
in Texas, Pennsylvania, and Washington State, as well as the eleven states in the capitated model of 
the CMS duals demonstration. We are familiar with lessons learned about MLTSS through our 
experience working directly with states and through our specialization in this field. Sellers Dorsey and 
Leavitt Partners are currently partnering on an engagement in Texas on the design and 
implementation of a managed care expansion to include the IDD population. For Pennsylvania, Sellers 
Dorsey Senior Consultant Pam Coleman is providing technical support in connection with the 
Commonwealth’s MLTSS program known as Community Health Choice. This project, which ongoing, 
has involved developing a concept paper about the MLTSS program and managing the stakeholder 
engagement process.  


Our team has experience with working with local governments during transitions to managed care in 
several states. In addition, we have experience in stakeholder education and public outreach. For the 
Pennsylvania Long-Term Care Commission, Ms. Coleman and Dr. Arnold-Williams assisted in 
developing recommendations focused on improving the current long-term care system, including 
identifying effective ways to provide a better coordinated approach to delivering services and support. 
They provided guidance, information and analyses to the Commission and its work groups on national 
models and trends in long-term services and support innovations.  


Sellers Dorsey conducted a study of the Texas managed care program (which includes MLTSS on a 
statewide basis) with Milliman in 2015 that documented numerous benefits of that program for 
beneficiaries. Sellers Dorsey Senior Consultant Marc Gold spent 29 years in high-level positions with 
the Texas MLTSS agency where he was responsible for all long-term services and supports policy 
including both institutional and community-based services and supports funded by Medicaid and other 
revenue streams in fee-for-service and managed care. In addition, Mr. Gold provided expertise and 
local program knowledge to assist a Texas based community health plan prepare to serve long-term 
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services and supports to children receiving SSI. The team performed a comprehensive gap analysis and 
drafted the RFP response to the State.  


Sellers Dorsey Senior Advisor Ann Rasenberger provided technical support to CMS on the Financial 
Alignment Initiative (“duals demonstration”) from 2012-2015 and worked on the readiness reviews of 
all 11 states participating in the capitated model of the demonstration, all of which include MLTSS. As 
both a bureau director and as Utah’s Medicaid Director, Michael Deily of Leavitt Partners offers a 
wealth of experience with Medicaid and issues related to migration to managed care. He worked with 
internal agency staff to develop plan for the reallocation of staff as program moved from FFS to 
managed care capitated payments. He implemented data analytic systems to address changing needs 
under a managed care approach.  


Medicaid Finance and Policy 


Sellers Dorsey has worked with clients in over 30 states on Medicaid finance initiatives from design to 
implementation in both fee-for-service and managed care environments. The process of implementing 
a Medicaid managed care expansion initiative may require the drafting of documents that describe 
the rationale for the initiative, outline related calculations and the steps associated with initiative 
implementation. Such documents include Medicaid managed care contracts, Medicaid waivers, state 
and local agreements, and legislation. Sellers Dorsey is often called upon to draft these documents 
and coordinate their review between multiple parties. Sellers Dorsey has extensive experience drafting 
and negotiating waivers for Medicaid eligibility expansion and home and community based service 
programs. 


Among our Medicaid finance experts assigned to this engagement are Sellers Dorsey Senior 
Consultants Jeff Harris and Kip Piper. Jeff Harris has more than 25 years of experience in federal and 
state health policy matters, including consulting on Medicaid financing mechanisms for more than 20 
states, including, for example, New Jersey, Ohio, Indiana, Florida, and Texas. For the Wisconsin 
BadgerCare Waiver, Jeff led design and development of the successful budget neutrality model and 
assisted with application drafting and federal negotiations on financing. Previously, Jeff worked for 
the National Governors’ Association, the Prospective Payment Assessment Commission (the precursor 
to the Medicare Payment Advisory Commission), and the National Association of State Medicaid 
Directors. 


Kip Piper is a leading expert on Medicaid, Medicare, and health reform.  He has advised business and 
government leaders on health finance and policy, coverage, reimbursement, legislative and regulatory 
issues, public affairs, strategic communications, and business development.  Kip has advised numerous 
state Medicaid agencies, health plans, and non-profit providers throughout the US.  His 30 years’ 
experience includes senior advisor to the administrator of the Centers for Medicare and Medicaid 
Services, Wisconsin state health administrator and state health officer, head of the Wisconsin 
Medicaid program, a senior Medicare and Medicaid officer with the White House Office of 
Management and Budget, and director of influential, foundation-sponsored initiatives on payment 
reform and quality improvement.  He also served as county supervisor and municipal executive. 


Sellers Dorsey supported the State of Wisconsin and Commonwealth of Pennsylvania with 1115 
coverage expansion waiver applications. For the Healthy Pennsylvania waiver, Sellers Dorsey 
collaborated with Leavitt Partners to assist the state in drafting the 1115 Demonstration waiver to 
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ensure compliance with state and federal regulations and Governor Corbett’s Healthy Pennsylvania 
framework to promote personal responsibility, healthy behaviors and improved health outcomes. We 
also provided technical support to the state in its decision-making process.   


Wisconsin retained Sellers Dorsey to assist the State Medicaid agency in developing an 1115 
demonstration project waiver (BadgerCare Reform), a program for adults without dependent children 
whose income was below the poverty level. The Sellers Dorsey team successfully provided Wisconsin 
with a comprehensive set of services, including strategic counsel on policies and financing, financial 
modeling, federal budget neutrality model development and refinement, evaluation approach, 
process for health needs assessments, drafting of proposed application for public comment, on-site 
support for public meetings, drafting responses to public comments, drafting of final demonstration 
application to CMS, strategic and tactical advice during CMS negotiations, review and editing of 
waiver terms and conditions and transition advice. 


When Michael Deily from Leavitt Partners was Utah’s Medicaid director, he participated in the 
writing, review and negotiations of 1115 demonstration waivers, 1915 (c) waivers and oversaw the 
writing of 1915(b) waivers for major program restructurings and renewals.   


Maintaining and Enhancing Medicaid Finance Programs in Managed Care 


Sellers Dorsey is one of the leading experts in the nation on Medicaid financing. That expertise 
includes understanding how a state can maintain financing mechanisms under risk -based managed 
care. CMS is particularly sensitive to how states prescribe provider payment through managed care 
contracts and Sellers Dorsey has worked to accommodate these reimbursement structures. Our 
approach involves not only developing programs and documents such as contract and waiver 
amendments that are acceptable to CMS, but working with provider groups who to alleviate their 
fears about the impact of managed care on their revenues. Many of our clients are providers and we 
fully appreciate their perspective.    


We have assisted Florida and Texas with preserving upper payment limit (UPL) dollars when they 
expanded capitated managed care. It is our experience that a state can preserve all of its federal 
match associated with financing mechanisms when it moves populations and services to managed 
care.  


We are also experts in helping states enhance Medicaid drug rebates and reduce overall pharmacy 
expenditures. In several recent engagements, we have provided innovative solutions to securing 
additional federal match through physician UPL programs. 


Sellers Dorsey has advised states on how to retain drug rebates if pharmacy benefits are carved in to 
MCO benefits. Under Sellers Dorsey’s contract with the North Carolina Medicaid agency, Sellers 
Dorsey’s Kip Piper, an expert in Medicaid drug rebates and how states can reduce their pharmacy 
expenditures, is providing guidance to the state on its options for drug coverage under the state’s 
proposed managed care program.  


Approach and Success with CMS 


In addition to its innovation, Sellers Dorsey also maintains direct and transparent interactions with the 
CMS and has significant positive working relationships with CMS officials at many levels. In designing 
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and seeking federal approval for initiatives, Sellers Dorsey stands ready to assist its clients in 
explaining policy goals and strategies. In the area of waivers, the firm has assisted several states in 
the development and negotiation of large s. 1115 waivers, including in Wisconsin, Pennsylvania, and 
Massachusetts. In the area of Medicaid financing, Sellers Dorsey’s positive approach to CMS on behalf 
of clients with clients on initiatives from design to implementation has resulted in more than $7 billion 
in new federal Medicaid funding, and we have accomplished this without a single disallowance from 
the federal government and without any contractual or fee disputes with our clients, a record 
unmatched by many of our competitors. 


Native American Tribe Experience 


Sellers Dorsey has teamed up again with Leavitt Partners, a firm with which Sellers Dorsey has 
successfully worked in three other states. The Leavitt Partners team brings relevant experience with 
tribal issues through both firm project experiences and in the previous experience of key staff. Two of 
the Leavitt Partners team, Robin Arnold-Williams and Michael Deily, addressed issues with enrolling 
Native Americans in MCOs when they held senior level positions in states (Washington and Utah, 
respectively) that were expanding managed care. The State of Washington included requirements in 
its MCO contracts that the MCOs coordinate with the tribes and allow members to be served through 
IHS facilities. Cultural sensitivity was emphasized.  


When Mr. Deily was the Utah Medicaid Director, the state required MCOs to pay the facilities a cost-
plus rate for tribal members in order to incentivize IHS facilities to enter into contracts with MCOs. In 
addition, Mr. Deily participated the writing, review and negotiations of 1115 demonstration waivers, 
1915 (c) waivers and overseen the writing of 1915(b) waivers for major program restructurings and 
renewals. Michael Deily has valuable knowledge of health care policy and Native American Tribes. He 
participated in numerous meeting and more formal consultation processes at understand and address 
impacts of policy changes on Tribes.  He worked with other states to create an on-going dialogue with 
the Tribes, CMS and State Medicaid Directors. The firm has also had engagements with the States of 
New Mexico and Oklahoma that included focusing on Native American issues.  


Experience and familiarity with Nevada DHCFP 


Sellers Dorsey is pleased to have the potential opportunity to work under this RFP with HMS, who is 
currently working for DHCFP under HMS’ contract with the state. Through HMS experience in 
providing professional services to DHCFP, our team has gained an extensive understanding of the 
Medicaid program, Nevada’s MMIS, the two MCOs, the MCO contract, and the providers participating 
in Nevada’s Medicaid program. HMS will leverage its extensive experience in serving the DHCFP and 
managed care programs to assess the current MCO program and make recommendations for 
strengthening and improving program oversight and compliance. 


In 2011, Sellers Dorsey led a successful Medicaid financing effort in Nevada. We assisted the University 
Medical Center in Las Vegas on behalf of an internal stakeholder to develop, seek local, state and 
federal approval for, and implement a program to recognize the additional direct cost incurred by 
University Medical Center related to their graduate medical education programs. Activities performed 
by the project team included developing and outlining the methodology for additional federal 
claiming, participating in discussions with state officials to gain support, drafting public notices, state 
plan amendments and answers to CMS questions, and participating in discussions with CMS to secure 
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approval of the state plan amendment. The initiative resulted in generating $11 million annually in 
new federal funds for Nevada. 


 


4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 


Sellers Dorsey, formerly Sellers Feinberg, was established in 2000 with a focus on Medicaid financing. 
Over the 15 years since then, our service offerings and clientele have continued to grow, forming the 
national health care consulting firm we are today. We now have consultants and other employees 
located in ten states nationwide, with expertise in the development and implementation of 
reimbursement, financing, administration and quality improvement strategies. We have provided 
services in more than 30 states to state Medicaid and other agencies, providers, managed care 
entities, and other organizations. 


 


4.1.11 Financial information and documentation to be included in Part III, Confidential 
Financial Information of vendor’s response in accordance with Section 9.5, Part III 
– Confidential Financial Information.  


4.1.11.1  Dun and Bradstreet Number  
4.1.11.2  Federal Tax Identification Number 
4.1.11.3  The last two (2) years and current year interim: 


A.  Profit and Loss Statement  
B.  Balance Statement 


The required information listed in 4.1.11 can be found in Part III, Confidential Financial Information. 
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4.2 Subcontractor Information 


4.2.1 Does this proposal include the use of subcontractors? 
 


Yes X No  
 


If “Yes”, vendor must: 
 
4.2.1.1 Identify specific subcontractors and the specific requirements of this RFP for which 


each proposed subcontractor will perform services. 


Sellers Dorsey is partnering with Leavitt Partners and HMS to form a highly cohesive, multi-disciplinary 
team that brings extensive policy, programmatic, and operational expertise in Medicaid managed 
care, long term services and supports, Medicaid financing and reimbursement, stakeholder outreach 
and development, and program integrity required to execute the scope of work outlined with this 
procurement.  


The following chart outlines the areas in the Scope of Work on which each partner will work. More 
details on the professionals from each firm assigned to these projects can be found in Tab VI – Section 
3 – Scope of Work and in Tab VIII – Attachment G – Proposed Staff Resumes. 


Scope of Work Sellers 
Dorsey 


Leavitt 
Partners HMS 


Section 3.1 X  X 
Section 3.2 X X  
Section 3.3 X X  


Section 3.4 X   
Section 3.5 X X  
Section 3.6 X X  
Section 3.7 X   


 


4.2.1.2 If any tasks are to be completed by subcontractor(s), vendors must: 
A. Describe the relevant contractual arrangements; 
B. Describe how the work of any subcontractor(s) will be supervised, channels of 


communication will be maintained and compliance with contract terms 
assured; and 


C. Describe your previous experience with subcontractor(s). 


As the prime contractor, Sellers Dorsey has executed teaming agreements with Leavitt Partners and 
HMS. These teaming agreements outline the roles and responsibilities of the prime contractor and 
each of the subcontractors. The teaming agreements state that Sellers Dorsey intends to submit a 
proposal for this work and, if awarded, will negotiate in good faith a subcontracting agreement for 
specific pieces of work and deliverables as identified in this proposal.  
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Sellers Dorsey, along with our subcontractors, brings a strong team of consultants with extensive 
experience and knowledge of the Nevada Medicaid program as well as a national perspective on 
Medicaid managed care, long term services and supports for the aging and the intellectually and 
developmentally disabled population, Medicaid financing in both a fee-for-service and a managed 
care environment, provider reimbursement strategies, contracting, waiver development and 
negotiation, and RFP development and evaluation. As detailed in the following section, Sellers Dorsey 
has a history of working with these firms.  


The Project Director for this work will be ultimately accountable for any work performed for the State 
of Nevada. It is the responsibility of the Project Director to supervise all professionals and 
subcontractors assigned to this project and serve as the key point of contact for state employees. We 
also propose a Project Manager, who will work with the Project Director to communicate with the 
State and implement work plans developed for this project. 


Sellers Dorsey proposes to host a meeting prior to any kick-off meeting with our subcontractors to 
review contracting and other provisions applicable to subcontractors and will develop and implement 
systems to monitor compliance. Led by Ms. Coleman, Sellers Dorsey will also host regular conference 
calls with its subcontractors to ensure ongoing coordination, communication, and compliance with 
relevant contractual requirements.  


Sellers Dorsey and Leavitt Partners have a successful history in collaboration on multiple projects in 
three states – Pennsylvania, Colorado, and Texas. In each of these projects, the teams worked 
collaboratively with our state partners to ensure delivery of on-time and quality work.  A brief 
description of our previous work follows: 


Pennsylvania – Sellers Dorsey and Leavitt Partners have collaborated on several projects for the 
Commonwealth of Pennsylvania. An earlier project by the two firms assisted the Commonwealth with 
its Healthy Pennsylvania Waiver. The work included drafting the 1115 Demonstration wavier to ensure 
compliance with state and federal regulations and former Governor Corbett’s Healthy Pennsylvania 
framework to promote personal responsibility, healthy behaviors and improved health outcomes. In 
addition, the firms coordinated the collection and response to more than 1,000 public comments and 
assisted the Department in drafting Healthy Pennsylvania briefing documents for use with the general 
public, stakeholders, legislators, and providers. Lastly, the project supported internal workgroups and 
discussions on Healthy Pennsylvania that provided strategic guidance to the state. 


Our latest project was to assist the Departments of Public Welfare and Aging with the facilitation of 
the Pennsylvania Long Term Care Commission. The Commission was empaneled by the Governor to 
study the delivery of long term care in the Commonwealth of Pennsylvania and released its final 
recommendations in December 2014. Sellers Dorsey worked directly with Leavitt Partners to facilitate 
meetings, educate members of the commission and stakeholders on issues related to long term 
services and supports, compile and analyze data from multiple service programs, and work with state 
staff from the two separate state agencies to draft strategic recommendations on ways to improve 
the State’s LTSS system.  


Colorado – Sellers Dorsey and Leavitt Partners provided strategic counsel and advice to the 
Department of Health Care Policy & Finance on the exploration of an 1115 Medicaid waiver that 
protects current supplemental inpatient and outpatient payments and offers incentives to hospitals 
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for outcomes-based delivery system reforms. The work included researching and analyzing the state’s 
Upper Payment Limit (UPL) program design and funding levels, hospital fee program design, 
Disproportionate Share Hospital (DSH) allocation, and prevailing budget neutrality models. The team 
also worked with the members of the UPL modernization workgroup and interviewed a select number 
of HCPF officials critical to understanding goals, objectives, past efforts, and financial issues related to 
the state’s policy and financing goals. In addition, the team researched and analyzed a selection of 
hospital community needs assessments and provided an overview of approved Delivery System 
Reform Incentive Program (DSRIP) projects across the country. The team’s materials, presentations, 
and analysis have allowed the state to move forward with the development of a concept paper for a 
waiver that reforms the hospital delivery and reimbursement system. Lastly, the team helped refine 
policy goals for the state under the waiver and has assisted the development of key waiver concepts. 


Texas – Sellers Dorsey and Leavitt Partners collaborated on two recent initiatives for the State of 
Texas.  The first initiative was to assist the Department of Aging and Disability Services (DADS) in their 
development of a three year strategic plan for Aging and Disability Resource Centers (ARDC). This 
project included working with state staff about the state’s Balancing Incentive Program (BIP), and 
facilitating learning sessions and organizing stakeholder outreach events in five diverse areas of the 
state. For the second initiative, the team is currently assisting the Health and Human Services 
Commission to develop a managed care pilot program for the intellectually and developmentally 
disabled (IDD) population. Our scope of work is similar to what is being requested by Nevada and 
includes working to review and analyze responses to a Request for Information (RFI), develop a 
Request for Proposal (RFP), design and develop a process to receive and evaluate input from 
stakeholders, facilitate stakeholder forums to gather input on the IDD managed care pilot, design and 
develop a model for the pilot structure, and develop readiness review criteria, timeline, and work 
plans for the pilot. 


Sellers Dorsey has also worked with HMS on several initiatives. In one state, we are working with 
them to identify cost avoidance for its Medicaid department and its state employee program. The 
firms are also strategic partners and are working on several proposals for revenue enhancement and 
cost containment throughout the United States. 


 


4.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 
A. Selecting and qualifying appropriate subcontractors for the project/contract; 
B. Ensuring subcontractor compliance with the overall performance objectives for 


the project;  
C. Ensuring that subcontractor deliverables meet the quality objectives of the 


project/contract; and 
D. Providing proof of payment to any subcontractor(s) used for this 


project/contract, if requested by the State.  Proposal should include a plan by 
which, at the State’s request, the State will be notified of such payments. 


In selecting subcontractors for this proposal, Sellers Dorsey chose firms and companies that possessed 
complementary skills and could add value to the proposal and, if selected, to the client. As highlighted 
above, Sellers Dorsey has worked with and collaborated with one of the subcontractors in several 
states and we are confident in their ability to produce high quality work on behalf of clients.   
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Ms. Coleman, the Project Director for this engagement, will retain overall responsibility and 
accountability for any deliverables created for the state on behalf of Sellers Dorsey. To ensure quality 
deliverables and performance throughout the engagement, work plans that are developed will allow 
sufficient time for internal peer review prior to sending final materials to the State. 


Sellers Dorsey is prepared to provide proof of any payments to subcontractors. If requested, Sellers 
Dorsey shall provide copies of checks, electronic payments, or other method of payments disbursed to 
our subcontractors. Following receipt of such payments, the subcontractors will provide to Sellers 
Dorsey a letter indicating the receipt of funds which can also be made available to the State upon 
request. 


 


4.2.1.4 Provide the same information for any proposed subcontractors as requested in Section 
4.1, Vendor Information. 


Section 4.1 Vendor Information is provided in the following pages for our subcontractors Leavitt 
Partners and HMS. 
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Leavitt Partners Section 4.1 Vendor Information 


4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name: Leavitt Partners, LLC 
Ownership (sole proprietor, 
partnership, etc.): 


Partnership 


State of incorporation: Utah 
Date of incorporation: March 23, 2009 
# of years in business: 7 
List of top officers: Michael O. Leavitt, Chairman 


Rich McKeown, Chief Executive Officer 
Charlie Johnson, Chief Financial Officer 


Location of company 
headquarters: 


Salt Lake City, UT 


Location(s) of the company 
offices: 


Salt Lake City, UT 
Washington, DC 
Chicago, IL 


Location(s) of the office that will 
provide the services described in 
this RFP: 


Salt Lake City, UT 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


0 located in Nevada 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


3 


Location(s) from which 
employees will be assigned for 
this project: 


2 located in Utah  
1 located in Colorado (works remotely) 


 
 
4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the 


laws of another state must register with the State of Nevada, Secretary of State’s Office 
as a foreign corporation before a contract can be executed between the State of Nevada 
and the awarded vendor, unless specifically exempted by NRS 80.015. 


Leavitt Partners acknowledges that it must register with the State of Nevada, Secretary of State’s 
Office as a foreign corporation before a contract can be executed with the State of Nevada. 
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4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://nvsos.gov. 


 
Question Response 


Nevada Business License Number: TBD upon issuance of LOI 
Legal Entity Name: TBD upon issuance of LOI 


Leavitt Partners is not currently registered or licensed by the State of Nevada. According to 
Amendment 1 to Request for Proposal 2103, registration and licensure can be obtained upon issuance 
of the Letter of Intent to award the contract. “Upon issuance of the Letter of Intent (LOI) the intended 
contracted vendor would then need to register with the Secretary of State’s Office and acquire their 
Nevada Business License.” (Response to Question #87) 


If Sellers Dorsey is issued a LOI by the State of Nevada, Leavitt Partners will immediately seek the 
necessary registration and appropriate licenses for doing business in the State of Nevada and will 
ensure the registration and licenses are in place before commencing work on the contract.  


 


Is “Legal Entity Name” the same name as vendor is doing business as? 
 


Yes  No  


See response above regarding registration and licensure. 


 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


According to Amendment 1 to Request for Proposal 2103, this question does not apply given the 
response to the question above.  


Response to Question #87:  “Upon issuance of the Letter of Intent (LOI) the intended contracted vendor 
would then need to register with the Secretary of State’s Office and acquire their Nevada Business 
License.”  


Question #88:  “If the answer to question 14 is that the vendor can secure the appropriate registration 
and license upon award and prior to executing a formal contract, can it be assumed that 4.1.4  does 
not apply?” 


Response to Question #88:  “Yes, 4.1.4 does not apply.” 



http://nvsos.gov/
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If Sellers Dorsey is issued a LOI by the State of Nevada, Leavitt Partners will immediately verify any 
licensing requirements for the contract and seek the necessary licenses. Leavitt Partners will ensure 
the licenses are in place before commencing work on the contract.  


 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 
 


Yes  No X 


 
 
4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 


Nevada, or any of its agencies, departments, or divisions? 
 


Yes  No X 


 
 
4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil 


or criminal litigation in which the vendor has been alleged to be liable or held liable in 
a matter involving a contract with the State of Nevada or any other governmental 
entity.  Any pending claim or litigation occurring within the past six (6) years which 
may adversely affect the vendor’s ability to perform or fulfill its obligations if a 
contract is awarded as a result of this RFP must also be disclosed. 


 
Does any of the above apply to your company? 


 
Yes  No X 


 
 
4.1.8 Vendors must review the insurance requirements specified in Attachment E, 


Insurance Schedule for RFP 2103.  Does your organization currently have or will 
your organization be able to provide the insurance requirements as specified in 
Attachment E. 


 
Yes X No  


Exceptions regarding insurance requirements are included in Attachment B, Technical Proposal 
Certification of Compliance with Terms and Conditions of RFP. 


 
4.1.9 Company background/history and why vendor is qualified to provide the services 


described in this RFP.  Limit response to no more than five (5) pages. 


LEAVITT PARTNERS’ CENTER FOR MEDICAID AND STATE INTELLIGENCE: EXPERIENCE IN MEDICAID PROGRAM REFORM, 
ASSESSMENT, RESEARCH, AND REPORTING 
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To help states, providers, community partners, private payers and other stakeholders understand and 
navigate changes in the health care industry, Leavitt Partners established its Center for Medicaid and 
State Intelligence. At its core is a team of experts with extensive state and federal experience in 
managing the policy and operational aspects of Medicaid, the Affordable Care Act, and other health 
care coverage programs.  


In addition to health care policy experts, researchers, and analysts, the Leavitt Partners Center for 
Medicaid and State Intelligence consists of former government officials who have managed state 
departments of health and social services and served as a state Medicaid Director. It also has direct 
access to former Centers for Medicare and Medicaid Services (CMS) officials, including the former 
acting administrator of CMS. 


In collaboration with Leavitt Partners’ Research and Development team, the Medicaid Center provides 
a range of services to states and private-sector clients, including: 


 


State Services Designing, evaluating, and data-driven analyses of 
Medicaid, Medicaid managed care, and other state-
administered health care coverage programs. 


Impact Analyses Industry-specific impact analyses of state health care 
reforms. 


Strategic Intelligence Custom, in-depth tactical analyses in response to 
shifts and trends in Medicaid, Medicaid managed 
care, and other health care coverage programs. 


State Profiles Comprehensive, core set of Medicaid and other state-
administered health care coverage program 
information for one state or any set of states. 


Strategic Consultation Consultation on state and federal health care issues, 
as well as on the integration of health, community 
and social supports 


Data Analytics State-specific demographic and health care utilization 
data from LP’s proprietary database, which includes 
real-time health care program and market landscape 
data from public, commercial, and proprietary 
databases  


Leavitt Partners has accessed nearly 100 datasets of the most recent healthcare data available from 
numerous public and private sources.  
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With 1,000+ geographic and organization-level variables, it aggregated these datasets at various 
regional levels to create the LP Market Analysis Platform.  


This Platform serves as the basis for health care program and market research and can be used to 
conduct state-specific analysis.  


For example, Leavitt Partners can use this database to help inform and support recommendations it 
makes to executive staff and the Nevada Legislature regarding the potential population, 
demographic, or service expansion of Medicaid managed care. 


Types of data sources in the Platform include: 


• Population demographics 


• Economy and labor force 


• Health demographics 


• Insurers and insurance market factors 


• Medicare and Medicaid program information 


• Providers and physician groups 


STATE-SPECIFIC EXPERIENCE 


Since 2011, the Leavitt Partners Center for Medicaid and State Intelligence has been providing health 
care intelligence, reform guidance, and consultancy services to states. For example, Leavitt Partners is 
currently partnering with Sellers Dorsey in the State of Texas on a project related to the design of a 
pilot program to test one or more service delivery models involving a managed care strategy to deliver 
Medicaid long-term services and supports to individuals with intellectual and developmental  


• Reviewing, analyzing, and documenting feedback on RFI responses;  


• Developing a draft RFP based on the required pilot requirements, including proposed goals 
and objectives that outline the structure of the pilot;   


• Designing, developing, and implementing a process to obtain and evaluate feedback from 
stakeholders.  


• Scheduling and facilitating stakeholder meetings to gather input on the pilot and transition of 
services to managed care.  


• Developing the readiness review criteria, timeline, and work plan(s) for the pilot.  


In 2013, Leavitt Partners completed a project for the State of Oklahoma, in which it undertook and 
prepared a comprehensive evaluation of the state’s Medicaid program and, from that evaluation, 
provided a set of quantifiably backed recommendations. As part of these recommendations, Leavitt 
Partners outlined an expanded state-based delivery system focused on improving health outcomes, 
containing costs, and making efficient use of state resources. Key activities Leavitt Partners completed 
for the project included:  
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• Designing and implementing a stakeholder engagement process that included working with 
providers, state agencies, consumers, and Native American tribes. 


• Researching, evaluating, and highlighted the program’s strengths, weaknesses, opportunities, 
and threats. 


• Recommending ways to streamline current programs and policies.   


• Offering state-based solutions to improve health outcomes, contain costs, and make efficient 
use of state resources. 


• Identifying future policy considerations. 


In addition to the key activities outlined above, Leavitt Partners also provided strategic guidance by 
outlining an expanded state-based delivery system designed for optimizing access and health care 
quality. As part of this process, Leavitt Partners used its data analytics tools to produce the following 
estimates for the proposed delivery system:  


• The total number of people that would enroll in the program.  


• The annual cost and direct cost to the State (versus federally provided funds). 


• Direct administrative costs and indirect savings from increased program efficiencies. 


• The 10-year projected costs of implementing the program. 


• The program’s economic impact over a 10-year period, using state-level multipliers (IMPLAN 
3.1 model). This economic impact model factored in the direct, indirect, and induced effects.  


Leavitt Partners generated these quantitative estimates using a microsimulation model coupled with a 
Monte Carlo analysis to account for the uncertainty embedded in certain assumptions, such as 
enrollment take-up and crowd-out rates. The model estimated whether individuals would be eligible 
for the proposed program, whether they were likely to join, and, if so, how much they would cost the 
State. The simulation model produced low-, medium- and high-enrollment estimates based on 
differing assumptions. We also factored in direct, indirect and induced effects when estimating 
funding mechanisms and program costs. Finally, we conducted a qualitative assessment of additional 
flexibilities, advantages, costs, savings and challenges of implementing the program. 


For a complete list of relevant state projects see Leavitt Partners résumés.  


NEVADA PROJECT TEAM: MEDICAID MANAGED CARE EVALUATION AND PLANNING EXPERTISE 


For this project, Leavitt Partners has assembled a team that is highly versed in analyzing, evaluating, 
developing, guiding, and implementing state Medicaid reform innovations, including Medicaid 
managed care evaluations and expansions. The following is a detailed summary of the qualifications, 
experience, and roles of the key personnel who will staff this project. (Full résumés are also attached.) 


ROBIN ARNOLD-WILLIAMS, PRINCIPAL AND DIRECTOR OF LEAVITT PARTNERS MEDICAID PRACTICE 
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Dr. Arnold-Williams has a 32-year career in public service, focusing on health and human services. For 
a total of five years under two appointments, she served as Secretary of the Washington State 
Department of Social and Health Services, the state’s largest department with 19,000 employees and 
a biennial budget of over $10 billion. There, she administered Medicaid, aging and disability services, 
behavioral health services, economic-assistance programs, vocational rehabilitation services, child 
welfare programs, and juvenile justice programs. Among many accomplishments, Dr. Arnold-Williams: 


• Implemented numerous state health care initiatives, including integrating Medicaid and 
behavioral health programs, expanding chronic-care management programs, and expanding 
children’s health care. 


• Led consultation efforts with Tribal leaders including monthly meetings of the Indian Policy 
Advisory Committee comprised of leadership from all of Washington State’s 29 recognized 
Tribes. 


• Provided executive leadership and oversaw a successful effort to secure CMS approval of a 
Medicare and Medicaid Financial Alignment Initiative Memorandum of Agreement. 


• Helped lead the team responsible for planning and overseeing Affordable Care Act 
implementation related to expanding Medicaid establishing a state exchange.  


• Designed the approach to organizationally consolidate state health care purchasing. 


Dr. Arnold Williams also served as Executive Policy Director to Washington State Governor Christine 
Gregoire, where she led initiatives with stakeholders, state agencies and legislators to enact 
legislative and administrative changes that reduced the size of state government, enhanced customer 
service, and streamlined government services delivery.  


Prior to her time in Washington, Dr. Arnold-William led the Utah Department of Human Services for 
eight years, where she oversaw aging and adult services, child welfare, behavioral health, juvenile 
justice, and disability services. There, she expanded home and community-based choices for elderly 
and disabled clients through Medicaid waivers and state-financed programs. She also designed and 
implemented one of the largest welfare-reform waiver programs in the U.S. Before assuming the 
department’s leadership, Dr. Arnold-Williams held a series of increasingly responsible senior 
management positions over a 16-year period with the department. She earned her master’s degree 
and doctorate in Social Work from the University of Utah. 


MICHAEL DEILY, SENIOR ADVISER  


Mr. Deily advises state officials on strategies to improve Medicaid operations and outcomes, develops 
financial and economic impact analyses for state Medicaid programs, and helps states work through 
regulatory and operational issues. For example, in the Oklahoma project described above, Mr. Deily 
led the team that evaluated the state’s Medicaid program. Working with community stakeholders and 
agency administrators, he recommended ways to streamline programs and policies as well as led the 
design of the recommended expanded delivery system model. 


Mr. Deily came to Leavitt Partners with 35 years of experience in public service with Medicaid and 
related programs, including 24 years with the Utah Department of Health, where he directed eligibility 
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services and was Medicaid Director for 10 years. During his tenure as Utah Medicaid Director, Mr. 
Deily administered the Utah Medical Assistance Program and the Children’s Health Insurance Program 
(CHIP). Among his key accomplishments, Mr. Deily: 


• Provided leadership, decision making and implementation support for Medicaid and state 
health program policy including pre-ACA coverage expansions. 


• Implemented a mandatory risk-based managed care for all Medicaid populations (with the 
exception of LTSS). 


• Implemented an expansion of a mandatory, risk-based capitated mental health carve out 
program. 


• Implemented a voluntary capitated LTSS program pilot program designed to provide 
community options for nursing facility residents. 


• Implemented an integrated medical home initiative for individuals dually diagnosed with IDD 
and mental illness. 


• Implemented an early money follows the person program for residents of ICF-IIDs. 


• Implemented several reimbursement policies, including IGT arrangements with governmental 
agencies and a nursing facility provider tax. 


• Oversaw the Tribal consultation process for the Department of Health and Medicaid program, 
including conducting a test case for CMS of the Section 1115 demonstration consultation 
process where cost sharing exemptions for Tribal members were developed.  


After running Utah’s Medicaid Program, Mr. Deily served for seven years as a senior consultant to the 
Utah Department of Health’s Executive Director on issues related to seniors and people with 
disabilities. Mr. Deily earned his bachelor’s degree from the University of New Orleans. 


LAURA SUMMERS, DIRECTOR OF STATE INTELLIGENCE 


Ms. Summers researches state-level health reform, prepares detailed analyses of state-by-state 
comparative data, researches state public-health programs, policies and trends, and works on state 
health care reform initiatives. She provides project management for teams that are helping states 
design and develop state-based health insurance exchanges, seek Section 1115 Medicaid 
Demonstration Waivers and amendments, conduct State Innovation Model plan financial analyses, 
and undertake financial and economic impact analyses of their state Medicaid programs. Ms. 
Summers has developed methodologies for evaluating the cost-benefits of expanding state Medicaid 
programs. She has also researched policy issues relating to Medicaid payment reform, the health care 
workforce, IT investments, and personal health and wellness.  


Ms. Summers has been a key member of the teams that have served state agencies, including the 
Arkansas Department of Human Services (establishment of the Health Care Independence Program); 
the Oklahoma Health Care Authority (evaluation of their Medicaid program); the Idaho Department of 
Health and Welfare (evaluation of the newly eligible Medicaid expansion population); the 
Pennsylvania Department of Human Resources (development of a section 1115 waiver); and the Utah 
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Department of Health (financial analysis of the State Innovation Model). Ms. Summers has also 
assisted other state agencies in planning, designing, implementing and evaluating state-based health 
insurance exchanges and related policies and programs, including the Mississippi Insurance 
Department, New Mexico Human Services Department, and the Pennsylvania Insurance Department. 


Before joining Leavitt Partners, Ms. Summer was Research Director at the Utah Foundation. She began 
her career in the U.S. Treasury Department’s Office of Economic Policy, then served in the Utah 
Governor’s Office of Planning and Budget. Ms. Summers earned a Master's in Public Policy from 
Brigham Young University and her bachelor’s degree from Westminster College. 


ABOUT LEAVITT PARTNERS 


Founded in 2009, Leavitt Partners is a leading national health care consultancy that brings clarity and 
value to health care decision makers around the country who are navigating a rapidly changing health 
care system. Leavitt Partners strives to give its clients a better understanding of what the future likely 
holds, to support more-informed strategic decision making, and help them more-fully capitalize on 
emerging opportunities while navigating a complex regulatory structure.  


Leavitt Partners advises and counsels government officials as well as leading-edge health care 
industry leaders from all key sectors of the health economy, including federal and state agencies, 
Medicare and Medicaid plans, patient organizations, provider groups, life-sciences companies, 
commercial plans, public and private exchanges, managed care, professional associations, and 
coalitions. Leavitt Partners team members work directly with clients on complex problems, new 
opportunities, and specific uncertainties, providing valuable insights and counsel. 


In addition to its direct consultancy services, Leavitt Partners provides leading-edge data and analytics 
tools that can help solve key issues and illuminate unpredictable state and federal regulatory 
processes and programs. Its unparalleled private- and public-data, intelligence acquisition and tools 
produce analyses, quantitative-based recommendations, and smart strategies that create value for its 
clients.  


Leavitt Partners consists of former federal and state government health officials, senior health care 
executives and CEOs, researchers, and professional staff and analysts.  


More information about Leavitt Partners is available at http://leavittpartners.com/.   


 


4.1.10 Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 


While specific members of Leavitt Partners Nevada Project Team have been providing services 
described in this RFP to the public and/or private sector for decades (see bios for Dr. Robin Arnold-
Williams and Michael Deily outlined above, as well as résumés for more for more information), Leavitt 
Partners has been formally engaged in state health care reform work since 2011. The company was 
founded in 2009. 


For a complete list of relevant state projects see Leavitt Partners résumés.   



http://leavittpartners.com/
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HMS Section 4.1 Vendor Information 


4.1.1 Vendors must provide a company profile in the table format below. 
 


Question Response 
Company name: Health Management Systems, Inc. (HMS) 
Ownership (sole proprietor, 
partnership, etc.): 


Corporation (HMS is a wholly owned subsidiary of HMS 
Holdings Corp., a publicly held company) 


State of incorporation: New York  
Date of incorporation: 1974 
# of years in business: 42 
List of top officers: William C. Lucia, President & Chief Executive Officer 


Douglas Williams, Division President, Markets 
Kimberly J. Day, Interim Secretary 
Semone Neuman, EVP, Operations 
Cynthia Nustad, EVP, Chief Information Officer 
Jeffrey S. Sherman, EVP, Chief Financial Officer & Treasurer 
Tracy A. South, Chief Administrative Officer and EVP, 
Human Resources 
Greg D. Aunan, SVP, Chief Accounting Officer 
 


Location of company 
headquarters: 


360 Park Avenue South, 17th Floor, New York, NY 10016 


Location(s) of the company 
offices: 


HMS has numerous office throughout the nation with key 
offices in New York and Irving, Texas 


Location(s) of the office that will 
provide the services described in 
this RFP: 


5615 High Point Drive, Irving, TX 75038 


Number of employees locally 
with the expertise to support the 
requirements identified in this 
RFP: 


1 


Number of employees nationally 
with the expertise to support the 
requirements in this RFP: 


25 


Location(s) from which 
employees will be assigned for 
this project: 


Boise, ID; Salt Lake City, UT; 
Irving, TX; Charlotte, NC; and Washington D.C. 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the 
laws of another state must register with the State of Nevada, Secretary of State’s Office 
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as a foreign corporation before a contract can be executed between the State of Nevada 
and the awarded vendor, unless specifically exempted by NRS 80.015. 


Our subcontractor, Health Management Systems, Inc., has being doing business in the state of Nevada 
for over 10 years. Entity Number for HMS: E0380232009-9. 


 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 
appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 
NRS76.  Information regarding the Nevada Business License can be located at 
http://nvsos.gov. 


 
Question Response 


Nevada Business License Number: NV20091229345 
Legal Entity Name: Health Management Systems, Inc. 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 


 
Yes X No  


 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  
Vendors shall be proactive in verification of these requirements prior to proposal 
submittal.  Proposals that do not contain the requisite licensure may be deemed non-
responsive. 


 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency? 
 


Yes X No  


 


 If “Yes”, complete the following table for each State agency for whom the work was 
performed.  Table can be duplicated for each contract being identified. 


 
Question Response 


Name of State agency: Nevada Department of Health Care 
Financing & Policy 


State agency contact name: Tammy Moffitt 
Dates when services were 
performed: 


January 2012  - Current 


Type of duties performed: Recovery Audit Contract 



http://nvsos.gov/
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Question Response 
Total dollar value of the contract: $2MM 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 


 
Yes  No X 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil 
or criminal litigation in which the vendor has been alleged to be liable or held liable in 
a matter involving a contract with the State of Nevada or any other governmental 
entity.  Any pending claim or litigation occurring within the past six (6) years which 
may adversely affect the vendor’s ability to perform or fulfill its obligations if a 
contract is awarded as a result of this RFP must also be disclosed. 


 
Does any of the above apply to your company? 


 
Yes  No X 


 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, 
Insurance Schedule for RFP 2103.  Does your organization currently have or will 
your organization be able to provide the insurance requirements as specified in 
Attachment E. 


 
Yes X No  


 


4.1.9 Company background/history and why vendor is qualified to provide the services 
described in this RFP.  Limit response to no more than five (5) pages. 


HMS has over thirty years of Medicaid experience. Our focus has always been, and remains healthcare 
cost containment. Today we provide coordination of benefits, payment and eligibility integrity and 
consulting to 47 Medicaid agencies directly. Over the course of our unparalleled Medicaid tenure, we 
have not only been witness to, but active participants in maximizing cost containment under emerging 
payment and delivery models, especially in Medicaid managed care environments. We bring a multi-
faceted understanding of Medicaid policy and data to Medicaid managed care, not only from our 
work directly with Medicaid programs, but also cost containment work done on behalf of more than 
242 managed care plans nationally, and on behalf of the Centers for Medicare and Medicaid Services 
(CMS) directly.  
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Additionally, HMS has Nevada experience. We are pleased to be a partner to DHCFP since 2003.  For 
over 13 years, we have been providing professional services to the State of Nevada, our team (the 
same team proposed for this engagement) has gained an extensive understanding of the Medicaid 
program, the MMIS (HP) and its data, the 4 primary MCOs, the Contractual Agreement between the 
State and the MCOs, the providers and most importantly the beneficiaries care.   


We offer the state our Medicaid expertise for a thoughtful, comprehensive approach in implementing 
program integrity in a Medicaid managed care environment. We strive for a collaborative tone to 
ensure proper and clear delineation of responsibility between the MCOs and the state in the most cost 
effective manner to leverage the proper incentives and penalties to maximize cost containment and 
compliance. We propose to leverage this expertise and actively engage with Nevada to formulate a 
best-practice program that addresses both short- and long-term objectives identified by the State that 
minimally drives quality, reduces cost, and fights fraud, waste and abuse.  


HMS has significant market presence in the Medicaid Market,the Medicaid MCO Market and The 
Federal Market /CMS.  No other vendor will have the unique perspective of actively having 
implemented such a large volume of relevant project work that can be used to develop the best 
oversight process for the MCOs in Nevada.  No other team will have the real advantage of having in 
place the stakeholder relations with all relevant stakeholders for this project.  From Day 1 of the 
engagement HMS will be off and running as we have those relationship in place.  


HMS KNOWS MEDICAID AND MEDICAID MANAGED CARE 


We know Medicaid. Our breadth and depth across 47 state Medicaid programs, including Nevada and 
190 Medicaid managed care plans, including Health Plan of Nevada and Amerigroup Community Care 
entails:   


o Coordination of Benefits, including identification of TPL as well as pre- and post-payment 
services 


o Recovery audits 
o Overpayment recovery 
o FWA identification and investigation 
o FWA pre- and post-payment services 
o FWA case management 
o Provider audits 
o Credit balance audits (CBAs) 
o Casualty, estate recovery, and Special Needs Trust services 
o Workers’ compensation recovery 
o Eligibility verification 
o Asset and income verification 
o HIPP program services 
o Clinical/medical review 


This Medicaid experience and expertise affords our consulting clients: 
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o A 360 view, that includes federal, state and commercial views and roles regarding 
Medicaid program integrity in a managed care environment; 


o Appreciation for the uniqueness of each state Medicaid program; 
o Eligibility, claims and encounter data expertise; 
o Strong, existing knowledge of Nevada Medicaid eligibility, claims and payment policies; 


and 
o Intimate understanding of other state Medicaid programs. 


HMS has the experience and relationships in place to deliver on a consulting  solution to roadmap 
Nevada to a best practice oversight program with its MCOs  


HMS KNOWS MANAGED CARE ORGANIZATIONS 


HMS brings extensive knowledge of both Medicaid and commercial MCOs from an insider and outside 
perspective. As an outsider, and on behalf of our state Medicaid clients, we have collaboratively 
instituted managed care contract language that ensures the state’s oversight rights, and engaged in 
direct oversight activity, including program integrity and compliance reviews. For example, HMS 
assisted Nevada Medicaid with instituting safety net overpayment monitoring which resulted in over 
$8M in recoveries.  HMS fully understands the nuanced issues present in a managed care arena, such 
as encounter-data reporting and quality, consistency, normalization, and reimbursement variations 
used by different MCOs.  


Each of these can create a significant hurdle when working with managed care data for analytics 
purposes; in combination, they create substantial challenges for an unprepared entity. Fortunately, 
we know managed care and encounter data and we have already overcome each of these challenges 
and can aid Nevada with the same. Further, HMS knows premiums and premium data and will 
leverage that knowledge for premium payment accuracy best practices.  


From an insider perspective, HMS provides cost containment services for more than 190 Medicaid 
MCOs in addition to Medicare Advantage plans, commercial plans, and employer-sponsored health 
plans. With experience that includes fraud analytics, referral and investigative support, automated 
claim editing, clinical/medical reviews, and recovery audit services for approximately 60 million 
commercial lives, we are proud to share the following results: 


o More than 100,000 Medical Records annually reviewed  
o More than $350 million in recoveries every year 


This firsthand knowledge of plans program integrity efforts, including strengths and weaknesses, will 
directly benefit Nevada as it considers new Medicaid managed care oversight models. 


HMS KNOWS MMIS  


On a tactical level, our broad Medicaid experience has given us national exposure to state MMISs and 
an understanding of Medicaid data. We have developed strategies around dealing with rate 
adjustments, retroactive recoveries, and MMIS changes. Without this experience and insight and the 
strategies developed through that insight, our historical data would quickly become inaccurate, which 
would lead to incorrect findings and provider abrasion. Our long experience in working with Medicaid 
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data has enabled us to understand MMIS data and the issues around it and to develop processes to 
monitor and validate the quality of the data and our findings.  


As a nationally recognized, trusted steward of healthcare data for government healthcare programs, 
we manage large volumes of sensitive data, including Medicare eligibility and claims data, Medicaid 
eligibility and claims data, and data from third-party payers and other government sources. We 
maintain more than 10 billion claims in our data warehouses, with information on more than 200 
million lives. This level of experience and scale allow (and require) us to put sophisticated security 
process and practices into place to secure the ongoing security and privacy of the data we use to 
derive value for our clients.  


HMS HAS FEDERAL STAKEHOLDER RELATIONS IN PLACE  


HMS considers itself as an ally, not only to states and Medicaid managed care plans, but also to CMS 
in protecting the integrity of the Medicaid program. We are pleased that in 2007, CMS chose to name 
HMS as one of five Medicaid Integrity Program (MIP) Audit Contractors and recognize us as a partner 
both knowledgeable of the Medicaid program and sensitive to the challenges faced by states and their 
providers. By selecting us, CMS acknowledged our experience and proven ability to enhance the value 
of Medicaid programs across the nation.  


MIC AUDIT EXPERIENCE- AUDITING MANAGED CARE PLANS SCOPE- SEE JEFF CINCOTTA  


Since 2007, we have worked with both states and CMS to initiate a collaborative approach to 
completing MIP audits. As a result, our MIP Audit team has identified more than $55 million in 
overpayments. Our pharmacy audits alone produce an ROI of more than 840%. 


Additionally, we maintain close working relationships with personnel in the multiple divisions of CMS 
focused on healthcare reform and PI. The knowledge gained from discussions with those contacts 
informs our approach to all aspects of cost containment for our Medicaid agency and healthcare plan 
clients.  


Recently, HMS was recognized as a key subcontractor for the Trusted Third party contract. Our role is 
to recruit health care payors including Medicaid agencies, MCOs, and health plans. (ask Jeff Cincotta 
to fill out  our role ). 


HMS KNOWS THE NEVADA MEDICAID PROGRAM  


To fulfill the consulting objectives of this project for 3.1.1 and 3.1.2, HMS will leverage our extensive 
experience in currently serving the State of Nevada, including both the Medicaid agency and 2 of the 
Major Medical Managed Care Plans. Our active stakeholder relations within Medicaid MMIS vendor-  
Hewlett Packard Enterprises (HPE), the Health Plan of Nevada, Amerigroup Community Care, the 
provider associations, and the providers positions us to provide the excellent recommendations for 
best practices in Managed Care oversight and how to ensure Nevada is fully prepared for the highly 
anticipated release of the final Medicaid Managed Care regulations, CMS-2390-P. 


In the last 13 years, HMS has had a financial impact of $78M on the Medicaid program and the 2 
Managed Plans we serve for an overall financial impact on the Nevada Medicaid lives. We will be able 
to leverage this relevant experience as part of our scope of work in this consulting engagement. 
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4.1.10 Length of time vendor has been providing services described in this RFP to the public 
and/or private sector.  Please provide a brief description. 


In the last 13 years, HMS has had a financial impact of $78M on the Medicaid program and the 2 
Managed Plans we serve for an overall financial impact on the Nevada Medicaid lives. We will be able 
to leverage this relevant experience as part of our scope of work in this consulting engagement. 


 


4.1.11 Financial information and documentation to be included in Part III, Confidential 
Financial Information of vendor’s response in accordance with Section 9.5, Part III 
– Confidential Financial Information.  


4.1.11.1  Dun and Bradstreet Number  
4.1.11.2  Federal Tax Identification Number 
4.1.11.3  The last two (2) years and current year interim: 


A.  Profit and Loss Statement  
B.  Balance Statement 


The required information listed in 4.1.11 can be found in Part III, Confidential Financial Information. 


 


4.3 Business References 


4.3.1 Vendors should provide a maximum of three (3) business references from similar 
projects performed for private, state and/or large local government clients within the 
last five (5) years. 
 


4.3.2 Vendors must provide the following information for every business reference provided 
by the vendor and/or subcontractor: 
 
The “Company Name” must be the name of the proposing vendor or the vendor’s 
proposed subcontractor.   


 


Business References for Sellers Dorsey 


Reference #: 1 
University Medical Center Las Vegas Nevada (Public Hospital owned by Clark 
County) 


Company Name: Sellers Dorsey & Associates, LLC 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: 1. Public Hospital Graduate Medical Education (GME) Program 
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2. Inpatient and Outpatient Upper Payment Limit (UPL) Programs 
Primary Contact Information 


Name: Brian Brannman 
Street Address: 3001 St. Rose Pkwy. 
City, State, Zip: Henderson, NV 89052 
Phone, including area code: 702-616-5500 
Facsimile, including area code: 702-383-2012 
Email address: Brian.Brannman@DignityHealth.org 


Alternate Contact Information 
Name: Not applicable for this reference 
Street Address: Not applicable for this reference 
City, State, Zip: Not applicable for this reference 
Phone, including area code: Not applicable for this reference 
Facsimile, including area code: Not applicable for this reference 
Email address: Not applicable for this reference 


Project Information 
Project Information is for  
Project 1. Public Hospital Graduate Medical Education (GME) Program 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Sellers Dorsey assisted the University Medical Center in Las 
Vegas, NV on behalf of an internal stakeholder to develop, 
seek local, state and federal approval for and implement a 
program to recognize the additional direct cost incurred by 
University Medical Center related to their graduate medical 
education programs. Activities performed by the project 
team include: 
• Developed and outlined the methodology for additional 


federal claiming. 
• Participated in discussions with state officials to gain 


support. 
• Drafted public notices, state plan amendments and 


answers to CMS questions. 
• Participated in discussions with CMS to secure approval. 
Results: 
• Identified source of state share for additional federal 


Medicaid dollars. 
• State plan amendment approved by CMS.  
• Generates $5.5 million annually in new federal Medicaid 


funds. 
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Original Project/Contract Start Date: August 2009 
Original Project/Contract End Date: November 2011 
Original Project/Contract Value: Fees invoiced for this project were $540,662 
Final Project/Contract Date: November 2011 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 


Project Information 
Project Information is for  
Project 2.Inpatient and Outpatient Upper Payment Limit (UPL) Programs 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Sellers Dorsey assisted the University Medical Center on 
behalf of an internal stakeholder to develop, seek local, 
state and federal approval for and implement hospital 
inpatient and outpatient UPL programs. Services provided 
by the project team include: 
• Developed and outlined the methodology for additional 


federal claiming. Sellers Dorsey helped to adjust an 
existing inpatient UPL program to increase federal gain. 


• Examined claims data to determine room available in 
UPL. 


• Participated in discussions with state officials to gain 
support. 


• Drafted public notices, state plan amendments and 
answers to CMS questions. 


• Participated in discussions with CMS to secure approval. 
Results: 
• Identified source of state share for additional federal 


Medicaid dollars.  
• State plan amendment approved by CMS.  
• Generates $11 million annually in new federal Medicaid 


funds. 
Original Project/Contract Start Date: January 2014 
Original Project/Contract End Date: June 2014 
Original Project/Contract Value: $25,000 
Final Project/Contract Date: June 2014 
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Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 


 


Reference #: 2 Texas Association of Health Plans (TAHP) 


Company Name: Sellers Dorsey & Associates, LLC 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: Comprehensive Report of the Status of Medicaid/CHIP Managed Care in Texas 


Primary Contact Information 
Name: Sharen Ludher, Director of Policy and Government Programs 
Street Address: 1001 Congress Avenue 
City, State, Zip: Austin, TX 78701 
Phone, including area code: 512-476-2091 
Facsimile, including area code: n/a 
Email address: sludher@tahp.org 


Alternate Contact Information 
Name: Not applicable for this reference 
Street Address: Not applicable for this reference 
City, State, Zip: Not applicable for this reference 
Phone, including area code: Not applicable for this reference 
Facsimile, including area code: Not applicable for this reference 
Email address: Not applicable for this reference 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


In October of 2014, Sellers Dorsey was engaged by the Texas 
Association of Health Plans (TAHP) to prepare a 
comprehensive report of the status of Medicaid/CHIP 
managed care in Texas. We coordinated our efforts with 
local actuaries and assistance from the Texas Health and 
Human Services Commission. The report included history of 
the expansion of managed care in Texas, explaining the key 
differences between fee-for-service, primary care case 
management and managed care, as well as the four 
Medicaid managed care programs Texas currently operates. 
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We also surveyed the current managed care organizations 
to gather information on the access to care and health care 
improvement innovations they have implemented in their 
service areas. We drafted in-depth discussions of Medicaid 
managed care’s impact on cost, access and quality and the 
impact of value based purchasing, potentially preventable 
events, health homes and community based long term 
services and supports. As health care reform is continuous, 
the report also reviewed anticipated federal and State 
changes and areas for innovation. The report was published 
in late January of 2015. 


Original Project/Contract Start Date: November 2014 
Original Project/Contract End Date: January 2015 
Original Project/Contract Value: See Part IB Confidential Technical Proposal, Tab VII, Section 


4.3 Business References for Sellers Dorsey1 
Final Project/Contract Date: January 2015 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 


1Note: The contract value associated with this reference has been deemed confidential and is located 
in Part IB of this RFP response. For convenience, the entirety of this reference table can be found there. 


 


Reference #: 3 Commonwealth of Pennsylvania 


Company Name: Sellers Dorsey & Associates, LLC 


Identify role company will have for this RFP project 
(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 
Project Name: Long Term Care Commission and Community Health Choices 


Primary Contact Information 
Name: Brendan Harris 
Street Address: 625 Forster Street Rm: 334 Health and Welfare Bldg. 
City, State, Zip: Harrisburg PA 17120 
Phone, including area code: 717-787-2600 
Facsimile, including area code: 717-787-0562 
Email address: brenharris@pa.gov 
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Alternate Contact Information 
Name: Ronni Burkhart 
Street Address: Office of Budget, 625 Forster Street, Room 525 
City, State, Zip: Harrisburg PA 17120 
Phone, including area code: 717-772-1108 
Facsimile, including area code: 717-772-6907 
Email address: ronburkhar@pa.gov 


Project Information 
Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Sellers Dorsey, as part of a broader engagement team with 
Leavitt Partners, supported the Pennsylvania Department of 
Public Welfare with Governor Corbett's Healthy 
Pennsylvania Initiative in the following areas: 
• Assisted the Department in drafting the 1115 


Demonstration wavier to ensure compliance with state 
and federal regulations and Governor Corbett's Healthy 
Pennsylvania framework to promote personal 
responsibility, healthy behaviors and improved health 
outcomes. 


• Coordinating the collection and response to more than 
1,000 public comments. 


• Assisted the Department in drafting Healthy 
Pennsylvania briefing documents for use with the 
general public, stakeholders, legislators, and providers. 


• Supported internal workgroups and discussions on 
Healthy Pennsylvania. Provided strategic guidance. 


Sellers Dorsey’s ongoing engagement with the 
commonwealth includes MCO procurement. 


Original Project/Contract Start Date: October 2013 
Original Project/Contract End Date: August 2014 
Original Project/Contract Value: Fees invoiced for the Healthy PA Waiver project were 


$831,475. 
Final Project/Contract Date: Ongoing 
Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


No, the contract was amended based on expanded scope 
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Business References for Leavitt Partners 


Reference #: 1 State of Oklahoma, Oklahoma Health Care Authority 


Company Name: Leavitt Partners, LLC 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Program Strengths and Areas for Continuing Improvement: An Evaluation of 
Oklahoma’s SoonerCare Program 


Primary Contact Information 


Name: Nico Gomez, Oklahoma Health Care Authority CEO 


Street Address: 4345 N. Lincoln Boulevard 


City, State, Zip: Oklahoma City, OK 73105 


Phone, including area code: (405) 522-7417 


Facsimile, including area code: NA 


Email address: nico.gomez@okhca.org 


Alternate Contact Information 


Name: Buffy Heater, Chief Strategy Officer 


Street Address: 4345 N. Lincoln Boulevard 


City, State, Zip: Oklahoma City, OK 73105 


Phone, including area code: (405) 522-7417 


Facsimile, including area code: NA 


Email address: Buffy.Heater@okhca.org 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


The Oklahoma Health Care Authority contracted with 
Leavitt Partners to conduct a comprehensive evaluation of 
the state’s Medicaid program and design a cost-effective 
service delivery model to provide Medicaid coverage to an 
expanded population. Key activities Leavitt Partners 
completed as part of the project include: 
• Evaluating the state’s Medicaid program. 
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• Working with providers, consumers, community 
stakeholders, and agency administrators to develop 
recommendations for streamlining current programs 
and policies.  


• Designed a stakeholder engagement process, including 
a process for Native American tribes. 


• Providing strategic guidance by developing a proposed 
expanded service delivery model for optimizing access 
and health care quality.  


• Estimating expected population size and costs 
associated with the expanded service delivery model. 


A detailed description of this project is provided in Leavitt 
Partners company background/history section. 


Original Project/Contract Start Date: February 2013 


Original Project/Contract End Date: June 2013 


Original Project/Contract Value: $248,250 


Final Project/Contract Date: June 2013 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 


 


Reference #: 2 State of Utah, Utah Department of Health 


Company Name: Leavitt Partners, LLC 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Utah State Innovation Model: Financial Analysis 


Primary Contact Information 


Name: Nate Checketts, Interim Director of the Division of Medicaid 
and Health Financing 
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Street Address: Utah Department of Health 
PO Box 143101 


City, State, Zip: Salt Lake City, UT 84114-3101 


Phone, including area code: (801) 538-6689 


Facsimile, including area code: NA 


Email address: nchecketts@utah.gov 


Alternate Contact Information 


Name: Emma Chacon, Assistant Division Director Division of 
Medicaid and Health Financing 


Street Address: Utah Department of Health 
PO Box 143101 


City, State, Zip: Salt Lake City, UT 84114-3101 


Phone, including area code: (801) 538-6689 


Facsimile, including area code: NA 


Email address: ECHACON@utah.gov 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


The Utah Department of Health requested a financial 
analysis to estimate the Return on Investment (ROI) for the 
health care interventions it was proposing as part of its 
State Health Care Innovation Plan. The plan was being 
developed for the CMS State Innovation Model Initiative, 
which supports the development and testing of state-based 
models for multi-payer and health care delivery system 
transformation. 
Leavitt Partners provided a financial analysis of the state’s 
selected aims, drivers, measures, and interventions. Several 
interventions were evaluation, but the primary intervention 
was the move to the statewide use of value-based 
payments, or managed care. 
Using a propriety compilation of complex, state-specific 
demographic and health care data that was cross-linked to 
U.S. Census and other geographic-based data, Leavitt 
Partners estimated the size of the populations affected; 
total medical costs; other service costs; and implementation 
costs, including infrastructure costs and ongoing costs to 
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providers, payers, and other impacted stakeholders. It then 
calculated estimated cost savings, total expected savings, 
and associated ROI.  
As part of this process Leavitt Partners developed a complex 
Aim Simulation Model consisting of multiple simulation 
parameters associated with a given intervention. Using this 
model, Leavitt Partners estimated the future flow of 
expenditures related to each intervention, and provided the 
State with an estimated per-capita net-present-value 
savings and ROI from achieving each intervention over 3-
year and 5-year periods.  


Original Project/Contract Start Date: October 2013 


Original Project/Contract End Date: December 2013 


Original Project/Contract Value: $71,007 


Final Project/Contract Date: December 2013 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


Yes 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


Yes 


 
 


Reference #: 3 University of Utah Hospitals & Clinics 


Company Name: Leavitt Partners, LLC 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project Name: Supplemental Payments Consultation 


Primary Contact Information 


Name: Barbara Viskochil, Director of Medicare & Medicaid Services 


Street Address: 127 South 500 East - Suite 200  


City, State, Zip: Salt Lake City, UT 84102 
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Phone, including area code: (801) 587-6600 


Facsimile, including area code: NA 


Email address: barbara.viskochil@hsc.utah.edu 


Alternate Contact Information 


Name: Michael Zisoff, Senior Financial Reimbursement Analyst 


Street Address: 127 South 500 East - Suite 200  


City, State, Zip: Salt Lake City, UT 84102 


Phone, including area code: (801) 587-6600 


Facsimile, including area code: NA 


Email address: MICHAEL.ZISOFF@hsc.utah.edu 


Project Information 


Brief description of the 
project/contract and description of 
services performed, including 
technical environment (i.e., software 
applications, data communications, 
etc.) if applicable: 


Leavitt Partners is currently providing consulting services 
related to the establishment of a Medicaid-based quality-
improvement program. Services include providing strategic 
consultation, conducting research, providing education, and 
drafting possible waiver language. 
As part of this project, Leavitt Partners reviewed initiatives 
being proposed or currently taking place at the University of 
Utah and provided strategic consultation on which 
initiatives would best fit in a broader quality improvement 
program. This included analyzing current program funding 
and determining whether that funding could be enhanced 
through this initiative. 
Leavitt Partners has also provided the University of Utah 
team with ongoing research of other state Medicaid 
initiatives. Leavitt Partners provided the University of Utah 
with a thorough analysis of other state programs and 
proposals and helped the University team determine which 
initiatives were a best fit for the University and which ones 
could be expanded or improved. 
Other key services provided through the contract include 
strategic consultation on possible project, quality metrics, 
and measures; conducting research; providing education; 
interfacing with state leaders; and drafting possible 
program implementation language.  


Original Project/Contract Start Date: October 2014 


Original Project/Contract End Date: Ongoing 



mailto:barbara.viskochil@hsc.utah.edu
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Original Project/Contract Value: $137,500 


Final Project/Contract Date: Ongoing 


Was project/contract completed in 
time originally allotted, and if not, 
why not? 


This is an ongoing project 


Was project/contract completed 
within or under the original budget/ 
cost proposal, and if not, why not? 


This is an ongoing project 
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Business References for HMS 


Business references for HMS have been deemed confidential and can be found in Part IB Confidential 
Technical Proposal, Tab VII, Section 4. 
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Tab VIII – Attachment G – Proposed Staff Resumes 


 A. Vendors must include all proposed staff resumes per Section 4.4, Vendor Staff 
Resumes in this section.  


B. This section should also include any subcontractor proposed staff resumes, if 
applicable. 


 


4.4 Vendor Staff Resumes 
 
A resume must be completed for each proposed key personnel responsible for 
performance under any contract resulting from this RFP per Attachment G, Proposed 
Staff Resume. 


Vendor and subcontractor staff resumes begin on the next page. 
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Proposed Staff Resumes for Sellers Dorsey 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Pam Coleman Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Project Director 


# of Years in Classification: 2 # of Years with Firm: 2 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Pamela Coleman is a health and human services executive with extensive experience creating solutions for funding, 
managing and improving Medicare and Medicaid services. For 26 years Pam held various senior level administrator 
positions in the Texas Medicaid Program, including Deputy Medicaid Director.  


The full scope of her experience also includes: 


• Development of state integrated acute and managed long term care (LTC) programs 
• Complex care populations and integrated delivery systems 
• Medicaid program evaluation and compliance 


 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during the 
term of the contract/project and details of contract/project. 


SENIOR CONSULTANT, SELLERS DORSEY, AUSTIN, TX, MARCH 2014 – PRESENT 


Pam is a frequent presenter at national conferences on complex care populations and integrated delivery systems. Ms. 
Coleman has also worked with the team on projects involving healthcare delivery system redesign and 
transformation. She is supporting states and health plans with strategies for serving new Medicaid and exchange 
populations and in implementing innovative accountable care approaches to service delivery and payment reform. 
She has also provided support for strategic review of legislation impacting various provider and health plan groups. 
 
Project: Texas Medicaid/CHIP Managed Care Report 
Role: Project Director 
Pam led the preparation a comprehensive report of the status of Medicaid/CHIP managed care in Texas for the Texas 
Association of Health Plans (TAHP). Utilizing her relationships in the State, Pam coordinated efforts with local 
actuaries and assistance from the Texas Health and Human Services Commission. The report included history of the 
expansion of managed care in Texas, explaining the key differences between fee-for-service, primary care case 
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management and managed care, as well as the four Medicaid managed care programs Texas currently operates. As 
health care reform is continuous, the report also reviewed anticipated federal and State changes and areas for 
innovation. 
 
Project: Comprehensive Overview of Texas Intellectual and Developmental Disabilities Program 
Role: Project Director 
As Project Director, Pam led the effort to produce a research report that provided a comprehensive overview of the 
Texas programs serving persons with intellectual and developmental disabilities (IDD) for a large private equity 
company seeking to inform their evaluation of the risks and opportunities of providing services to this population in 
Texas.  
 
Project: Gap Analysis and Proposal Development for Texas Based Community Health Plan 
Role: Project Director 
Pam led the Sellers Dorsey team in assisting a Texas based community health plan prepare to serve long-term services 
and supports to children receiving SSI. The team performed a comprehensive gap analysis and drafted the RFP 
response to the State. 


SENIOR VICE PRESIDENT OF GOVERNMENT PROGRAMS, OPTUMHEALTH, MINNEAPOLIS, MN, 2010 – 2014 


TEXAS HEALTH AND HUMAN SERVICES COMMISSION, AUSTIN, TX  
• Deputy Medicaid Director, 2006 - 2010 
• Director, Health Plans Operations, 2003 – 2006  


TEXAS DEPARTMENT OF HUMAN SERVICES, AUSTIN, TX 
• Director of Integrated Care Programs, 1997 – 2003 
• Section Director, Utilization & Assessment Review, 1988 – 1996 
• Project Director, Economic Analysis Division, 1985 – 1988 
• Research Specialist, Policy & Program Division, 1983 – 1985 


MANAGEMENT CONSULTANT, FEDERAL RESERVE BANK OF CHICAGO, CHICAGO, IL, 1983 
• Area Project Manager, H.R. Research Center, Amherst, MA, 1982 – 1983 
• Research Analyst, Massachusetts General Hospital, Boston, MA, 1979 – 1981 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


• MBA, University of Massachusetts, Amherst, MA,  
• BA, Psychology, University of Massachusetts, Amherst, MA 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   


Name: Gary Jessee 
Title: Deputy Executive Commissioner and Medicaid Director 
Org: Texas Health and Human Services commission 
Tel: 512- 462-6295 
Cell: 512-422-8508 
Email: Gary.jessee@hhsc.state.tx.us 
 
Name: Billy Millwee 
Title: President, Former Deputy Commission HHSC 
Org: Billy Millwee Consulting 
Tel: 512-398-4018 
Fax: n/a 
Email: billy@millweeconsulting.com 
 
Name: Mike Tudeen 
Title: CEO 
Org: PopHealthCare 
Tel: 615-804-9687 
Fax: n/a 
Email: Mike.tudeen@pophealthcare.com 
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Company Name Submitting Proposal: Sellers Dorsey & Associates, LLC 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Arianne Sellers, MHA Key Personnel: 
(Yes/No) 


No 


Individual’s Title: Project Manager 


# of Years in Classification: 1 # of Years with Firm: 1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Arianne Sellers provides project management expertise on client engagements at Sellers Dorsey, utilizing her 
communication, management, and analytical skills, as well as her experience in advocacy and research to address the 
dynamic needs of an array of entities served by our firm. Having previously worked in business administration and 
lobbying, in addition to being a legislative assistant on the state and federal levels, Ms. Sellers has extensive 
experience in political and policy development and presentation, and managing relations between government and 
both nonprofit and for-profit organizations. Her recent professional experience includes Policy Manager at Convenient 
Care Association and National Nursing Centers Consortium, and Operations Manager at Innovations HomeCare, Inc. 
Ms. Sellers earned a Master’s of Public Administration from the University of Pennsylvania and graduated from 
Washington College as a Bachelor of Political Science, Cum Laude. 


Most recently, Arianne has participated as a team member of these ULP engagements: 


• Arizona Managed Care Physician UPL Program (in progress) 
• Iowa Managed Care Physician UPL Program (in progress) 


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 


SELLERS DORSEY, PHILADELPHIA, PA 
• Consultant, 2015 – present 


As a consultant and project manager at Sellers Dorsey, Arianne Sellers manages client implementations and 
operational delivery for the team in the areas of Medicaid financing and revenue maximization, Medicaid managed 
care, business development, provider policy and reimbursement. An accomplished policy researcher and analyst, she 
brings with her a unique perspective having worked in various healthcare associations and government organizations. 
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Arianne has extensive experience in state and federal policy with a focus on policy development and government 
relations. 


CONVENIENT CARE ASSOCIATION & NATIONAL NURSING CENTERS CONSORTIUM 
• Policy Manager, Jan – Jul 2015 


INNOVATIONS HOMECARE, INC., WEST CONSHOHOCKEN, PA 
• Operations Manager, Jan 2013 – Jan 2015 


PLANNED PARENTHOOD SOUTHEASTERN PA / PLANNED PARENTHOOD PENNSYLVANIA ADVOCATES & PAC, PHILADELPHIA, PA 2012 – 
2013 


• Grassroots Organizer; Interim Assistant to CEO 
• Southeast PA Campaign Coordinator 


S.R. WOJDAK & ASSOCIATES, LLC, PHILADELPHIA, PA- LOBBYING INTERN, 2012 


LEADERS FOR NEWTOWN BORO CAMPAIGN, NEWTOWN, PA- CAMPAIGN MANAGER, 2011 


PA STATE REP. SANTARSIERO, 31ST LEGISLATIVE DISTRICT OFFICE, NEWTOWN, PA- LEGISLATIVE ASSISTANT, 2009 – 2011 


POLITICAL CAMPAIGN CONSULTING, VARIOUS CLIENTS, 2007 -- 2011 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
• Univ. of Pennsylvania, Fels Institute of Government, Phila, PA- Master of Public Administration; Cert. in 


Politics, 2014 
• Washington College, Chestertown, MD- BA Political Science, Cum Laude, 2008 
• The Washington Center For Internships and Academic Seminars, Washington, DC, 2007 
• Insert here the requested educational information. 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   


Name: Catherine V. Warshaw, MA, GCM 
Title: Director 
Org: TruCare Home Care Services/Sarah Care Adult Day 
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Tel: 610-878-2273 
Fax: 484-568-0093 
Email: cathy@trucarehomecare.com 
 
Name: Tine Hansen-Turton, MGA, JD, FAAN, FCPP 
Title: Chief Executive Officer, NNCC; Chief Operating Officer 
Org: Public Health Management Corporation 
Tel: 215-731-7140 
Fax: 215-731-2400 
Email: tine@nncc.us 
 
Name: Dayle Steinberg 
Title: Chief Executive Officer 
Org: Planned Parenthood Southeastern PA 
Tel: 215-351-5538 
Fax: 215-351-5547  
Email: dayle.steinberg@ppsp.org 


  



mailto:dayle.steinberg@ppsp.org
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Company Name Submitting Proposal: Sellers Dorsey & Associates, LLC 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Kevin (Kip) Piper Key Personnel: 
(Yes/No) 


No 


Individual’s Title: Senior Consultant 


# of Years in Classification: 10 # of Years with Firm: 10 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Kip Piper offers 28 years of experience as a recognized top authority on Medicaid, Medicare and health care finance. 
Across Medicaid, Medicare, and health reform, Kip advises clients on policy, finance, operations, and business 
strategy.  This includes coverage, reimbursement, payment reform, care delivery reform, managed care, business 
development, public relations, waivers and demonstrations, due diligence, and federal and state legislation, 
regulations, budgets, and procurements. He served for 6 years as Wisconsin’s Medicaid Director and most recently 
worked as a Senior Advisor to the Administrator at the CMS on implementation of the Medicare Part D prescription 
drug benefit.  


His range of experience includes the following: 


• Negotiations with CMS; lobbying and conferring with elected officials 
• Medicaid reform, including waiver development, managed care programs and the Patient Protection and 


Affordable Care Act 
• Federal revenue maximization assessments 
• Pay-for-performance 
• Quality improvement 
• Transparency 
• Pharmacy cost containment, including Medicare Part D 
• Medicare reform strategic planning and implementation 
• System analysis, design, development and implementation 
• Program impact analysis 
• Project management 


 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during the 
term of the contract/project and details of contract/project. 
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SENIOR CONSULTANT, SELLERS DORSEY, WASHINGTON, DC, 2006 – PRESENT 


Project: BadgerCare Reform Waiver 
Role: Policy Guidance and Financial Modeling  
Mr. Piper assisted the State of Wisconsin in the development of an 1115 demonstration project waiver (BadgerCare 
Reform) allowing Wisconsin to expand Medicaid coverage to childless adults and caretakers of older children, with full 
Medicaid benefits and no premiums.  The project resulted in federal approval of a unique, five-year 1115 
demonstration that achieved the Medicaid reform and budget expectations of the Governor, State Legislature and 
State Medicaid agency.  Mr. Piper drafted the waiver application, advised the State throughout CMS negotiations, 
and developed a creative budget neutrality model and help to negotiate favorable terms and conditions, ultimately 
providing $1 billion in new federal funds for the State. 
 
Project: Strategic Guidance and Technical Assistance for Major Health Plan 
Role: Subject Matter Expert 
For a fast growing, innovative health plan in multiple states, Mr. Piper has provided an extensive range of strategic 
advice, technical assistance, policy and market analysis, and briefings on Medicaid managed care, Medicare 
Advantage, Medicare-Medicaid alignment for dual eligibles, health insurance exchanges, state procurements and 
proposals, provider reimbursement, outreach and enrollment, special populations, Affordable Care Act (ACA) impact 
and implementation, CMS regulations and guidance, and state regulatory issues in multiple states. 
 
Project: Policy Guidance for Major Hospital Organization 
Role: Subject Matter Expert 
For a large hospital organization with facilities in numerous states, Mr. Piper advises senior leadership on Medicare, 
Medicaid, and Affordable Care Act issues, providing strategic counsel, technical assistance, and analysis.   
 
Project: Strategic Guidance and Technical Assistance for National Pharmaceutical and Technology Solutions Provider  
Role: Subject Matter Expert 
Mr. Piper is an ongoing resource for this national pharmaceutical and technology-related solutions provider, assisting 
with proposal review, Medicaid strategy development, federal and state regulation monitoring, business intelligence, 
and market research. 
 
Project: Policy Guidance for Large University Health System 
Role: Subject Matter Expert 
For one of the nation’s largest university health system, Mr. Piper advises on Medicaid financing and federal and state 
policy, including payment reforms to improve access. 
 
Project: Policy Guidance for Non-Profit Health System 
Role: Subject Matter Expert 
Mr. Piper advises a major non-profit health system, with multiple safety net hospitals and clinics, on Medicare and 
Medicaid policy, communications, and advocacy. 
 
Project: Policy Guidance for Health Information Services Firms 
Role: Subject Matter Expert 
For leading health information services firms, Mr. Piper advises on federal and state issues in Medicaid, Medicare, and 
the Affordable Care Act, including briefings on payment reform and long-term services and supports.   
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PRESIDENT, HEALTH RESULTS GROUP, LLC, WASHINGTON, DC, 2003 - PRESENT 


SENIOR ADVISOR TO THE ADMINISTRATOR, CENTERS FOR MEDICARE AND MEDICAID SERVICES, WASHINGTON, DC, 2004 - 2005 


VICE PRESIDENT, ACADEMYHEALTH, WASHINGTON, DC, 1998 - 2003 


VICE PRESIDENT, MAXIMUS, INC, MCLEAN, VA, 1997 - 1998 


GENERAL MANAGER, MEDICAID BUSINESSES, WELLPOINT HEALTH NETWORKS, INC, THOUSAND OAKS, CA, 1997 


STATE OF WISCONSIN, DEPARTMENT OF HEALTH SERVICES, MADISON, WI 
• State Health Administrator/State Health Officer, 1996 - 1997 
• Medicaid Director/Director of Health Care Financing, Division of Health Care Financing, 1990 - 1996 


SENIOR HEALTH FINANCING EXAMINER, OFFICE OF MANAGEMENT AND BUDGET, WHITE HOUSE, WASHINGTON, DC, 1988 - 1990 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
• MA, Public Policy and Administration, University of Wisconsin, Madison, MI 
• BA, Public Administration, University of Wisconsin, Eau Claire, WI 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   


 
Name: Anne Woodbury 
Title: Principal and Co-Founder 
Org: CURA Strategies 
Tel: 202-285-3092 
Fax: n/a 
Email: anne.woodbury@curastrategies.com 
 
Name: Curtis Cunningham 
Title: Deputy Administrator 
Org: Division of Long Term Care, Wisconsin Department of Health Services 
Tel: 608-266-0036 
Fax: 608-266-2713 
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Email: Curtis.Cunningham@dhs.wisconsin.gov 
 
Name: Mike Uchrin 
Title: Chief Executive Officer 
Org: Health Choice Management Company 
Tel: 480-968-6866 
Fax: 480-760-4879 
Email: muchrin@iasishealthcare.com 
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Company Name Submitting Proposal: Sellers Dorsey & Associates, LLC 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Jeff Harris, MPA Key Personnel: 
(Yes/No) 


No 


Individual’s Title: Senior Consultant 


# of Years in Classification: 18 # of Years with Firm: 5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Jeff Harris offers more than 25 years of experience in federal and state health policy matters, especially the 
interaction between institutional providers and both the Medicaid program and public policies affecting people 
lacking health insurance. 


Specializing in knowing what is both technically and politically feasible, Mr. Harris has worked with hospitals and 
physicians to increase or redirect reimbursement from states’ Medicaid programs.  


His range of project experience includes: 


• Hospital and physician reimbursement 
• Supplemental payment programs both through fee-for-service and managed care 
• Intergovernmental transfer transactions 
• Upper payment limit calculations 
• Provider assessment and payment modeling 
• Reimbursement distribution modeling 
• Certified public expenditure programs 
• State plan amendments and regulations 
• Insert required information here. 
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RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 


SENIOR CONSULTANT, SELLERS DORSEY, WASHINGTON, DC, 2011 – PRESENT 


Project: Physician UPL Programs  
Role: Technical and Policy Subject Matter Expert 
Jeff is providing technical and policy guidance for several physician UPL Programs which are currently in progress 
including, Ohio State University Physician, University of Toledo, University of Cincinnati, MetroHealth, State of New 
Jersey, Indiana University Health, and Eastern Virginia Medical School. While with Spivey/Harris Health Policy Group, 
Jeff provided similar physician UPL services for Florida State Medical Schools and Georgia State Medical Schools and 
Public Hospitals.  
 
Project: Independent Clinic UPL Demonstration  
Role: Technical and Policy Subject Matter Expert 
Based on his experience with physician UPL programs, Jeff provided the Commonwealth of Pennsylvania with policy 
and technical expertise in their Independent Clinic UPL calculations which were developed from recently released 
guidelines.  
 
Project: BadgerCare Reform Waiver 
Role: Financial Modeling  
Mr. Harris assisted the State of Wisconsin in the development of an 1115 demonstration project waiver (BadgerCare 
Reform) allowing Wisconsin to expand Medicaid coverage to childless adults and caretakers of older children, with full 
Medicaid benefits and no premiums. The project resulted in federal approval of a unique, five-year 1115 
demonstration that achieved the Medicaid reform and budget expectations of the governor, state legislature and 
state Medicaid agency. Mr. Harris assisted in the development of a creative budget neutrality model, ultimately 
providing $1 billion in new federal funds for the state. 


PRINCIPAL, SPIVEY/HARRIS HEALTH POLICY GROUP, WASHINGTON, DC, 1998 - 2011 


SENIOR POLICY ANALYST, NATIONAL GOVERNORS’ ASSOCIATION, WASHINGTON, DC, 1995 - 1998 


HEALTH ANALYST, PROSPECTIVE PAYMENT ASSESSMENT COMMISSION, WASHINGTON, DC, 1993 - 1994 


SENIOR RESEARCH ANALYST, AMERICAN PUBLIC WELFARE ASSOCIATION, STATE MEDICAID DIRECTORS’ ASSOCIATION, WASHINGTON, DC, 
1990-1993 


MANAGEMENT ANALYST, BUREAU OF MANAGEMENT SERVICES, INCOME MAINTENANCE ADMINISTRATION, DISTRICT OF COLUMBIA, 
WASHINGTON, DC, 1987 - 1990 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
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• MPA, Public Administration, The George Washington University, Washington, DC, 1987 
• BA, Political Science, University of Pennsylvania, Philadelphia, PA, 1984 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   
 


Name: Jennifer Carlson 
Title: Associate VP for External Relations & Advocacy 
Org: OSU Wexner Medical Center 
Tel: 614-293-0346 
Fax: n/a 
Email: jennifer.carlson@osumc.edu 
 
Name: Chris Czvornyek 
Title: Manager NJ FamilyCare, Office of Fiscal Compliance and Delivery System Reform 
Org: New Jersey Medicaid 
Tel: 609-588-2873 
Fax: n/a 
Email: Chris.Czvornyek@dhs.state.nj.us 
 
Name: Tory Callaghan Castor 
Title: VP, Government Affairs 
Org: Indiana University Health 
Tel: 317-962-9779 
Fax: n/a 
Email: tcastor@iuhealth.org 
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Company Name Submitting Proposal: Sellers Dorsey & Associates, LLC 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Frank Siano Key Personnel: 
(Yes/No) 


No 


Individual’s Title: Senior Advisor 


# of Years in Classification: 2 # of Years with Firm: 2 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Frank Siano, a senior advisor to the Sellers Dorsey team, is an experienced Medicaid health plan executive.  Frank 
advises Medicaid health plans on business development and operations.  His wealth of experience includes head of 
Medicaid business development for Aetna and Coventry Health Care (where he oversaw $2.6 billion in new business); 
vice president for government relations, regulatory, and community development for an 180,000 member Medicaid 
plan; and CEO of an innovation disease management company. He is also the immediate past-chair of the Medicaid 
Health Plans of America, the nation’s leading trade association for Medicaid health plans. 


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 


SELLERS DORSEY, PHILADELPHIA, PENNSYLVANIA     2014 – PRESENT 
SENIOR ADVISOR 


EMD CONSULTING, SAINT LOUIS, MISSOURI            2015 –PRESENT 
PARTNER 


Consulting firm focusing on assisting nonprofit, health care, behavioral health and social service agencies expand 
capacity through the development and implementation of strategic plans, public relations and communication 
campaigns, fund development, executive recruiting and capital campaigns to improve organizational outcomes. 


ACANTHUS, LLC., SAINT LOUIS, MISSOURI                              2014 –PRESENT 
PRINCIPAL/FOUNDER 


Consulting firm focusing on organizational strategy, business development, government relations, network 
development, process improvement, organizational effectiveness and leadership development for managed care 
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organizations, businesses, social services and home and community-based organizations who conduct business in the 
Medicaid for Managed Care Organizations and State Agencies.  


Key Accomplishments: 


 


• Developed a consulting practice that includes seven regional and national clients. 
• Created and implemented strategies for businesses, health plans and non-profit organizations to improve 


their Medicaid market share in their respective states. 
• Advised a national dental company on their strategy to enter the government programs product line. 
• Secured the largest contract in client’s history (in excess of $40M). 
• Serve as a subcontractor to two national consulting groups. 
• Serve as an advisor to AHIP and MHPA. 


AETNA, INC., HARTFORD, CT / COVENTRY HEALTHCARE, INC., BETHESDA, MD         2009 – 2014 
VICE PRESIDENT OF CORPORATE MEDICAID BUSINESS DEVELOPMENT  


Responsible for business development in new states and existing health plan expansions. Acquired by Coventry 
HealthCare in May of 2013. National managed care company with five million members across all 50 states, with 
revenues of $12.2B. 


Recruited by the new Coventry Corporate Medicaid Division to develop and initiate growth strategies and business 
plans for its Medicaid markets, oversee government relations and market research, contracting and community 
outreach. Business lead to identify, cultivate and evaluate new business growth opportunities for the Medicaid 
Division. Represented Coventry in professional organizations, industry groups and state agencies.  


Key Accomplishments: 


• Championed and developed the adoption of the Medicaid business development cycle and new business 
strategy resulting in $2.6B in new revenues with nearly 700,000 new members. 


• Built the first RFP Team and supervised comprehensive Medicaid market research. 
• Established primary contacts with key stakeholders, state regulators and legislators, and community 


influencers. 
• Coordinated all outreach strategies for organic growth in existing plans and supervised national Medicaid 


contracting staff. 
• Achieved 198% of plan contribution in FY 2014 


APS HEALTHCARE, INC., WHITE PLAINS, NEW YORK       2008 – 2009 


A national disease management/health and wellness company with 500K members in 13 states, and revenues of 
$125M. 


Executive Director/CEO of Missouri 


Key Accomplishments: 


• Reengineered overall operation and mission in support of national corporate strategy. 
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• Recruited a new management team and expanded call center operations from one location in Jefferson City to 
an addition Center in St. Louis. 


• Increased membership from 85K to 300K and company revenue from $18M to $38M in 18 months. 
• Increased provider participation from 250 to more than 1,500. 
• Received the DMAA 2009 Population Health and Improvement Leadership Award for outstanding government 


program for the APS Coordinated Chronic Care Improvement Program for Missouri MoHealthNet (Missouri 
State Medicaid Division). 


COVENTRY HEALTHCARE, INC., BETHESDA, MARYLAND 2004 – 2008 
HEALTHCARE USA, SAINT LOUIS, MISSOURI 


Largest Missouri statewide Medicaid managed care company with 180K members and revenues of $500M. 


Vice President Government Affairs, Regulatory Relation and Community Development 


Key Accomplishments: 


• Developed and initiated the health plan’s first government relations initiatives and strategies as well as 
creating a network of nonprofit organizations to support health plan initiatives and member wellness 
programs. 


• Redesigned RFP process and received the first 100 percent score in a Missouri statewide bid. 
• Supervised the development and implementation of a new marketing and branding campaign that enrolled 


40K additional members, leading to a 53% statewide market share amongst the eight Medicaid MCOs in the 
state. 


• Lobbied Legislators and Medicaid agency to receive the two largest rate increases in six years. 


AREA RESOURCES FOR COMMUNITY AND HUMAN SERVICES, SAINT LOUIS, MISSOURI 2002 – 2004 


Publicly and privately funded partnership dedicated to improving the lives of children, families and individuals in the 
St. Louis Metropolitan area. 


Chief Executive Officer 


Key Accomplishments: 


• Developed and reengineered a new vision focused on education, health, youth, early childhood education, and 
community workforce development for at risk youth and families. 


• Established Leveraged Resources Management, Inc., a for-profit subsidiary that provided accounting services 
to other nonprofits and small businesses with revenues supporting 30 percent of parent organization’s fixed 
costs. 


• Led team that coordinated and organized community grants and state funding in excess of $80M. 


ACANTHUS, INC., SAINT LOUIS, MISSOURI 2000 – 2002 


A start-up company with a business strategy to provide outsourced physician staffing for hospital emergency 
departments, clinics, and other healthcare facilities. 


Owner and Chief Executive Officer 
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Key Accomplishments: 


• Developed and implemented a business plan that was presented to nine venture capital groups. Business plan 
focused on acquiring five physician-owned companies and unifying them into a single corporate structure. 


• Negotiated three letters of intent from seven targeted physician-owned companies. 
• Assisted first provider-owned business to generate $1.6M in EBITA for its 2001 FY, improving revenue growth 


by 40 percent. 


HEALTHLINE MANAGEMENT, INC., SAINT LOUIS MISSOURI 1985 – 2000 


For-profit, wholly-owned subsidiary of Saint Louis University, providing physician staffing to hospitals and clinics, 
managing physician practices, and administering physician billing services within a 250-mile radius of St. Louis.   


Chief Executive Officer 


Key Accomplishments: 


• Founded the for-profit subsidiary and managed its operations for 15 years. 
• Grew Business to $20M in revenue. 
• Managed 15 physician practices, staffed 45 hospital Emergency Medicine Departments, and provided billing 


services to eight physician practices. 
• Increased referrals to Saint Louis University Medical Center by 14 percent. 
• Created first practice management training program in the School of Medicine’s Graduate Medical Education 


program. 
• Served as the Emergency Department Administrator for Saint Louis University Hospital 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
• Master of Science in Education, Southern Illinois University at Edwardsville 


Concentration in human services and organizational behavior and development 
• Bachelor of Arts in Political Science, University of South Carolina 


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   


Name: Erhardt Preitauer 
Title: Senior VP Government Programs 
Org: Horizon Blue Cross Blue Shield of New Jersey 
Tel: 773-575-2636 
Fax: n/a 
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Email: erhardt_preitauer@horizonblue.com 
 
Name: Matthew D. Eyles 
Title: Executive Vice President, Policy & Regulatory Affairs 
Org: America’s Health Insurance Plans (AHIP) 
Tel: 202-861-6372 
Fax: 202-331-7487 
Email: MEyles@ahip.org 
 
Name: Jeff Myers,  
Title: CEO 
Org: Medicaid Health Plans of America (MHPA) 
Tel: 202-857 5720 
Fax: 202-857-5731 
Email: jmyers@mhpa.org 
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Company Name Submitting Proposal: Sellers Dorsey & Associates, LLC 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Marc Gold Key Personnel: 
(Yes/No) 


No 


Individual’s Title: Senior Consultant 


# of Years in Classification: 2 # of Years with Firm: 2 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Marc Gold has 30 years of experience in long-term services and supports policy management, legislative and federal 
analysis, and project management. Mr. Gold spent 29 years in high-level positions with the Texas Medicaid long-term 
services and supports agency. There he was responsible for all long-term services and supports policy including both 
institutional and community-based services and supports funded by Medicaid and other revenue streams in fee-for-
service and managed care. During the last nine years with Texas, he was on the executive staff of the Department of 
Aging and Disability Services where he oversaw the States’ Olmstead activities including the development of the 
Money Follows the Person (MFP) program and the Balancing Incentive Program (BIP). Both MFP and BIP provided 
funding to expand the Aging and Disability Resource Center (ADRC) system from three locations to statewide coverage 
and the development of the “No Wrong Door”. 


The full scope of his experience also includes: 


• Home and community based policies and programs 
• Streamlining operational administration 
• Integrating housing initiatives with health and human services programs  
• Alzheimer’s programs 
• Nursing facility reform 


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 


SENIOR CONSULTANT, SELLERS DORSEY, AUSTIN, TX, APRIL 2014 – PRESENT 


Project: Gap Analysis and Proposal Development for Texas Based Community Health Plan 
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Role: Subject Matter Expert 
Marc provided expertise and local program knowledge to assist a Texas based community health plan prepare to 
serve long-term services and supports to children receiving SSI. The team performed a comprehensive gap analysis 
and drafted the RFP response to the State. 
 


SPECIAL ADVISOR FOR POLICY AND PROMOTING INDEPENDENCE, TEXAS HEALTH DEPARTMENT OF AGING AND DISABILITY SERVICES, 
AUSTIN, TX, 2005 - 2014 


DIRECTOR, MEDICAID LONG TERM CARE POLICY, TEXAS HEALTH AND HUMAN SERVICES COMMISSION, AUSTIN, TX, 2004 – 2005 


TEXAS DEPARTMENT OF HUMAN SERVICES 
• Director, Long Term Services and Support Policy Division, 1992 – 2003 
• Senior Program Specialist, 1989 – 1992 


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
• MA, Columbia University, New York, NY, 1980 
• MA, Emory University, Atlanta, GA, 1975 
• MA, University of Miami, Miami, FL, 1972 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   


 
Name: Diane Justice        
Title: Senior Program Director 
Org: National Academy of State Health Policy 
Tel: 202.903.0101 
Fax: 202.903.2790 
Email: djustice@nashp.org 
 
Name: Alison Andersen  
Title: Associate 
Org: Arent Fox, LLP, working for the AARP Policy Foundation 
Tel: 202.857.6191 
Fax: 202.857.6395 
Email: Alison.andersen@arentfox.com 
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Name: Bob Kafka 
Title: Director 
Org: ADAPT of TX and on national board of ADAPT, Inc. 
Tel: 512.442.0252 
Fax: n/a 
Email: bob.adapt@sbcglobal.net 
 
Name: Dennis Borel 
Title: Executive Director 
Org: Coalition of Texans with Disabilities 
Tel: 512.478.3366 
Fax: 512.478.3370 
Email: dborel@txdisabiliities.org 
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Company Name Submitting Proposal: Sellers Dorsey 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Ann Rasenberger Key Personnel: 
(Yes/No) 


No 


Individual’s Title: Affiliate 


# of Years in Classification: 1 # of Years with Firm: 1 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


Ann Rasenberger, JD, Affiliate, Sellers Dorsey, has over 25 years of experience in Medicaid, long-term services and 
supports (LTSS), the dually eligible, and managed care as a consultant, an Assistant Attorney General representing the 
Maryland Medicaid program, a provider of Medicaid-funded senior care services, and a long-term care trade 
association executive. As a consultant to CMS, Ms. Rasenberger served as a subject matter expert on LTSS and 
Medicaid managed care in connection with CMS’ Financial Alignment Demonstration for dually eligible beneficiaries. 
On other engagements for CMS, she assessed the compliance of states with external quality review requirements, and 
provided technical support on the implementation of the new federal Medicaid regulations for HCBS settings. For 
MACPAC, she was involved in conducting a study that examined state Medicaid managed care monitoring and 
oversight practices. For the District of Columbia’s Medicaid agency, she drafted MCO contract modifications, 
conducted readiness reviews of MCOs, and conducted an in-depth survey of seven states’ HCBS waivers for elderly and 
physically disabled individuals to identify best practices for waiver management and quality improvement. As a 
provider of Medicaid-funded LTSS services (nursing facility, assisted living, and medical day care) for a large non-
profit, she was a member of Maryland’s stakeholder committee advising the Governor on Maryland’s proposed MLTSS 
program and participated in drafting the legislation for the program (which was never implemented). Ms. 
Rasenberger has been a member of Maryland’s Medicaid Advisory Committee since 2004.  


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 


INDEPENDENT CONSULTANT, COLUMBIA, MD                                                     2006 – PRESENT 


Provide regulatory and strategic guidance and subject matter expertise to clients concerning Medicaid, Medicaid 
managed care, long-term services and supports (including nursing facilities, home and community-based services 
(HCBS) waivers, managed LTSS), dual eligible programs, behavioral health, and patient privacy. Current and past 
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clients include Sellers Dorsey, NORC at the University of Chicago (NORC), Johns Hopkins Healthcare, the Association for 
Community Affiliated Plans (ACAP), a Medicare Advantage Plan (Bravo Health), CRISP (the state-designated health 
information exchange for Maryland), George Washington University’s Department of Health Policy, Med Chi 
(Maryland's state medical society), and several long-term care providers, behavioral health care providers, and 
consulting firms. Key projects for clients have included: 


• As a consultant to NORC from May 2012 to the present:  


o For the CMS demonstration for the dually eligible, assisting NORC, CMS, and participating states in 
developing joint CMS-state readiness review standards and tools and conducting readiness reviews of 
health plans;  


o For CMS, providing technical support on the implementation of the new federal Medicaid regulations for 
HCBS settings, including the development of tools to assess state compliance and webinars to educate 
states;  


o For MACPAC, providing subject matter expertise and contributing to the preparation of reports on federal 
and state Medicaid managed care oversight, monitoring, and enforcement activities and opportunities for 
improvement; 


o For CMS, analyzing the compliance of state external quality reviews (EQR) of Medicaid MCOs with federal 
regulations and developing EQR deeming guidance; 


o For a trade association representing safety net health plans (ACAP), preparing a briefing paper on the 
impact of federal patient confidentiality rules on physical and behavioral health care integration for 
Medicaid managed care organization members with substance use disorders; 


• For the state-designated HIE in Maryland, providing guidance on patient privacy protocols and a pilot 
involving the disclosure of behavioral health information through the HIE;  


• Advising a healthcare system on existing and proposed models for coordinating the care of dually eligible 
beneficiaries;  


• For a Medicare Advantage Plan/SNP (Bravo Health) expanding into Medicaid, overseeing the preparation of a 
Maryland Medicaid MCO application; and 


• As a consultant to George Washington University's Department of Health Policy (GW) from 2007-2010 under 
GW's contract with the District of Columbia’s Medicaid agency: 


o Conducting readiness reviews of the District of Columbia’s Medicaid MCOs;  
o Drafting contract modifications to conform the MCO contract to 42 CFR Part 438; 
o Preparing an evaluation of the District of Columbia’s HCBS waiver for the elderly and individuals with 


physical disabilities;  
o Leading a state survey of HCBS waivers for the elderly and physically disabled to identify best practices for 


waiver management and quality improvement; and 
o Providing guidance and developing regulatory documents concerning the District's HCBS waiver for the 


elderly and physically disabled, Money Follows the Person program, and personal care program.  
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ASSOCIATED CATHOLIC CHARITIES, BALTIMORE, MD,SENIORLIFE SERVICES DIVISION 
DIRECTOR         2001 - 2005 


Directed the division of Catholic Charities that provides an array of health care, housing, and community-based 
programs for seniors, including a skilled nursing facility, an assisted living facility, two adult day care programs, 200 
HUD-subsidized apartment units, two senior centers, a telephone information and referral service, and a family 
caregiver support program. Gained unique perspective on how elderly individuals progress through the continuum of 
health and residential care, and how to integrate public funding sources (Medicaid, Medicare, state, and local) to 
finance the care of low-income seniors as their needs increase.  


HEALTH FACILITIES ASSOCIATION OF MARYLAND, Columbia, MD 
Vice President for Regulatory Affairs  1999 - 2001 


Represented this leading Maryland trade association of proprietary nursing homes and assisted living facilities before 
regulatory agencies and legislative bodies. Negotiated amendments to proposed nursing home quality assurance 
legislation and assisted living regulations with state officials. Advocated trade association’s position before state 
legislators. Developed educational programs and provided technical assistance to nursing homes and assisted living 
facilities on new state and federal laws and regulations and quality improvement issues.  


ENQUIST, PELRINE & POWELL, Washington, DC 
Senior Consultant  1998 


Provided Medicaid consulting services to state agencies (NJ, AZ, LA, and ME) and health plans in the areas of Medicaid 
managed care, program design, policy evaluation, and reimbursement systems. Advised the State of New Jersey on 
options for designing a Medicaid managed care delivery system for aged, blind, and disabled beneficiaries that would 
maximize opportunities for efficiencies and care coordination and blend Medicaid and Medicare funding streams.  


OFFICE OF THE ATTORNEY GENERAL OF MARYLAND, Baltimore, MD 
DEPARTMENT OF HEALTH AND MENTAL HYGIENE (MEDICAID) 


• Assistant Attorney General   1985 - 1997 


• Provided legal and policy advice, legal representation, and legislative support to state officials on issues 
relating to the Maryland Medicaid program.  


o Drafted complex legislation authorizing the mandatory enrollment of over 300,000 Medicaid beneficiaries 
into managed care organizations and advocated for this bill before the Maryland legislature.  


o Led the team that developed the policies and drafted the regulations for Maryland’s new Medicaid 
managed care program, HealthChoice.  


o Analyzed State health care programs for feasibility, effectiveness, and compliance with applicable 
regulations.  


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
• Georgetown University Law Center, Washington, DC, J.D. 1979  
• Smith College, Northampton, Massachusetts, A.B. 1975, Government, cum laude, 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   
 


Name: Michelle Strollo 
Title: Associate Director, Health Care, NORC 
Org: University of Chicago 
Tel: 301-634-9537 
Fax: n/a 
Email: strollo-michelle@norc.org 
 
Name: Mark Puente 
Title: President and CEO 
Org: University of Maryland Medical Systems Health Plans 
Tel: 410-218-5543 
Fax: n/a 
Email: mpuente@ummshealthplans.com 
 
Name: Joel Menges 
Title: CEO 
Org: The Menges Group 
Tel: 571-312-2360 
Fax: 571-3112-2331 
Email: Jmenges@TheMengesGroup.com 
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Proposed Staff Resumes for Leavitt Partners 


 


Company Name Submitting Proposal: Sellers Dorsey (Subcontractor: Leavitt Partners, LLC) 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Robin Arnold-Williams, DSW Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Principal 


# of Years in Classification: 2.25 # of Years with Firm:  2.25 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


LEAVITT PARTNERS, LLC 


Principal (Nov 2013 – Present) 
Principal in the Salt Lake City Office. Responsible for firm’s Western Region and directs firm’s Medicaid Practice. 
 


R A WILLIAMS CONSULTING, INC. 


President (Jun 2010 – Dec 2014) 
Provided consultation services to public and private entities on topics pertaining to human services and health policy, 
organizational and practice issues; preparation of technical reports and issue briefs; advice and assistance with the 
development of strategic plans and avenues to leverage national or state public policies. 
 


STATE OF WASHINGTON  


Secretary, Department of Social and Health Services (Mar 2005 – Dec 2008) and (Jan 2012 – Jan 2013) 
Led the largest department in Washington State government with 19,000 employees and an annual of budget 
exceeding $9 billion. Department includes administration of Medicaid, child welfare, economic services, child support, 
aging and disability services, juvenile rehabilitation, mental health, substance abuse, and all related administrative 
support functions including human resources, finance, technology, and regulatory functions. 
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STATE OF WASHINGTON 


Office of Governor Chris Gregoire  
Director, Executive Policy Office (Jan 2009 – Apr 2010) 
As a member of Senior Staff, led a wide range of activities to implement Governor’s priorities including working 
closely with stakeholders, constituents, and state agencies to develop specific policy initiatives and secure necessary 
legislative and administrative actions and representation of Governors’ priorities at the state, regional, national, and 
international levels. 
 


STATE OF UTAH, DEPARTMENT OF HUMAN SERVICES 


Executive Director (Oct 1997 – Dec 2004) 
Department Director (May 1996 – Oct 1997) 
Deputy Director (Oct 1993 – May 1996) 
Lead largest department in Utah State government. Department employed 5,200 employees and had an annual of 
budget of $580 million. Department included Divisions of Child and Family Services, Juvenile Justice Services, 
Substance Abuse and Mental Health, Aging and Adult Services, Services for People with Disabilities, Recovery Services, 
and all related administrative support functions including human resources, finance, technology, and regulatory 
functions. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
 


2005 – 2013. STATE OF WASHINGTON (OLYMPIA, WASHINGTON). SECRETARY OF SOCIAL & HEALTH SERVICES (DSHS) AND EXECUTIVE 
POLICY DIRECTOR FOR WASHINGTON STATE. 


• Provided leadership and decision making in setting Medicaid and related health care policy including 
expansion of coverage, rebalancing of long term services and supports, and expansion of managed care and 
integrated delivery system models. 


• Served as co-executive sponsor of design effort leading to securing a memorandum of agreement with CMS 
for a Medicare-Medicaid financial alignment demonstration and chair of Health Reform Sub-Cabinet. 


• Led consultation efforts with Tribal leaders including monthly meetings of the Indian Policy Advisory 
Committee comprised of leadership from all of Washington State’s 29 recognized Tribes. 


• Major accomplishments included development of consultation and communication protocol signed by 
leadership of all Tribes, securing federal approval authorizing direct eligibility determination for TANF and 
SNAP and approval of the first direct Title IV-E tribal agreement in country. 


 







Medicaid Strategic  
Planning Services 
Sellers Dorsey Proposal to  
Nevada DHCFP 
Page 129 of 140 


 


PART I A – TECHNICAL PROPOSAL 
Tab VIII – Attachment G – Proposed Staff Resumes 


NOVEMBER 2015 – PRESENT. LEAVITT PARTNERS (SALT LAKE CITY, UT). PRINCIPAL. 


CLIENT:  TEXAS HEALTH & HUMAN SERVICES COMMISSION (HHSC) 
• Reviewed, analyzed, and documented feedback on RFI responses to a proposed pilot to test one or more 


service delivery models involving a managed care strategy to deliver Medicaid long-term services and 
supports to individuals with intellectual and developmental disabilities (IDD).  


• Developing a draft RFP based on the required pilot requirements, including proposed goals and objectives that 
outline the structure of the pilot.  


• Designed, developed, and implemented a process to obtain and evaluate feedback from stakeholders.  
• Scheduled and facilitated stakeholder meetings to gather input on the pilot and transition of services to 


managed care. Provided HHSC with the documented feedback received from the stakeholder meetings.  
• Developing the readiness review criteria, timeline, and work plan(s) for the pilot.  


 


JUNE 2015 – OCT 2015. LEAVITT PARTNERS (SALT LAKE CITY, UT). PRINCIPAL. 


CLIENT:  TEXAS HEALTH & HUMAN SERVICES COMMISSION (HHSC) 
• Provided education to the strategic planning committee and Aging and Disability Resource Center (ADRC) 


staff about the implications of the Balancing Incentive Program (BIP) and background on other state 
programs.  


• Facilitated listening forums to gather ideas, thoughts, and opinions about the ADRC strategic plan.   
• Developed and obtained consensus on the ADRCs’ mission, vision, and values statements.  
• Identified and described target populations including challenges some individuals encounter in accessing the 


system.  
• Developed a model for the delivery of services, service descriptions, and coordinating performance measures.  


 


MAR 2014 – DEC 2014. LEAVITT PARTNERS (SALT LAKE CITY, UT). PRINCIPAL. 


CLIENT:  PENNSYLVANIA LONG TERM CARE COMMISSION 
• Helped plan commission meetings; provided education and presented research to workgroups. 
• Researched, compiled, and analyzed data from multiple service delivery programs related to long-term service 


and supports. 
• Worked collaboratively with the Pennsylvania Departments of Aging and Human Services to draft strategic 


recommendations on ways to improve the state’s long term services and support system.  


 


FEB 2013 – JUN 2013. LEAVITT PARTNERS (SALT LAKE CITY, UT). PRINCIPAL. 


CLIENT:  OKLAHOMA HEALTH CARE AUTHORITY 
• Evaluated the state’s Medicaid program and, working with community stakeholders and agency 


administrators, recommended ways to streamline current programs and policies.  
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• Designed a stakeholder engagement process, including a process for Native American tribes. 
• Provided strategic guidance by developing a proposed expanded service delivery model for optimizing access 


and health care quality.  
• Estimated expected population size and costs associated with the expanded service delivery model. 


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
• Doctorate of Social Work, University of Utah, Salt Lake City, UT (1992)  
• Masters of Social Work, University of Utah, Salt Lake City, UT (1980) 
• Graduate Certificate in Gerontology, University of Utah, Salt Lake City, UT (1980) 
• Bachelor of Social Work, Central Michigan University, Mt. Pleasant, MI (1977) 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   
 


Name: Tracy Guerin 
Title: Deputy Director, State of Washington (former Deputy Secretary, Department of Social & Health Services) 
Org: Office of Financial Management  
Tel: 360-902-0555 
Fax: n/a 
Email: tracy.guerin@ofm.wa.gov 
 
Name: Doug Porter 
Title: Principal (former Director of Washington State Health Care Authority and former Medicaid Director) 
Org: Doug Porter Consulting  
Tel: 360-463-1282 
Fax: n/a 
Email: jdp@DougPorterConsulting.com  
 
Name: Governor Chris Gregoire 
Title: Washington State Governor 2005-2013 
Private contact information available upon request 
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Company Name Submitting Proposal: Sellers Dorsey (Subcontractor: Leavitt Partners, LLC) 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Michael Deily Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Principal 


# of Years in Classification: 3.9  # of Years with Firm:  3.9 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


LEAVITT PARTNERS, LLC 


Senior Advisor (March 2012 – Present) 
Provides information, research, written technical reports and consultation related to Medicaid program policies and 
processes. 
 


DEILY FAMILY, LLC 


Owner/Manager (Jun 2012 – Present) 
Provides consultation services to public and private entities on topics pertaining to Medicaid and other health policy 
and processes. 
 


STATE OF UTAH  


Consultant, Department of Health (Dec 2005 – Feb 2012) 
Provided consulting services to the Utah Department of Health Executive Director on issues related to seniors and 
people with disabilities and provided policy and program consultation on major IT system planning and 
implementations, including the state’s Eligibility Management Information System and the Medicaid Management 
Information System.  
 


STATE OF UTAH 


Utah Department of Health  
Director, Division of Health Care Financing (Apr 1995 – Dec 2005) 
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Bureau Director, Bureau of Eligibility Services (1993 – 1995) 
Eligibility Coordinator, Bureau of Coverage and Reimbursement (1988 – 1993)  
As the Bureau Director of Eligibility Services, designed, implemented, and managed an organizational structure 
integrating Medicaid eligibility policy, disability determination, eligibility determination, and maintenance operations 
for medical assistance-only beneficiaries. 
As state Medicaid Director, administered almost all aspects of the Medicaid program, including the state-funded Utah 
Medical Assistance Program, the Children’s Health Insurance Program (CHIP), as well as state administered health and 
dental clinics.  
 


STATE OF UTAH, DEPARTMENT OF HUMAN SERVICES 


Eligibility Specialist (1983 – 1988) 
Various local office positions (1974– 1983) 
Responsible for interpreting, developing, writing, and training eligibility policy related to public entitlement programs. 
 


 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during the 
term of the contract/project and details of contract/project. 


 


APR 1995 – DEC 2005. STATE OF UTAH DIVISION OF HEALTH CARE FINANCING (SALT LAKE CITY, UT). DIRECTOR 
• Provided leadership, decision making and implementation support for Medicaid and state health program 


policy including pre-ACA coverage expansions. 
• Implemented a mandatory risk-based managed care for all Medicaid populations (with the exception of LTSS). 
• Implemented an expansion of a mandatory, risk-based capitated mental health carve out program. 
• Implemented a voluntary capitated LTSS program pilot program designed to provide community options for 


nursing facility residents. 
• Implemented an integrated medical home initiative for individuals dually diagnosed with IDD and mental 


illness. 
• Implemented an early money follows the person program for residents of ICF-IIDs. 
• Implemented several reimbursement policies, including IGT arrangements with governmental agencies and a 


nursing facility provider tax. 
• Oversaw the Tribal consultation process for the Department of Health and Medicaid program, including 


conducting a test case for CMS of the Section 1115 demonstration consultation process where cost sharing 
exemptions for Tribal members were developed.  
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NOVEMBER 2015 – PRESENT. LEAVITT PARTNERS (SALT LAKE CITY, UT). SENIOR ADVISOR. 


CLIENT:  TEXAS HEALTH & HUMAN SERVICES COMMISSION (HHSC) 
• Reviewed, analyzed, and documented feedback on RFI responses to a proposed pilot to test one or more 


service delivery models involving a managed care strategy to deliver Medicaid long-term services and 
supports to individuals with intellectual and developmental disabilities (IDD).  


• Developing a draft RFP based on the required pilot requirements, including proposed goals and objectives that 
outline the structure of the pilot.  


• Designed, developed, and implemented a process to obtain and evaluate feedback from stakeholders.  
• Scheduled and facilitated stakeholder meetings to gather input on the pilot and transition of services to 


managed care. Provided HHSC with the documented feedback received from the stakeholder meetings.  
• Developing the readiness review criteria, timeline, and work plan(s) for the pilot.  


 


JUNE 2015 – OCT 2015. LEAVITT PARTNERS (SALT LAKE CITY, UT). SENIOR ADVISOR. 


CLIENT:  TEXAS HEALTH & HUMAN SERVICES COMMISSION (HHSC) 
• Provided education to the strategic planning committee and Aging and Disability Resource Center (ADRC) 


staff about the implications of the Balancing Incentive Program (BIP) and background on other state 
programs.  


• Facilitated listening forums to gather ideas, thoughts, and opinions about the ADRC strategic plan.   
• Developed and obtained consensus on the ADRCs’ mission, vision, and values statements.  
• Identified and described target populations including challenges some individuals encounter in accessing the 


system.  
• Developed a model for the delivery of services and coordinating performance measures.  


FEB 2013 – JUN 2013. LEAVITT PARTNERS (SALT LAKE CITY, UT). SENIOR ADVISOR. 


CLIENT:  OKLAHOMA HEALTH CARE AUTHORITY 
• Evaluated the state’s Medicaid program and, working with community stakeholders and agency 


administrators, recommended ways to streamline current programs and policies.  
• Designed a stakeholder engagement process, including a process for Native American tribes. 
• Provided strategic guidance by developing a proposed expanded service delivery model for optimizing access 


and health care quality.  
• Estimated expected population size and costs associated with the expanded service delivery model. 


MAY 2012 – NOV 2012. LEAVITT PARTNERS (SALT LAKE CITY, UT). SENIOR ADVISOR. 


CLIENT:  TEXAS PUBLIC POLICY FOUNDATION  
• Completed a detailed review of Texas policies related to the provision of services to the elderly and people 


with disabilities on Medicaid.  
• Working with stakeholders developed recommendations on reducing costs while ensuring high quality care for 


those on Medicaid. 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 
 


• Bachelor of Arts, Philosophy, University of New Orleans (1972) 


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   


 
Name: Rod Betit  
Title: Former Executive Director 
Org: Utah Department of Heath 
Tel: 801-946-1117 
Fax: n/a 
Email: rodbetit@msn.com   
 
Name: Nate Checketts 
Title: Interim Director 
Org: Utah Division of Medicaid and Health Financing 
Tel: 801-538-6689 
Fax: n/a 
Email: nchecketts@utah.gov  
 
Name: Dr. David N. Sundwall, M.D.  
Title: Professor of Public Health, Division of Public Health (former Executive Director, Utah Department of Health) 
Org: Department of Family and Preventive Medicine, University of Utah  
Tel: 801-585-9075 
Fax: 801-587-3353 
Email: david.sundwall@utah.edu 
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Company Name Submitting Proposal: Sellers Dorsey (Subcontractor: Leavitt Partners, LLC) 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 
Contractor:  Subcontractor: X 


 
The following information requested pertains to the individual being proposed for this project. 


Name: Laura Summers Key Personnel: 
(Yes/No) 


No 


Individual’s Title: Consultant 


# of Years in Classification: 7 mo.  # of Years with Firm:  5 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 


LEAVITT PARTNERS, LLC 


Senior Director of State Intelligence (July 2015 – Present) 
Senior Analyst (March 2011 – June 2015) 
Analyzes national and state-level environmental shifts and trends in health care, including Medicaid, Medicaid 
managed care, and LTSS. Assists in conducting Medicaid program evaluations and developing recommendations. 
Educates stakeholders and constituents about Medicaid and other health care issues Gathers and analyzes 
stakeholder input. Provides project management and content expertise for Leavitt Partners Medicaid and state health 
care projects. Develops reports and analyses on key Medicaid and state health care issues. 
 


UTAH FOUNDATION 


Research Director (May 2008 – Feb 2011) 
Primary author of Utah Foundation research reports. Collected, analyzed, and interpreted data through statistical 
analysis, graphs, charts, and tables. Researched and developed criteria, options, and recommendations to be used in 
policy or program analysis.  
 


GOVERNOR’S OFFICE OF PLANNING AND BUDGET 


Demographic and Economic Analysis Research Intern (Jan 2008 – Apr 2008) 
Assisted the state’s Chief Economist with economic research and data collection. Created demographic and economic 
summary sheets and talking points.  
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U.S. TREASURY DEPARTMENT 


Office of Economic Policy Intern (May 2007 – Aug 2007) 
Assisted the Economic Policy Coordination Deputy Assistant Sectary with research, data collection, and the calculation 
of key statistics to be used in reports, memos, or Secretary Paulson’s talking points. Attended and summarized 
Congressional Hearings and think tank lectures for Assistant Secretary Swagel and other senior level economists. 
Produced a policy analysis paper on the Revaluation of China’s Currency, which provided a detailed overview of the 
current problem, as well as an evaluation of policy alternatives. Became proficient in the use of Haver, as well as other 
on-line statistical databases. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during the 


term of the contract/project and details of contract/project. 
 


NOVEMBER 2015 – PRESENT. LEAVITT PARTNERS (SALT LAKE CITY, UT). SENIOR DIRECTOR. 


Client:  Texas Health & Human Services Commission (HHSC) 


• Reviewed, analyzed, and documented feedback on RFI responses to a proposed pilot to test one or more 
service delivery models involving a managed care strategy to deliver Medicaid long-term services and 
supports to individuals with intellectual and developmental disabilities (IDD).  


• Developing a draft RFP based on the required pilot requirements, including proposed goals and objectives that 
outline the structure of the pilot.  


• Designed, developed, and implemented a process to obtain and evaluate feedback from stakeholders.  
• Scheduled and facilitated stakeholder meetings to gather input on the pilot and transition of services to 


managed care. Provided HHSC with the documented feedback received from the stakeholder meetings.  
• Developing the readiness review criteria, timeline, and work plan(s) for the pilot.  


JUNE 2015 – OCT 2015. LEAVITT PARTNERS (SALT LAKE CITY, UT). SENIOR DIRECTOR. 


Client:  Texas Health & Human Services Commission (HHSC) 


• Provided education to the strategic planning committee and Aging and Disability Resource Center (ADRC) 
staff about the implications of the Balancing Incentive Program (BIP) and background on other state 
programs.  


• Facilitated listening forums to gather ideas, thoughts, and opinions about the ADRC strategic plan.   
• Developed and obtained consensus on the ADRCs’ mission, vision, and values statements.  
• Identified and described target populations including challenges some individuals encounter in accessing the 


system.  
• Developed a model for the delivery of services, service descriptions, and coordinating performance measures.  


 


FEB 2013 – JUN 2013. LEAVITT PARTNERS (SALT LAKE CITY, UT). SENIOR ANALYST. 


Client:  Oklahoma Health Care Authority 
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• Evaluated the state’s Medicaid program and, working with community stakeholders and agency 
administrators, recommended ways to streamline current programs and policies.  


• Designed a stakeholder engagement process, including a process for Native American tribes. 
• Provided strategic guidance by developing a proposed expanded service delivery model for optimizing access 


and health care quality.  
• Estimated expected population size and costs associated with the expanded service delivery model. 


MAY 2012 – NOV 2012. LEAVITT PARTNERS (SALT LAKE CITY, UT). SENIOR ANALYST. 


Client:  Texas Public Policy Foundation  


• Completed a detailed review of Texas policies related to the provision of services to the elderly and people 
with disabilities on Medicaid.  


• Working with stakeholders developed recommendations on reducing costs while ensuring high quality care for 
those on Medicaid. 


MAY 2012 – JUN 2013. LEAVITT PARTNERS (SALT LAKE CITY, UT). SENIOR ANALYST. 


Client:  New Mexico Human Services Department 


• Designed and implemented a formal stakeholder consultation process, including a process for Native 
American tribes. 


• Prepared outreach, education, and presentation material on exchanges, HHS regulations, state policies and 
goals, etc. 


JAN 2012 – APR 2012. LEAVITT PARTNERS (SALT LAKE CITY, UT). SENIOR ANALYST. 


Client:  Pennsylvania Insurance Department 


• Assisted in the design and implementation of stakeholder consultation and education process. 
• Prepared outreach, education, and presentation material on exchanges, HHS regulations, state policies and 


goals, etc. 


MAR 2011 – MAY 2013. LEAVITT PARTNERS (SALT LAKE CITY, UT). SENIOR ANALYST. 


Client:  Mississippi Insurance Department 


• Conducted background research and implementation activities related to the planning of a health insurance 
exchange. 


• Designed and implemented a formal stakeholder consultation process. 
• Prepared outreach, education, and presentation material on exchanges, HHS regulations, state policies and 


goals, etc. 
• Developed a health insurance market reform policy framework.  


 
EDUCATION 


Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 
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• Master of Public Policy, emphasis in Public Economics, Brigham Young University (2008) 
• Bachelor of Science, Economics, Westminster College (2004)  


 
CERTIFICATIONS 


Information required should include: type of certification and date completed/received. 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number and 


email address.   


Name: Stephen Kroes 
Title: President 
Org: Utah Foundation 
Tel: 801-355-1400 ext. 1 
Fax: n/a 
Email: steve@utahfoundation.org  
 
Name: Nate Checketts 
Title: Interim Director 
Org: Utah Division of Medicaid and Health Financing 
Tel: 801-538-6689 
Fax: n/a 
Email:  nchecketts@utah.gov  
 
Barbara Viskochil  
Title: Director of Medicare & Medicaid Services 
Org: University of Utah Hospitals and Clinics 
Tel: 801-587-6600 
Fax: n/a 
Email:  barbara.viskochil@hsc.utah.edu  
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Tab IX – Other Informational Material 


 


OUR APPROACH TO OVERALL PROJECT MANAGEMENT 


Many of the Sellers Dorsey team’s qualifications – the history of success in the area of Medicaid policy 
and financing, our experienced and knowledgeable consultants, our focus on innovative program 
design and viable solutions, our positive and open working relationship with the Centers for Medicare 
& Medicaid Services (CMS), and our ability to provide comprehensive services for our project – 
underscore our approach to the engagement with the State of Nevada and will position us to deliver 
high value results for the State.  


With the broader engagement in mind, here are features of our approach that will enable the Sellers 
Dorsey team to deliver desired results for the State: 


• Executive leadership to guide the priorities of the engagement; 
• Thorough and careful analysis, creative and open-ended idea generation, a broad capability 


set, and action plans that leverage the combined skills of all three firms; 
• Strong insight rooted in years of experience in managed care, including Managed Long Term 


Services and Support (MLTSS), across many states; and 
• Project Management based on disciplined, highly-developed, yet flexible methodologies. 


As outlined in Section 4.2.1.2, Sellers Dorsey is partnering with Leavitt Partners and HMS to form a 
highly cohesive, multi-disciplinary team. In addition to the qualifications, skills, and experience each 
firm will bring to the engagement, the forged relationships and partnership experiences among the 
firms will enhance efficiency and productivity within the engagement team – to the benefit of Nevada. 
The skillsets, philosophies, and values of each firm complement one another positively, and each firm 
looks forward to the opportunity to collaborate together once again.  


A key feature of our overall, multi-faceted approach to the engagement is that executive leaders from 
Sellers Dorsey, Leavitt Partners, and HMS will guide the priorities of the engagement, direct creative 
solution development, and ensure issue avoidance and prompt issue remediation as necessary. We 
understand the potential complexities of expanding managed care and developing solutions that 
support the efforts of the Division of Health Care Finance and Policy (DHCFP). Our team is comprised of 
highly experienced experts with a strong track record of successful Medicaid managed care projects 
for state Medicaid agencies, a thorough understanding of long term services and supports, experience 
in Medicaid data analysis, and deep technical expertise in Medicaid policy, finance, and operations. 
These experts are well qualified to assist and advise the State as it makes decisions about designing 
and implementing managed care expansion.  


The team will be led by Pam Coleman, who will serve both as the Project Director for this engagement 
and a subject matter expert. In this role, Ms. Coleman will be accountable for the project delivery 
timelines, milestones and strategic activities. Her responsibilities will include:  


• Ensuring that the Project Team completes the project on time and within scope; 
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• Managing the resources of the project; 
• Planning and controlling the work of the project; 
• Defining the project road map/project planning;  
• Communicating with the State, key individuals, and key stakeholder groups about the project 


including status reporting, risk management, and escalation of issues that cannot be resolved 
within the project team; 


• In collaboration with the Project Manager for this engagement (Arianne Sellers), carrying out 
the implementation plan as presented in this proposal, or making changes to the plan in 
collaboration with DHCFP; and 


• Complying with all procedures related to work plan management and personnel practices. 


We are proposing the use of an experienced project manager, Arianne Sellers of Sellers Dorsey, as the 
Project Manager for this engagement. As Project Manager, Ms. Sellers will be responsible for: 


• Day-to-day management activities for the overall project; 
• Coordinating communications among the three firms;  
• Ensuring that deliverables are consistent with the requirements of the contract and 


performing other quality control functions;  
• Ensuring that all timelines in the contract applicable to Sellers Dorsey are met; and 
• Serving as the main point of contact with DHCFP for scheduling meetings between the Sellers 


Dorsey team and DHCFP, providing updates on progress in meeting deliverables, seeking 
information and data needed by the team, and responding to from DHCFP staff.  


Sellers Dorsey proposes standing bi-weekly status calls between the team and DHCFP to ensure 
ongoing communication and coordination of efforts among all members of the team. The status calls 
provide a standing forum for DHCFP and Sellers Dorsey to update each other on emerging issues, new 
developments, and/or problems that need attention.  While we anticipate that much of the 
communication between our team and the Division can take place via conference call and email 
communication, Sellers Dorsey understands that there are times when in-person, onsite meetings are 
necessary or preferable.  Our team will attend meetings in person when this optimizes activities or as 
requested by State officials. 
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Part II – Cost Proposal 
RFP Title: Evaluation and Planning Services for the Potential 


Expansion of the Medicaid Managed Care 
Organization Program 


RFP: 2103 
Vendor Name: Sellers Dorsey & Associates, LLC 
Address: 1635 Market Street, Suite 301 Philadelphia, PA 


19103 
Opening Date: February 19, 2016 
Opening Time: 2:00 PM 
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ATTACHMENT H – DELIVERABLE PAYMENT SCHEDULE 
 
Vendor: Sellers Dorsey & Associates LLC 
 
 


Activity 
Number Description of Activity Estimated  


Timeframe Activity Estimated Price 


3.1 Review the current Medicaid MCO Program and make 
recommendations for improvement. Activity Estimated Price 
should be a total amount of 3.1.1, 3.1.2 and 3.1.3. 


Assuming that the 
state would like the 
review and any 
recommendations 
prior to the release of 
the RFP on July 1, 
2016, we estimate to 
be able to perform 
this work within 45 
days of execution of 
contract. 


$46,750 


3.1.1 Recommend revisions to strengthen and improve the Division’s 
oversight, recommendations must comply with federal and state 
requirements. 


See above. $ 17,875 


3.1.2 Recommend revisions to the MCO contract as it relates to 
improving program oversight and compliance. 


See above. $15,125 


3.1.3 Recommend revisions to contract terms and payment structure 
to incentivize MCO vendors to reduce costs through pay for 
performance measures. 


See above. $13,750 


 
3.2 Assist state staff in providing recommendations to executive 


staff and the Nevada Legislature regarding the potential MCO 
We propose to 
provide ongoing 


$24,750 
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expansion.  Activity Estimated Price should be a total amount of 
3.2.1, 3.2.2 and 3.2.3. 


consultation to the 
state on an as needed 
basis. A report 
encompassing 
Sections 3.2.1 and 
3.2.2 can be 
completed by June 
15, 2016. 


3.2.1 Recommendations may be based on population, geographical 
location and/or services such as Long Term Support Services. 


See above. $11,500 


3.2.2 Recommendations may be a phase in approach to limit financial 
cash flow concerns and/or adverse impact. 


See above. $4,950 


3.2.3 With assistance from state staff 
recommendation(s) must contain a cost 
benefit analysis which includes the 
potential loss of revenue to state agencies 
as well as Intergovernmental Transfer of 
Funds, Certified Public Expenditures and 
drug rebates. 


 


We propose to 
complete this section 
following the 
completion of Section 
3.6. 


$5,750 


  







Medicaid Strategic  
Planning Services 
Sellers Dorsey Proposal to  
Nevada DHCFP 
Page 5 of 11 


 


PART II – COST PROPOSAL 
Tab II – Cost Proposal 


Activity 
Number Description of Activity Estimated  


Timeframe 
Activity Estimated 


Price 
3.3 With assistance from state staff, identify the potential impact of 


the possible expansion of the State Medicaid MCO Program. 
Activity Estimated Price should be a total amount of 3.3.1, 3.3.2, 
3.3.3, 3.3.4, 3.3.5, 3.3.6 and 3.3.7. 


We propose 
providing ongoing 
consultation to the 
state to identify 
potential impacts. 
We further 
propose to develop 
timelines with the 
state following 
execution of a 
contract with the 
assumption that 
several tasks below 
will need to be 
completed prior to 
the distribution of 
the RFI on August 
22, 2016. 


$49,500 


3.3.1 Assist state staff in identifying the potential impact to 
communities through the continuation of town hall meetings to 
gather public and stakeholder’s input. 


See above. $8,250 


3.3.2 With assistance from state staff identify the potential impact to 
recipients, data regarding MCO adequacy of providers and 
access to care in Nevada is available. 


See above. $49,500 


3.3.3 Identify the potential impact to providers. See above. $8,250 
3.3.4 With assistance from state staff, identify the potential impact to 


local government as it relates to reimbursement for 
administrative and medical services. 


See above. $8,250 
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3.3.5 With assistance from state staff, identify the potential impact to 
Native American tribes. 


See above. $5,500 


3.3.6 With assistance from state staff, identify the potential impact to 
state agencies that provide billable administrative and medical 
services such as potential downsizing of staff, etc. 


See above. $5,500 


3.3.7 Report any potential impact the state may not be aware of and 
should consider based on the vendor’s experience and/or 
knowledge of other states’ MCO expansion. 


See above. $5,500 


 
3.4 With assistance from state staff identify ways to leverage 


existing resources if MCO expansion occurs.  Activity Estimated 
Price should be a total amount of 3.4.1, 3.4.2 and 3.4.3. 


We propose to 
develop a timeline 
with the state 
following execution 
of the contract. We 
estimate that given 
the documents for 
review and access 
to staff, this can be 
completed within 
two weeks. 


$12,000 


3.4.1 Certified Public Expenditures See above.  Included in 3.4 
3.4.2 Intergovernmental Transfer of Funds See above.  Included in 3.4 
3.4.3 Provider Tax and Assessment See above.  Included in 3.4 
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Activity Number Description of Activity Estimated  
Timeframe 


Activity Estimated 
Price 


3.5 Provide consulting services and project management for MCO 
expansion.  Activity Estimated Price should be a total amount of 
3.5.1, 3.5.2, 3.5.3, 3.5.4, 3.5.5, 3.5.6, 3.5.7, 3.5.8 and 3.5.9. 


We propose 
providing ongoing 
consultation to the 
state, as needed. 
We recognize that 
timing may shift 
due to external 
factors and 
propose to work 
with the state and 
abide with the 
state’s schedule for 
completing each 
activity. 


$67,650 


3.5.1 Develop and design the project plan upon approval of a MCO 
expansion. 


See above. $8,250 


3.5.2 Assist in the completion of a timeline for implementation of the 
approved plan and identify critical path(s). 


See above. $2,200 
 


3.5.3 Ensure project is completed within approved timeframe(s) 
and/or notify management of delay(s), reason for any delay(s), 
and possible solutions to resolve any delay(s). 


See above. $4,400 


3.5.4 Identify stakeholders. See above. $2,200 
3.5.5 Design and manage communication plan. See above. $11,000 
3.5.6 Manage meetings. See above. $5,500 
3.5.7 Manage and track status of tasks assigned to all parties involved. See above. $5,500 
3.5.8 In the event Long Term Support Services (LTSS) are 


recommended and approved as part of the MCO expansion, 
assist state staff in preparing the necessary documents that meet 


See above. $11,000 
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CMS’s requirements in obtaining proper authority under an 
1115 (a) demonstration waiver; and/or 1915 (b) waivers’ and/or 
1915 (c); and/or 1915 (i) accordingly. 


3.5.9 With assistance from state staff develop a transition plan for the 
MCO expansion. 


See above. $11,000 


 
3.6 With assistance from state staff identify the potential loss of 


revenue to the Medicaid agency such as IGT and drug rebates. 
We propose to 
develop a timeline 
with the state 
following execution 
of the contract. We 
estimate that given 
the documents for 
review and access 
to staff, this can be 
completed within 
two weeks. 


$22,000 
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Activity Number Description of Activity Estimated  
Timeframe 


Activity Estimated 
Price 


3.7  Assist in the initial procurement process of MCO vendors. 
Activity Estimated Price should be a total amount of 3.7.1, 3.7.2 
and 3.7.3. 


We note that the 
state has provided 
a timeline for this 
work in associated 
materials and 
Amendment #1 to 
the RFP. We 
propose to work 
with the state to 
complete these 
activities in time 
with already 
communicated 
deadlines. 


$77,000 


3.7.1 Develop Request for Information to solicit interested MCO 
vendors. 


We propose to 
work with state to 
complete in time 
for planned release 
of August 22, 2016. 


$33,000 


3.7.2 Review Request for Information submissions by interested 
MCO vendors. 


We propose to 
work with state to 
complete prior to 
October 14, 2016. 


$22,000 


3.7.3 Assist in drafting the Request for Proposal to procure MCO 
vendors in Nevada. 


We propose to 
work with the state 
to propose a 
timeframe that is 


$22,000 
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PART II – COST PROPOSAL 
Tab II – Cost Proposal 


aligned with state 
staff resources. 


 
 
The classification title and hourly rate are being requested to estimate how the proposing vendor arrived at their 
costs, so DHCFP can check for reasonability and also for any change orders or ad hoc requests that may come up 
during the contract period. 
 


Classification Title Hourly Rate 
Principal, Project Director $300 
Senior Consultant or Senior Advisor $250 
Consultant or Advisor $230 
Project Manager $150 
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PART II – COST PROPOSAL 
Tab III – Attachment I, Cost Proposal Certification of Compliance with Terms and  


Conditions of RFP 


Tab III – Attachment I, Cost Proposal Certification of Compliance with Terms and  
Conditions of RFP 


 


Attachment I can be found after this page. Because the proposal must contain the signed original 
copy, it has been added as a non-numbered page. 


Number of non-numbered pages with the above-referenced information following this page: 1 


 


 


 









		Tab I – Title Page – Part II – Cost Proposal

		Tab II – Cost Proposal

		With assistance from state staff recommendation(s) must contain a cost benefit analysis which includes the potential loss of revenue to state agencies as well as Intergovernmental Transfer of Funds, Certified Public Expenditures and drug rebates.

		Tab III – Attachment I, Cost Proposal Certification of Compliance with Terms and  Conditions of RFP
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Part I A – Technical Proposal 


RFP Title: Evaluation and Planning Services for the Potential Expansion of 


the Medicaid Managed Care Organization Program 


RFP: 2103 


Vendor Name:  


SVC, Inc. 


Address: 1 North Capitol, Suite 444 


Indianapolis, IN  46204 


Opening Date: February 19, 2016 


Opening Time: 2:00 PM 
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Transmittal Letter 
 


 


 
February 18th, 2016 


                   SVC, Inc. 
      1 North Capitol  


Suite 444 


Indianapolis, IN 46204 


                                                                                                                                            Tel: 317-809-8536                          
                                                                                                                                             Fax 317-571-8848 


 


Annette Morfin 
Purchasing Officer 
State of Nevada, Purchasing Division 
515 E. Musser Street 
Suite 300 
Carson City, NV 89701 


Dear Ms. Annette Morfin, 


SVC, Inc. is pleased to submit this response to State of Nevada, Evaluation and Planning 
Services, For The Potential Expansion of the Medicaid Managed Care Program, RFP: 2013. 
I attest that SVC, Inc. meets all the minimum requirements set forth in the RFP and we attest 
that all information in our attached response is accurate. 


The SVC team has been at the forefront of supporting states as they develop new Medicaid 
managed care programs. SVC brings a top-notch tested team with a wealth of experience in 
Medicaid managed care. Our team has been intricately involved in every element of design, 
development, implementation and oversight of Medicaid managed care programs, 
including long term services and supports in multiple states. SVC has developed a 
standardized managed care decision making algorithm that guides states with up-to-date 
information on best practices, regulatory requirements and examples of different 
approaches for each managed care policy issue to guide their decisions. 


SVC welcomes the opportunity to support Nevada as they consider an expansion of 
managed care and how to improve the existing program. 
Please contact me with any questions or concerns you may have. 


Sincerely,  
Seema Verma, President, SVC, INC. 
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TAB III:  Vendor Information 
 


VI Company 
Name 


SVC, Inc.  


   


V2 Street 
Address 


1 North Capitol, Suite 444  


   


V3 City, State, ZIP Indianapolis, IN 46204  


 
V4 


 Telephone Number  


Area Code:        
       317 


 Number: 809-8536 Extension: 


   


V5  Facsimile Number  


Area Code:  
        317 


 Number: 571-8848 Extension: 


   


V6  Toll Free Number  


Area Code:  Number: Extension: 


 
 
 
V7 


Contact Person for Questions / Contract Negotiations, 
including address if different than above 


Name: Seema Verma, MPH 


Title: CEO & President 


Address: Same as above 


Email Address: sverma@svcinc.org 


V8 Telephone Number for Contact Person 


Area Code: 
317 


Number: 809-8536 Extension: N A 


  


V9 
Facsimile Number for Contact Person 


Area Code: 317 Number: 571-8848 Extension: N A 


  


VIO 
Name of Individual Authorized to Bind the Organization 


Name: Seema Verma, MPH Title: CEO & President 


V11 


Signature (Individual must be legally authorized to bind the vendor per NRS 333,337 


Signature:   Date: 2/16/16 
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TAB IV:  State Documents 
 
ATTACHMENT A – CONFIDENTIALITY AND CERTIFICATION OF INDEMNIFICATION 
Submitted proposals, which are marked “confidential” in their entirety, or those in which a significant portion 
of the submitted proposal is marked “confidential” will not be accepted by the State of Nevada.  Pursuant to 
NRS 333.333, only specific parts of the proposal may be labeled a “trade secret” as defined in NRS 600A.030(5).  
All proposals are confidential until the contract is awarded; at which time, both successful and unsuccessful 
vendors’ technical and cost proposals become public information.   
 


In accordance with the Submittal Instructions of this RFP, vendors are requested to submit confidential 
information in separate binders marked “Part I B Confidential Technical” and “Part III Confidential 
Financial”. 
 


The State will not be responsible for any information contained within the proposal.  Should vendors not 
comply with the labeling and packing requirements, proposals will be released as submitted.  In the event a 
governing board acts as the final authority, there may be public discussion regarding the submitted proposals 
that will be in an open meeting format, the proposals will remain confidential.  
 


By signing below, I understand it is my responsibility as the vendor to act in protection of the labeled 
information and agree to defend and indemnify the State of Nevada for honoring such designation.  I duly 
realize failure to so act will constitute a complete waiver and all submitted information will become public 
information; additionally, failure to label any information that is released by the State shall constitute a 
complete waiver of any and all claims for damages caused by the release of the information. 
 


This proposal contains Confidential Information, Trade Secrets and/or Proprietary information as defined in 
Section 2 “ACRONYMS/DEFINITIONS.”  


Part I B – Confidential Technical Information 


YES  NO X 


Justification for Confidential Status 


 


A Public Records CD has been included for the Technical and Cost Proposal 


YES              X 
NO (See note 


below) 
 


Note:  By marking “NO” for Public Record CD included, you are authorizing the State to use the 
“Master CD” for Public Records requests. 


Part III – Confidential Financial Information 


YES X NO  


Justification for Confidential Status 


Proprietary Information 
SVC, INC. 


                                                                                                     
                                                                                                                   2/16/16 


 


Seema Verma, MPH 
Print Name 


 


               Date  
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Vendor Certifications – Attachment C 
 
Vendor agrees and will comply with the following: 
 
(1) Any and all prices that may be charged under the terms of the contract do not and will 


not violate any existing federal, State or municipal laws or regulations concerning 


discrimination and/or price fixing. The vendor agrees to indemnify, exonerate and hold 


the State harmless from liability for any such violation now and throughout the term of 


the contract. 


(2) All proposed capabilities can be demonstrated by the vendor. 


(3) The price(s) and amount of this proposal have been arrived at independently and 


without consultation, communication, agreement or disclosure with or to any other 


contractor, vendor or potential vendor. 


(4) All proposal terms, including prices, will remain in effect for a minimum of 180 days after 


the proposal due date. In the case of the awarded vendor, all proposal terms, including 


prices, will remain in effect throughout the contract negotiation process. 


(5) No attempt has been made at any time to induce any firm or person to refrain from 


proposing or to submit a proposal higher than this proposal, or to submit any 


intentionally high or noncompetitive proposal. All proposals must be made in good faith 


and without collusion. 


(6) All conditions and provisions of this RFP are deemed to be accepted by the vendor and 


incorporated by reference in the proposal, except such conditions and provisions that 


the vendor expressly excludes in the proposal. Any exclusion must be in writing and 


included in the proposal at the time of submission. 


(7) Each vendor must disclose any existing or potential conflict of interest relative to the 


performance of the contractual services resulting from this RFP. Any such relationship 


that might be perceived or represented as a conflict should be disclosed. By submitting 


a proposal in response to this RFP, vendors affirm that they have not given, nor intend 


to give at any time hereafter, any economic opportunity, future employment, gift, loan, 


gratuity, special discount, trip, favor, or service to a public servant or any employee or 


representative of same, in connection with this procurement. Any attempt to 


intentionally or unintentionally conceal or obfuscate a conflict of interest will 


automatically result in the disqualification of a vendor's proposal. An award will not be 


made where a conflict of interest exists. The State will determine whether a conflict of 


interest exists and whether it may reflect negatively on the State's selection of a vendor.  


    The State reserves the right to disqualify any vendor on the grounds of actual or  


     apparent conflict of interest. 
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(8)      All employees assigned to the project are authorized to work in this country. 


(9)      The company has a written equal opportunity policy that does not discriminate in  


      employment practices with regard to race, color, national origin, physical condition,  


      creed, religion, age, sex, marital status, sexual orientation, developmental disability  


      or handicap. 


(10) The company has a written policy regarding compliance for maintaining a drug-free  


       workplace. 


(11) Vendor understands and acknowledges that the representations within their  


       proposal are material and important, and will be relied on by the State in evaluation  


       of the proposal. Any vendor misrepresentations shall be treated as fraudulent  


       concealment from the State of the true facts relating to the proposal. 


(12) Vendor must certify that any and all subcontractors comply with Sections 7, 8, 9, and  


      10, above. 


(13) The proposal must be signed by the individual(s) legally authorized to bind the  


       vendor per NRS 333.337. 


SVC, Inc. 


 


Seema Verma, MPH 2/16/16 


Print Name                                                                                                                         Date 
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Certification Regarding Lobbying – Attachment J 
 
Certification for Contracts, Grants, Loans, and Cooperative Agreements 
 


The undersigned certifies, to the best of his or her knowledge and belief, that: 
(1) No Federal appropriated funds have been paid or will be paid, by or on behalf of the 


undersigned, to any person for influencing or attempting to influence an officer or 


employee of any agency, a Member of Congress, an officer or employee of Congress, 


or an employee of a Member of Congress in connection with the awarding of any 


Federal contract, the making of any Federal grant, the making of any Federal loan, the 


entering into of any cooperative agreement, and the extension, continuation, renewal, 


amendment, or modification of any Federal contract, grant, loan, or cooperative 


agreement. 


(2) If any funds other than Federally appropriated funds have been paid or will be paid 


to any person for influencing or attempting to influence an officer or employee of any 


agency, a Member of Congress, an officer or employee of Congress, or an employee of 


a Member of Congress in connection with this Federal contract, grant, loan, or 


cooperative agreement, the undersigned shall complete and submit Standard Form-


LLL, "Disclosure of Lobbying Activities," in accordance with its instructions. 


(3) The undersigned shall require that the language of this certification be included in 


the award documents for all sub awards at all tiers (including subcontracts, sub 


grants, and contracts under grants, loans, and cooperative agreements) and that all 


sub recipients shall certify and disclose accordingly. 


This certification is a material representation of fact upon which reliance was placed when 
this transaction was made or entered into. Submission of this certification is a prerequisite 
for making or entering into this transaction imposed by section 1352, U.S. Code. Any 
person who fails to file the required certification shall be subject to a civil penalty of not 
less than $10,000 and not more than $100,000 for each such failure.  


      


2/16/16 


 
 
 


Evaluation and Planning Services For The Potential Expansion of The Medicaid 
Managed Care Organization Program 


 
Project Title 


 


 


 


Official  Authorized  
          Date 


For: 
 


SVC, Inc. 
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TAB: V    Technical Proposal Certification of Compliance   


                 Attachment B 
 


I have read, understand and agree to comply with all the terms and conditions 
specified in this Request for Proposal. 


 YES      x        I agree to comply with the terms and conditions specified in this RFP. 


 NO  _______    I do not agree to comply with the terms and conditions specified in this RFP. 


If the exception and/or assumption require a change in the terms in any section of 
the RFP, the contract, or any incorporated documents, vendors must provide the 
specific language that is being proposed in the tables below. If vendors do not specify 
in detail any exceptions and/or assumptions at time of proposal submission, the State 
will not consider any additional exceptions and/or assumptions during negotiations. 


SVC, Inc. 


 
 
 
 
 
 2/16/16 


Print Name     Seema Verma, MPH Date 


EXCEPTION SUMMARY FORM 


EXCEPTION # 
RFP SECTION 


NUMBER 
PAGE NUMBER 


EXCEPTION 


(Complete detail regarding exceptions 


must be identified) 


None    


ASSUMPTION SUMMARY FORM 


ASSUMPTION # 
RFP SECTION 


NUMBER 
PAGE NUMBER 


ASSUMPTION 


(Complete detail regarding assumptions 


must be identified) 


None    


 


 


 


Signature   
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TAB VI: Scope of Work  
 


3.1:            Review the current Medicaid MCO Program and make  
                    recommendations for improvement. 
 


Nevada has a long history of operating Medicaid managed care, with implementation of this 


management strategy dating back nearly 25 years. In alignment with nationwide trends, 


Nevada now seeks to improve upon its current program and consider potential expansion of 


managed care. Current mandatory managed care enrollment only applies to a portion of the 


Medicaid, Children’s Health Insurance Program (CHIP) and Nevada Check Up populations 


and is further limited to recipients residing in certain counties. 


 


Nevada’s interest in exploring the potential expansion of its Medicaid managed care program 


is aligned with nationwide trends as enrollment in Medicaid managed care increases annually 


around the country1. Historically, as is seen in Nevada’s current program, Medicaid managed 


care has been utilized by states to manage the care of children, pregnant women and non-


disabled parents and caretakers. Recently, there has been a surge in state activity surrounding 


movement of Medicaid populations into managed care arrangements, including the 


enrollment of disabled populations, long term services and supports (LTSS) and individuals 


dually eligible for Medicaid and Medicare.2 The shift toward increased managed care is part 


of a larger trend toward the provision of more integrated and coordinated care and 


reimbursement reforms which seek to reward quality and outcomes as opposed to volume.  


Further, as Medicaid costs continue to rise, states are seeking new ways to reduce healthcare 


costs while improving coordination of care, member experience, quality and health outcomes. 


Contracting with Medicaid managed care organizations (MCOs) gives states improved budget 


predictability while also allowing them to hold MCOs and providers accountable for cost and 


quality of care, components that are not guaranteed in traditional fee-for-service programs. 


 


The rapid growth in managed care has also caught the attention of the Centers for Medicare 


and Medicaid Services (CMS), and in June 2015, the Agency released the first significant 


update3 to Medicaid managed care regulations in more than a decade. To the extent these 


proposed rules are finalized, Nevada managed care operations and oversight requirements will 


be significantly impacted. Current practices will need to be reviewed and modified to ensure 


compliance with the new regulatory scheme.   


                                                        
1 Kaiser Family Foundation.  (2015). Total Medicaid MCO Enrollment.  Retrieved from http://kff.org/other/state-indicator/total-medicaid-mco-


enrollment/#map. 
2 The Henry J. Kaiser Family Foundation.  (2011). A Profile of Medicaid Managed Care Programs in 2010: Findings from a 50-State Survey.  


Retrieved from http://kff.org/medicaid/report/a-profile-of-medicaid-managed-care-programs-in-2010-findings-from-a-50-state-survey.  
3 Centers for Medicare and Medicaid Services.  (2015 June). Proposed Rule: Medicaid and Children's Health Insurance Program (CHIP) 


Programs; Medicaid Managed Care, CHIP Delivered in Managed Care, Medicaid and CHIP Comprehensive Quality Strategies, and Revisions 


Related to Third Party Liability. Retrieved from https://www.federalregister.gov/articles/2015/06/01/2015-12965/medicaid-and-childrens-health-
insurance-program-chip-programs-medicaid-managed-care-chip-delivered. 



http://kff.org/medicaid/report/a-profile-of-medicaid-managed-care-programs-in-2010-findings-from-a-50-state-survey
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In reviewing Nevada’s current Medicaid MCO Program, SVC will implement our three phase 


approach comprised of review, analysis and recommendation development. Our review phase 


will include a comprehensive study of Nevada’s current program inclusive of current MCO 


contracts, Medicaid and CHIP State Plan provisions, Nevada Administrative Code, statute, 


relevant policies and procedures and current State MCO oversight practices. We will also 


conduct interviews 


with Division staff 


to identify state 


goals, priorities 


and concerns 


related to current 


programming.  


 


Following this 


review phase, SVC 


will analyze and 


compare current 


Nevada 


programming 


against nationwide 


managed care 


trends and best practices. We will review current program components to ensure they are 


structured to maximize the potential for quality outcomes and MCO accountability. This 


review will also include an analysis of Nevada compliance with federal regulations at 42 CFR 


438 and any amendments thereto. To the extent CMS proposed managed care regulations are 


not finalized at the time of this contract deliverable, we will include an analysis of potential 


implications of the proposed rule and frame options and recommendations accordingly.   


 


As our team has been at the forefront of development of new Medicaid managed care 


programs and MCO requests for proposals, as further described in Section 4, we stand ready 


to identify new policy, operational and contract requirements to ensure Nevada’s managed 


care goals and federal obligations are being met. Through our nationwide managed care 


work, we keep abreast of managed care contract requirements, policy trends and federal 


requirements which will inform our work in Nevada. 


 


Further, our team has developed a variety of tools which facilitate our work with states in 


developing new managed care programs and improving upon current programming. We will 


tailor these existing tools for Nevada. This includes a managed care decision making template 


which covers the range of policy and operational considerations for Medicaid managed care 


programming. For each topic area this template tracks current state practice, federal 


requirements, options, implications of each option and data on nationwide practices for each 


option. The managed care decision making template is utilized to collaborate with the client 


and facilitate state decision-making. The template is continually updated to serve as the record  


 


 


 


 


• Contracts


• State Plan


• Administrative Code & 
Statute


• Policies & Procedures


Review of current 
Nevada MCO 


program


• Analysis of current 
program against State 
goals & nationwide best 
practices


• Review compliance with 
federal requirements


Analysis of Options
• Policy, contractual and 


operational improvement 
options


• Analysis of operational, 
policy, technical and 
fiscal implications


Option & 
Recommendation 


Development
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of all policy decisions in order to be leveraged during the development of future managed care 


materials such as waivers, state plan amendments (SPAs), regulations, operational and 


technical requirements and communication materials.  


 


Following this review and analysis, SVC will develop a series of options and recommendations 


for improvements to Nevada’s current MCO program. This will include examples of how other 


states’ best practices are addressing key managed care issues and recommendations for 


application in Nevada. All recommendations will be tailored to address the State’s goals and 


any identified gaps in current programming. We will assess the implications of each option 


such as any applicable fiscal impact, operational requirements, required technical changes, 


policy considerations and the required state and federal approval process.  


 
 
                 Topic              Decision Points                        Considerations 


Institutional Diversion  If institutional 


populations excluded, 


what strategies will 


be implemented to 


incentivize 


institutional 


diversion? 


 For individuals who 


transition to 


institutional setting, 


Contractor financially 


responsible for 60-


180 days & 


disenrolled after that 


time period 


 Pay-for-performance 


program associated 


with 


institutionalization 


rates 


 Performance 


withholds or 


recoupments if over 


target rate of 


institutionalization 


 


 MN & WA limit nursing home 


risk to 180 days 


 TN: Rate setting methodology 


includes assumptions of 3-4% 


decrease in institutional care 


over 2 years (assumptions 


reassessed annually) 


 HI: Incentive payments for 


increased HCBS and decreased 


institutional care 


 TX: Contractors face penalty if 


nursing home occupant baseline 


from previous year is exceeded; 


resulted in reduced nursing 


facility utilization 


 


EXCERPT FROM SVC’S MANAGED CARE DECISION MAKING TEMPLATE 


TEMPLATE 
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3.1.1:         Recommend revisions to strengthen and improve the  
                    Division’s oversight, recommendations must comply with  
                    federal and state requirements. 
 


SVC will 


review 


current MCO 


reporting 


manuals, 


external 


quality review 


contracts and 


reports, State 


oversight 


policies and 


procedures, 


current MCO 


contracts and 


the State quality strategy.  We will identify all contract deliverables and federal oversight 


requirements to ensure a reporting or oversight strategy is in place to measure performance 


and contract compliance for each deliverable. Throughout this process we will leverage our 


staff’s extensive Medicaid managed care experience as described in Section 4.   


For any contract deliverable or federal requirement for which a monitoring and oversight 


strategy is not currently in place, SVC will develop options and recommendations. Options and 


recommendations will be developed based on our work with multiple states on managed care 


and our review and assessment of nationwide practices and federal requirements. For 


example, to the extent standardized measures such as the Healthcare Effectiveness Data and 


Information Set (HEDIS) are available and not currently being utilize, they should be strongly 


considered in conjunction with any measures requiring Nevada-specific tailoring to reflect 


unique program components.  


Further, we will review current monitoring strategies to ensure completeness and identify 


areas for improvement. For example, current MCO report specifications will be reviewed to 


ensure they provide the level of detail necessary to ensure consistent and accurate reporting 


among the MCOs.  For example, for claims denial reporting, it is important that the definition 


of denials is clearly delineated to ensure each MCO is categorizing duplicate and misdirected 


claims identically.  This type of analysis is critical to ensure comparisons between MCO 


performance is conducted appropriately.  Additionally, we can recommend reporting 


specifications for any deliverables where MCO reporting is not currently required.   


Our review of current reporting and oversight strategies will also focus on ensuring 


compliance with 42 CFR 438.66. These requirements are tracked in our managed care 


decision making template described in Section 3.1.  Specifically, federal regulations require 


that the states monitor recipient enrollment and disenrollment, processing of grievances and 
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appeals, violations subject to intermediate sanctions (e.g., failing to provide medically 


necessary services, charging premiums in excess of Medicaid guidelines, etc.) and violations 


of conditions for federal financial participation (FFP) (e.g., contracting with excluded 


entities).  The SVC team will ensure there 


are sufficient reporting and oversight 


mechanisms in place to effectively 


monitor these areas.  For example, to 


monitor the processing of grievances and 


appeals, at minimum, grievance and 


appeal volumes and processing timelines 


should be monitored.   


Additionally, we will continually monitor 


developments in managed care 


monitoring requirements at the federal level to ensure all recommendations comply with 


evolving mandates. For example, it is anticipated that proposed Medicaid managed care rules 


will be finalized during the course of this contract. To the extent the proposed rules issued in 


July 2015 are finalized, this would include new State requirements such as development of a 


comprehensive managed care report, annual reporting regarding network adequacy 


compliance, compliance with CMS specified standardized performance measures and 


performance improvement projects, medical loss ratio reporting and financial auditing 


requirements. 


In developing recommendations and options for improved Division oversight, SVC will assess 


if implementation will require changes to Nevada’s MCO contracts, Nevada Administrative 


Code, MCO policy and procedure manuals and other State protocols or documentation. 


At the State’s request, following the development of recommended revisions to the State’s 


oversight practices, the SVC team can develop tools to assist the State in monitoring MCOs 


based on any gaps identified during the review, analysis and recommendation phases 


described in Section 3.1. For example, this can include the development of onsite monitoring 


tools and protocols, dashboard reports of key program measures and MCO monitoring policies 


and procedures. 


 


Optional Service – Onsite Nevada Specific Monitoring Tool 


Regular onsite visits to observe MCOs ongoing operations by the State or its designee are a 


critical component of a State managed care oversight strategy. Onsite visits allow State 


officials to observe processes at the MCOs’ business location and obtain insight that cannot be 


gleaned through paper-based monitoring strategies such as MCO self-reporting or encounter 


data review. This strategy allows State staff to monitor MCO practices and technology such as 


claims processing, call centers and utilization management tracking and reporting. Such 


onsite demonstrations are utilized to validate that MCOs are meeting required information 


systems and technology requirements related to areas such as beneficiary enrollment, 


electronic data exchange and security, claims payment and care coordination. Onsite reviews 


can also include interviewing MCO staff to determine whether processes outlined in written 


submissions to the State function as described when implemented at the beneficiary level, and 


to gauge whether MCO staff understands the key components of the program. Critical staff 


interviews may include care managers, call center, claims and provider relations staff. MCO 


onsite visits should be both scheduled and unannounced.  Scheduled visits allow the State to 


SVC Optional Value-Added MCO Oversight 
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ensure key MCO staff will be readily available to discuss agenda topics and that any required 


MCO documentation can be requested in advance and available for the onsite meeting. 


Unannounced visits provide the opportunity for the State to observe typical operations without 


MCO advanced preparation and provide key insights into how the organization truly 


functions.  


As an optional service, SVC can, at the request of the State, develop Nevada specific protocols 


to assist State staff in conducting announced and unannounced site visits to MCOs. Such 


protocols would include an inventory of requirements to be reviewed at each visit and expected 


information to be provided by the MCO to demonstrate performance and compliance. With 


State approval, requirements would be organized according to the timeline in which different 


requirements should be reviewed.  SVC recommends organization of a tool by month, such as 


creation of different tabs within a spreadsheet for each month of the year.  This provides a 


roadmap for the required monitoring activities and clearly organizes the steps and sequence 


for oversight.  SVC stands ready, at the request of the State, to analyze each item to determine 


the sequence and timing of review of each requirement. For example, utmost priority must be 


given to any items that may impact member health and safety as well as the overall member 


experience. Sequencing of review items would also be prioritized based on risk to the State and 


success of the program. Further, identification of when specific items should be reviewed 


would consider the required length of time necessary to evaluate the deliverable, such as the 


need to gather sufficient data or account for claims lag and run-out.    


 


Optional Service – Dashboard Reports 


SVC can assist the Division in development of dashboard reports to clearly and concisely 


illustrate MCO performance and program outcomes, trend results over time, and compare 


MCO performance. Specific metrics for inclusion on the dashboard would be based on the 


review of the MCO contract requirements, reporting manual and State priorities. However, 


suggested areas for inclusion include claims payment timeliness and denial rates, call center 


metrics, prior authorization data, case management referral rates and financial performance 


indicators. These areas can be adjusted to the State’s reporting and contract requirements. 


Additionally, separate dashboards can be developed based on the needs of the state staff 


utilizing the reports. For example, while State operations staff will require a more in depth 


analysis and documentation, executive leadership may benefit from a more condensed version 


of the dashboard report with easily identifiable status indicators, such as red to identify non-


compliance, green to identify when no performance issues are present and yellow to identify 


at-risk areas.   


 


Optional Service – Monitoring Policies and Procedures 


To ensure consistent monitoring of MCOs, SVC can provide technical assistance in the 


development of monitoring policies and procedures for use by Division staff responsible for 


MCO oversight.  SVC staff has demonstrated experience in developing such policies and 


procedures for State Medicaid agency staff.  This includes, for example, policies and 


procedures for when and how to collect liquidated damages, under what circumstances MCO 


compliance issues are to be escalated to Division executive staff, and policies surrounding 


when corrective action plans are required and under what circumstances they can be lifted.  


Such policies and procedures are critical in assuring State staff are consistently applying 
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oversight strategies, and serve as a useful resource to staff versus continual review of the 


cumbersome MCO contracts every time a non-compliance issue arises.    


3.1.2:  Recommend revisions to the MCO contract as it relates to  
                    improving program oversight and compliance.  
 


 


Analysis from Nevada state staff and our review of the current MCO contract and 


programming against nationwide trends and best practices, as described in our response to 


Sections 3.1 and 3.1.1 will inform SVC recommendations for MCO contract revisions. Specific 


recommended revisions will be based on the analysis process, but are likely to include contract 


language to reference specific MCO reporting requirements as well as both incentives and 


non-compliance penalty provisions.  


While incentive provisions such as capitation withholds and bonuses with release of funds 


earned only upon achievement of State specified metrics are typically tied to clinical or 


outcomes based measures, they can also be a useful strategy in addressing key MCO 


compliance issues. This is particularly true during the first year of a new MCO contract term 


or following implementation of a new program policy such as carving in a new covered benefit 


or population when sufficient baseline data for non-operational measures is not available, or 


the State seeks to ensure MCOs focus sufficient resources on meeting operational 


requirements.  


Additional options to address non-compliance includes strategies such as the use of liquidated 


damages, written warnings, corrective action plans, withholding full or partial capitation 


payments until compliance is demonstrated, suspending auto-assignment or assigning 


membership to another MCO. SVC will recommend options which are linked to the severity of 


the non-compliance as well as associated State, member, provider or stakeholder impact. Our 


recommendations will be informed by state staff input on areas of concern. For example, 


stringent non-compliance remedies should be tied to MCO actions which compromise member 


safety or access to services. As we have assisted other states in this process, our managed care 


decision making template, as described in Section 3.1, has a series of options, state practices 


and federal requirements for non-compliance remedies as well as incentives. All SVC 


recommendations will be in compliance with 42 CFR, Subpart I, and any subsequent 


revisions. 


SVC will also carefully review current contract termination and expiration provisions to 


ensure there is sufficient State and beneficiary protection in the event contract termination or 


non-renewal would be required. For example, there are significant transition activities an 


MCO should be required to conduct following the contract end date such as continuing to 


submit encounter data for a sufficient time period to address claims lag, maintaining claims 


processing, transferring relevant data, participating in an External Quality Review (EQR) for 


the final contract year and handling member grievance and appeals with respect to dates of 


service prior to the date of contract expiration and termination. 


 


As described in Section 4, SVC has worked in multiple states to identify nationwide Medicaid 


MCO contract strategies and provisions to improve program oversight and compliance. 


Throughout our years of vast managed care experience, we have developed an internal library 
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of State MCO contracts which will be leveraged to identify potential options for Nevada. While 


SVC can bring our internal legal expertise in developing contract options, we do not provide 


legal advice and recommend the State work with their legal counsel for review of final 


contract language.  


3.1.3:  Recommend revisions to contract terms and payment  
                    structure to incentivize MCO vendors to reduce costs  
                    through pay for performance measures. 
 


In developing recommended pay for performance measures, review of the State’s goals and 


priorities as well as current MCO performance will be paramount. As we have done in 


multiple other states, SVC will develop an inventory of options for pay for performance 


measures to align with State goals as well as areas where improved MCO performance is 


feasible and desired. For example, on areas where MCOs are already performing in the upper 


percentile on a HEDIS measure, room for additional improvement may be limited, or may 


cause the State to desire focusing on areas where MCO performance is currently weaker.  


Nevada State staff input and input from the State’s actuary will be critical to informing SVC 


recommendations. 


 


Our process will consider factors such as selecting the appropriate number of measures and 


putting the right amount of money at risk. Decisions related to how much funding will be at 


stake will be dictated in part by federal requirements for actuarially sound rates and incentive 


arrangements that do not provide for payment in excess of 105% of the CMS approved 


capitation payments. The development of options will also be informed by ensuring there is 


sufficient money at stake to provide enough incentive for MCOs to devote resources to 


improving. For example, if there are too many measures selected in a pay-for-performance 


program, the money at stake for each measure may not be sufficient to make up for MCO 


investments to improve performance. Further, such an issue may cause MCOs to spread their 


efforts thin over multiple initiatives, thus reducing potential improvement of outcomes. 


 


In addition to outcomes measures, we also recommend considering performance standards 


tied to operational metrics, such as providing timely reports, submitting clean claims data, or 


ensuring call centers address member and provider needs effectively.  In our experience, MCO 


performance on operational metrics can be effectively managed through liquidated damages 


provisions, creating a built-in incentive for consistent execution of contractual responsibilities.  


The thoughtful design of these incentives can add the positive effect of reducing the level of 


effort required in State oversight. 


Additionally, at the State’s option, SVC can assist in developing non-financial incentives tied 


to State priority areas such as tying the MCO auto-assignment algorithm to MCO 


performance or providing MCO performance reports to beneficiaries during the MCO 


selection process.  


 


Looking ahead to this summer’s RFP, and with the goal of reducing costs in mind, we would 


also suggest considering the State’s approach to cost scoring and the potential of bidding 
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capitation rates.  We have extensive experience in supporting the development of client-


specific pricing and cost evaluation strategies, and in 2015 co-authored a white paper on the 


subject: http://www.milliman.com/uploadedFiles/insight/2015/fixed-offer-competitive-bid.pdf 


 


3.2:     Assist state staff in providing recommendations to  
                    executive staff and the Nevada Legislature regarding the  
                    potential MCO expansion. 
 


As described in Section 3.3, SVC will conduct a thorough analysis of the Nevada Medicaid 


program to determine the impact of potential MCO expansion, using the SVC managed care 


decision making template. Following the analysis phase, SVC will develop recommendations 


for program and policy design. The analysis and recommendations will be synthesized into 


materials appropriate for use by state staff to provide recommendations to executive staff and 


the Nevada Legislature.  


 


Our proposed approach includes the development of a comprehensive report. The 


comprehensive report will inventory all findings and recommendations and is anticipated to 


provide the following key components:  
- Overview of the current Nevada Medicaid program 


- National trends in Medicaid managed care 


- Opportunities for Expansion of Managed Care in Nevada 


- Summary of stakeholder input received 


- Analysis of potential impact to: 


o Recipients  


o Providers 


o Local government as it relates to reimbursement for administrative and medical 


services 


o Native American tribes 


o State agencies that provide billable administrative and medical services 


- Cost-benefit analysis inclusive of impact to: 


o Potential loss of revenue to state agencies 


o Intergovernmental transfer of funds 


o Certified Public Expenditures 


o Drug rebates 


- Recommendations based on analysis, inclusive of description of other options evaluated and 


how the proposed approach is best suited for Nevada: 


o Included populations 


o Geographic scope 


o Covered services 


o Implementation strategy (e.g., any applicable phase-in approach) 


o Proposed timeline 


o Federal operating authority (waivers, state plan amendments, etc.) 


o Quality components 


- Methods to leverage existing resources such as certified public expenditures, 


intergovernmental transfer of funds and provider tax and assessments 


 



http://www.milliman.com/uploadedFiles/insight/2015/fixed-offer-competitive-bid.pdf
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As the final report is being developed, it will undergo a rigorous internal review process. 


SVC’s culture fosters collaboration within our team and with our client. We develop and 


complete work products in a synergistic atmosphere and share authorship responsibilities with 


team members.  Within the team, we receive and provide feedback and conduct peer reviews 


on draft work products.  We work closely with team members to ensure quality reviews are 


applied to all our work products.   


The SVC Team will engage its high-level managed care Subject Matter Experts (SMEs) to 


review the report and to develop the key recommendations.  This team of experts will be 


integrally involved at several different points in the process to provide strategic guidance and 


formulate conclusions and recommendations based on extensive knowledge of Medicaid 


managed care.  Additionally, SMEs will extensively review the final report for methodological 


rigor, accuracy, comprehensiveness, and soundness of conclusions. The SMEs’ wide array of 


health policy and healthcare experience ranging from public health, Medicaid and insurance 


will inform and refine the report.  


Additionally, we propose to develop accompanying documents including a presentation slide 


deck for executive staff, a presentation slide deck 


for the legislature, a presentation slide deck for the 


general public such as stakeholders and 


constituents, and an executive summary. These 


accompanying documents will serve to provide 


summarized, easily digestible information which 


will be tailored to the individual audience. For 


example, the legislative slide deck may focus on 


stakeholder impact and budgetary issues and 


concerns whereas executive staff presentations will 


also need to include analysis such as high-level Division operational impacts.  


SVC is skilled at developing documents for a variety of audiences, often creating multiple 


versions distilling information at the level of complexity and tone required by the given 


audience.  We support communication teams in a variety of states helping to distill complex 


information into digestible formats.  This allows us to ensure that our research and 
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recommendations are effectively communicated to a wide array of audiences in the manner 


most effective for that audience.  We are prepared to develop any additional versions of 


documents required to serve the needs of the Division and are committed to working with the 


State to identify all appropriate methods for all prospective audiences, including legislators 


and policymakers and the general public. 


SVC is experienced in synthesizing findings from Medicaid managed care studies into 


communication materials for executive level staff and the legislature. For example, the SVC 


team was a key component of the State of Indiana’s ABD (Aged, Blind and Disabled) Task 


Force.  This Task Force was developed in response to legislation which mandated the State 


study options for managing care of ABD Medicaid populations.  SVC, in collaboration with 


the State’s actuary, undertook a comprehensive review of the Indiana ABD population, 


expenditures, programming and nationwide trends.  This included mapping the current 


eligibility groups, associated programs and services available to Indiana ABD enrollees.  SVC 


analyzed the potential options for better managing care for the ABD population and analyzed 


options against components such as the potential for cost savings, ability to deliver efficient 


and high quality care and impact to state and federal funding streams. Results were 


synthesized into a final report to the legislature, as well as accompanying PowerPoint 


presentation slides and an executive summary.  


 


Additionally, we worked with the MaineCare Redesign Task Force to identify recommended 


strategies for the redesign of Maine’s Medicaid program and potential cost savings options.  


This analysis included a review of nationwide managed care strategies and options to tailor 


such programming to account for Maine’s specific managed care history and landscape. The 


final deliverable was a report to the legislature. 


 


3.2.1:  Recommendations may be based on population,  
                    geographical location and/or services such as Long Term  
                    Support Services. 
 


SVC will develop recommendations for inclusion of different populations, geographic 


locations and covered services based on information gathered in the analysis phase described 


in Section 3.3. The SVC managed care decision making tool accounts for these decision points 


and identifies key issues for the State to consider when deciding what populations, geographic 


locations and covered services to include. Our tool provides a tested and streamlined process 


as we have utilized this tool in multiple states to guide decision making. This will be 


particularly important given Nevada’s aggressive timeline to develop recommendations for the 


legislature.   


When considering a Medicaid managed care expansion, it is critical that a population specific 


analysis be conducted. This is because the potential for cost savings and impact to the 


population will be based on factors that may be unique and vary among eligibility categories 


such as utilization of services, current costs, existing management strategies, funding streams 


and upper payment limit considerations. For example, potential savings under managed care 


may be gleaned by reducing avoidable costs, such as inpatient hospital and emergency room 
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(ER) services for individuals with health conditions such as chronic obstructive pulmonary 


disease (COPD), congestive heart failure, pneumonia, and septicemia, through better care 


management practices.4 However, some service categories, such as office visits, may increase 


as a result of the shift from avoidable ER visits. Therefore, potential savings may be less for 


populations which have lower per member per month inpatient claims or avoidable costs. 


Additionally, for duals (individuals eligible for both Medicare and Medicaid), estimated 


savings is typically significantly less than for non-duals because the claims costs savings for 


the dual populations would be shared with Medicare.  


Options and recommendations for included services will also be developed. The State will need 


to consider if any services such as behavioral health, non-emergency medical transportation, 


dental or home and community-based waiver services will be carved-out of an expanded 


managed care program. Our recommendations and analysis will consider the importance of 


full integration, both in terms of potential cost savings and improved outcomes for enrollees.     


Upon contract award we will review Nevada’s current covered eligibility groups in 


determining the specific population break-out appropriate for the analysis. However, we would 


anticipate conducting a separate analysis of impact for each §1915(c) waiver, duals, nursing 


home enrollees, individuals residing in intermediate care facilities for the intellectually 


disabled (ICF/ID) and children versus adults. Our approach would include review of potential 


cost savings by population, based on data analysis provided by the State or its actuary. Any 


potential concerns regarding the extent to which cost savings can be achieved by population 


group will be balanced and assessed against other state goals such as improved coordination, 


quality or access to services.  Further, recommendations would be informed based on review 


of impact to key stakeholders such as current entities conducting assessments and delivering 


case management services for the LTSS population and potential loss of revenue from current 


funding streams.  


 


In developing recommendations, geographic factors must also be taken into account. Rural 


versus urban areas create unique issues, such as the availability of a sufficient provider base 


to operate under a managed care model. Our analysis will include the issues and concerns 


with implementing managed care on a statewide basis or only in certain regions. This will be 


based on our analysis of member access across the state as described in our response to 


Section 3.3.2 and the availability of options to mitigate potential access issues where network 


adequacy under a managed care model may be difficult. Further, it will be informed by issues 


such as the extent to which current management strategies such as accountable care 


organizations (ACOs) or cross payer delivery system reforms are already thriving in certain 


areas of the state which the Division seeks to preserve. SVC will rely on state staff input on the 


current Nevada delivery system to inform our analysis.  We will evaluate the pros and cons of 


each approach and include in the development of our recommendations.  


 


                                                        
4 Damler, R. and Houchens, P.  (2013 Dec).  Aged and Disabled Report.  Retrieved from 


http://www.in.gov/fssa/files/15ABD_Report.pdf. 
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Additionally, our recommendations will include an assessment of inclusion of different 


covered services and potential service carve-outs. For example, the State may opt to include 


the majority of populations in an expanded program but continue to cover certain services via 


the fee-for-service delivery system. In general, inclusion of the majority of Medicaid covered 


benefits in an MCO benefit package may promote integration and efficiency. Further, in 


considering carve-outs, it is important to note that CMS has established key elements that are 


expected to be incorporated into a managed long-term services and supports (MLTSS) 


program. One such element is the requirement to provide a comprehensive integrated service 


package through which the MCO provides or coordinates all physical and behavioral health 


services. States seeking approval for an MLTSS program will be required to justify all carve 


outs and explain how goals such as integration, efficiency, improved health, quality outcomes 


and appropriate incentives are maintained. Therefore, if the State were to implement a 


managed care expansion with carve-outs, care must be taken to ensure these goals are 


maintained and there is a focus on ensuring community-based versus institutional care. To 


the extent it was determined during the analysis phase that carve-outs are appropriate and 


desired, SVC can recommend contract requirements or incentives for MCOs regarding 


coordination with entities and providers rendering those carved out services. 


3.2.2  Recommendations may be a phase in approach to limit  
                    financial cash flow concerns and/or adverse impact.  
 


As illustrated in the fiscal impact provided by 


the Division for AB310, the claims tail 


required to pay fee for service run out claims 


at the same time a capitation payment is made 


to the MCOs may create a potential cash flow 


concern for the State. SVC will review this data 


during our analysis phase and will work with 


the state staff and actuary to develop potential 


options and recommendations to address. For 


example, this impact may potentially be 


reduced through implementing a phased-in 


approach by region, population or services. In 


determining whether a phase-in approach is 


appropriate, SVC will also advise the State of 


pros and cons of each option and develop 


recommendations accordingly. Our 


recommendations will be developed based on 


nationwide best practices, taking into 


consideration issues unique to Nevada. 


Further, our recommendations will be based 


on potential impact to the CMS approval 


process. For example, CMS approval will be 


hinged on a deliberate implementation 
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approach which provides sufficient time for member choice, network development, effective 


communications and sufficient operational infrastructure.  


 


Additionally, SVC can review with the State and its actuary assumptions that were included in 


the original calculations for the fiscal impact for AB310. As an example, determine if 


potential savings are to be gleaned by reduction in other contract costs such as reduced 


volume with the pharmacy benefits manager (PBM) or any prior authorization vendor, or 


reductions in state staffing could be considered.  


 


3.2.3:  With assistance from state staff recommendation(s) must                 
                     contain a cost benefit analysis which includes the potential  
                     loss of revenue to state agencies as well as  
                     Intergovernmental Transfer of Funds, Certified Public  
                     Expenditures and drug rebates. 
 


In developing final recommendations, SVC will include a cost-benefit analysis that considers 


the potential loss of revenue to state agencies, as well as intergovernmental transfers (IGTs), 


certified public expenditures and drug rebates. Our analysis phase, as further described in 


Sections 3.4 and 3.6, will include a review based upon State provided data, including the 


available revenue at risk. We will develop recommendations to mitigate potential losses. This 


will include providing policy options to preserve the current IGTs and Certified Public 


Expenditures, such as carving out certain benefits and/or making certain providers the 


exclusive providers of services through MCO contracts.  As further described in Section 3.6, 


we will also provide recommendations to maximize drug rebate collection. These components 


will be included in the cost-benefit analysis to assess whether the benefits that result from 


managed care expansion outweigh costs associated with loss of current funding streams.   


Additionally, our recommendations will be based on an analysis of other benefits which may 


be gleaned from the implementation of managed care. For example, it will be important to 


consider potential benefits that may not necessarily be quantifiable in terms of dollars saved or 


expended, but which should also be carefully weighed. SVC will assist the Division in 


articulating key goals, values and objectives by which a managed care model should be 


evaluated against such as the potential to improve quality and outcomes, enhance enrollee 


choice, expand access to care and improve coordination across the healthcare delivery system. 


SVC is experienced in conducting cost-benefits analyses for states considering Medicaid 


managed care expansion. For example, as further described in Section 4, our work on 


Indiana’s ABD Task Force included an assessment of impact to collection of provider taxes, 


supplemental payments and intergovernmental transfers for intensive mental health services. 


This cost-benefit analysis led to the implementation of a managed care program which 


ultimately excluded services and enrollees for which the costs of losing these funding streams 


eliminated any potential savings or negatively impacted provider reimbursement. 
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3.3:          With assistance from state staff, identify the potential impact   
               of the possible expansion of the State Medicaid MCO  
               Program. 
 


SVC will identify the wide ranging impact of potential managed care expansion. As further 


described in the sections below, our analysis will include a comprehensive assessment of 


impact to stakeholders, Medicaid recipients, providers, local government, Native American 


tribes, state agencies and current funding streams. This study will be based on review of State 


provided data as well as our extensive knowledge of nationwide Medicaid managed care 


policies, practices and outcomes.  Additionally, we will provide options and recommendations 


to the State to mitigate any potential negative consequences of MCO expansion which are 


identified.  


 


3.3.1:          Assist state staff in identifying the potential impact to  
                  communities through the continuation of town hall    
                  meetings to gather public and stakeholder’s input.  


 
SVC recognizes that one of the most important steps a state can take when evaluating new 


policy and program options is to engage community stakeholders early in the process. 


Involving key stakeholders in the policy development process through consensus building will 


reduce the risk of opposition and undue influence from special interests, as well as generally 


expedite any formal administrative or legislative action required to support new initiatives.  


Further, in relation to the development of Medicaid managed care programs, particularly as it 


relates to the inclusion of LTSS populations, CMS expects to see extensive stakeholder 


engagement in program development. To the extent federal waivers under §1115 or §1915(c) 


are required to implement any expansion option Nevada eventually pursues, a public notice 


process is also a mandatory component of the waiver submission.  


Additionally, implementation of a managed care program will impact stakeholders in a variety 


of ways. State communication and input sessions need to be tailored to address the different 


interests of providers, members and advocates. For example, providers often have concerns 


regarding needing to navigate multiple MCO policies and operational requirements and 


perceive that reimbursement rates will be reduced, care will be rationed and claims will be 


processed more slowly.  Members often worry they will lose access to current providers. SVC 


can assist the State in navigating these concerns as we have worked with our clients to 


strategize the stakeholder engagement process, developing strategic messaging and translating 


those concepts into materials to support stakeholder communications, including PowerPoint 


presentations, frequently asked questions (FAQs), and talking points.  


SVC’s experience in stakeholder engagement ranges from advising clients of best methods 


and strategic timing of involving stakeholders, developing messaging and communications 


strategy to formally managing a legislative or agency created specialized task force. SVC has a 


wealth of experience in managing stakeholder task forces, including (i) conducting statewide 


assessments and evaluations of the issues to be studied by the task force, (ii) identifying 
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strategies and best practices, (iii) identifying and analyzing available resources to fund 


taskforce recommendations, and (iv) preparing final reports, inclusive of all findings and 


formal task force recommendations. Please refer to Section 4 for specific details on our 


stakeholder engagement experience. 


3.3.1.1:         These meetings are currently being conducted by state  
                       staff. 
 


SVC is fully prepared to support the State in the town hall process. We understand the State 


intends to continue the meetings and provide summaries of the transcripts for the successful 


bidder to evaluate and include in the impact analysis. This approach poses no concerns for 


our team. We will leverage our national experience in advising states on stakeholder 


engagement strategies to review feedback received from the town hall meetings and 


recommend next steps. For example, key concerns raised by stakeholders will likely inform 


communication strategies and identify key themes for public messaging. We will synthesize 


such information for the State and develop recommended next steps. 


 


To the extent the State desires to seek additional assistance as the project evolves, our 


offerings are flexible and can be tailored based on the State’s needs, including meeting 


scheduling and logistics, agenda development, meeting facilitation, note taking, presentation 


development and meeting follow-up activities.  


 


3.3.1.2:         Assessment of the information gathered and a report of      
                       the findings/results will need to be completed.  
 


SVC will synthesize the findings of the information gathered during the town hall meeting 


process. We will provide a draft report for the State to review and provide feedback. We will 


then incorporate State feedback into a final 


report. Our report would include, at minimum: 


(i) a summary of the process undertaken; (ii) a 


synthesis of the feedback received during the 


process, organized by key themes; (iii) an 


analysis of the feedback received, including 


potential mitigation strategies to address any 


concerns raised by stakeholders; and (iv) 


recommendations.  Findings from this process will also be included in the final 


recommendation report, as further described in our response to Section 3.2. Additionally, at 


the State’s option, our team can develop supplemental materials which assess information 


gathered, such as presentations, one-page summaries or a spreadsheet detailing all comments 


received. These supplemental materials can be utilized by the State to communicate findings to 


different audiences. For example, the high level summary could serve to communicate high 


Proposed Stakeholder Report Content 


 Process summary 


 Synthesis of feedback received 


 Analysis of feedback including 


mitigation strategies to address 


concerns 


 Recommendations 
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level themes to executive level staff. Presentations may serve useful in communicating with 


CMS to the extent the State opts to expand their managed care program. 


 


We have extensive experience in developing reports as the outcome of stakeholder engagement 


processes or formal task forces. As described in Section 3.2, we partnered with the State of 


Indiana in facilitating their legislatively mandated task force to study options to manage care 


for aged, blind and disabled Medicaid enrollees. This involved stakeholder meetings and the 


synthesis of findings into a final report to the legislature. This process laid the foundation for 


the development of the Hoosier Care Connect Program, a risk-based managed care program 


authorized under §1915(b) waiver authority for non-dual aged, blind and disabled enrollees 


residing in the community.  


 


3.3.1.3:         The state is open to any other recommendations the  
                       vendor may have in this area depending on the state’s  
                       available resources and timeline. 
 


Town hall meetings offer a valuable opportunity for stakeholders to convene, listen to State 


presentations and provide feedback. However, these forums can also be difficult for 


consumers and providers to attend in person. Barriers may include long travel distances, 


beneficiary transportation barriers or time conflicts. To address such concerns, SVC has 


assisted states in developing online surveys to gather feedback on policy options. Additionally, 


our team has compiled and analyzed the results. Surveys are also beneficial because it allows 


the State to quantify responses and seek feedback on specific questions. We would be prepared 


to develop survey questions for State review and approval. If this strategy is desired by the 


Division, we would in-turn assess and compile findings into the report described in our 


response to Section 3.3.1.2.  


 


Additional options to gather stakeholder feedback include hosting individual targeted sessions 


with key stakeholder groups such as the hospital association, key advocacy groups, provider 


associations and potential MCOs. These targeted sessions would provide the opportunity to 


seek feedback on specific program components and to further nurture key stakeholder 


relationships. Further, as the State studies impact of an expanded MCO program on the LTSS 


community, targeted focus groups with consumers, their caregivers and providers is 


recommended. SVC is prepared to assist the State in developing agendas, recommending 


topics for discussion, facilitating meetings and compiling findings and action items, at the 


request of the State.  
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3.3.2:          With assistance from state staff identify the potential  
                     impact to recipients, data regarding MCO adequacy of  
                     providers and access to care in Nevada is available.  
 


The impact to Medicaid recipients is significant when transitioning to a managed care delivery 


system.  SVC will leverage our nationwide experience and expertise to assist Nevada in this 


analysis. When reviewing recipient impact, it is critical to disentangle issues that have been 


influenced by recipient fear and lack of understanding regarding managed care. It is common 


for states implementing managed care to experience recipient resistance and trepidation 


associated with the change as they are concerned they will see a reduction in services and lose 


access to current providers. Such impacts and perceptions can be minimized through 


coordinated and proactive State and MCO communication strategies, operational processes 


and policy decision-making. SVC can assist the Division in addressing both real and perceived 


member impacts through the development of policy, operational and communication tactics to 


ensure member choice, quality and access to services. For example, we can propose options 


for continuity of care, out-of-network access and other member protection strategies. 


 


We can also help the Division frame recipient messaging and communication strategies. For 


example, recipients will gain access to services typically not available under a traditional fee-


for-service delivery model. Under fee-for-service, the State is required to provide covered 


benefits and services within the limits and framework of the Medicaid State Plan—the 


contract between the State and Federal government describing how the State administers the 


Medicaid program. Managed care allows services to be provided in a more flexible manner 


versus being tied to the State Plan limits on benefits. Coupled with the financial incentive for 


MCOs to invest in services that lead to long-term savings from avoided institutionalizations 


and declines in health status, members gain access to enhanced services.  For example, MCOs 


may elect to, with State approval, offer home modifications to allow a member to stay in his or 


her home, additional units of service to prevent hospitalization, or enhanced transportation. 


Further, MCOs provide care coordination and case management services that are typically not 


otherwise covered by Medicaid, unless provided to members with targeted conditions 


established by the State via Targeted Case Management authority or §1915(c) waivers. 


Members will also gain access to additional informational and supportive resources such as 


twenty-four-hour assistance through MCO nurse call lines. These are the types of messages 


and impacts that the State can communicate to its stakeholders regarding the benefits of an 


MCO expansion on recipients. Further, we can assist the State in identifying options and 


approaches for a beneficiary support system and ombudsman services for situations when a 


beneficiary needs assistance in resolving an issue with an MCO.     


Our analysis of impact to recipients will also include an assessment of member access. This 


review will inform development of the strategy for geographic reach of the program, that is, if 


an MCO expansion should be statewide or regional. Further, it will inform if enrollment 


should be voluntary or mandatory. SVC will assess the adequacy of providers and access to 


care based on currently available information such as the Division’s 2014-2015 Network 


Adequacy Report. This issue will be particularly critical due to Nevada’s large rural and 


frontier areas. Under a mandatory Medicaid managed care program, federal rules require that 


recipients be given a choice of at least two MCOs. However, the State can limit enrollment to a 
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single MCO in rural areas so long as the recipient has the choice between at least two 


physicians and can obtain services from an out-of-network provider for any of the reasons 


delineated in federal regulations at 42 CFR 438.52. Ability to comply with these federal 


requirements for mandatory statewide enrollment will be a key component of our analysis.  


Additionally, our analysis will include factors that can mitigate some potential negative 


implications of managed care in rural settings. For example, rural regions present unique 


challenges for MCOs as low patient volumes prevent negotiation of lower rates with providers. 


However, there are examples of incentives states have used in rural areas to attract and 


maintain MCO participation which SVC can advise Nevada on.  Further, we can provide 


recommended steps to develop network adequacy as needed, such as contracting strategies or 


incentive arrangements.  


3.3.3:        Identify the potential impact to providers. 
 


Medicaid providers will also experience significant changes with a State’s move to managed 


care. SVC will assist the State in identifying provider impact and developing options and 


recommendations to ensure provider support. When states transition to managed care, it is 


common to hear provider concerns regarding their need to contract with one or multiple 


MCOs. This requires negotiating with the MCO(s) and going through a credentialing 


process(es). Such factors need to be considered in developing an implementation timeline, 


particularly to ensure sufficient time is provided to meet CMS network adequacy 


requirements. Additionally, providers are required to begin submitting claims to different 


entities and following the utilization management policies of the MCOs.  This may involve 


seeking prior authorization for services not otherwise required in fee-for-service.  


 


However, such requirements are similar to the commercial market where healthcare providers 


are required to navigate the policies and requirements of each health plan with which they 


contract.  Further, the State can opt to reduce provider burden by streamlining processes. For 


example, states have implemented uniform credentialing forms that all MCOs must utilize to 


prevent a provider from having to submit duplicative paperwork to multiple entities. SVC can 


assist the State in identifying potential options to minimize negative provider impact and 


streamline processes where operational efficiencies can be obtained while simultaneously 


preserving opportunities for individual MCO innovation. 


 


Additionally, with the move to managed care, it is not uncommon for providers to be 


concerned their reimbursement rates will be reduced, care will be rationed and claims will be 


processed more slowly.  Such concerns can be addressed through state policy decision-making 


such as setting reimbursement floors, setting claims processing timeliness standards, 


establishing a medical loss ratio, audits of service and claims denials and penalties for non-


compliance.  SVC will lead the State through analysis of provider impact and policy and 


operational solutions to mitigate negative outcomes utilizing our managed care decision 


making tool described in Section 3.1. 


 


Further, there are unique impacts to the LTSS provider community which will need to be 


identified and addressed. Such providers have less experience working with MCOs and will 
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require significant support to operate under a managed care arrangement. CMS expects to see 


supportive communications and strategies implemented that address the unique needs of these 


providers. SVC will assist the Division in identifying the impact to LTSS providers, as well as 


potential mitigation options, MCO requirements and communication strategies. 


Our team’s extensive involvement in Medicaid managed care implementation makes us 


uniquely positioned to understand provider and stakeholder concerns. For example, we 


recently attended CMS stakeholder feedback sessions for Iowa’s High Quality Healthcare 


Initiative. During this process we identified key themes for the State and provided 


recommendations for next steps such as updates to communication strategies and development 


of mitigation strategies for identified concerns.  


 


3.3.4:           With assistance from state staff, identify the              
                      potential impact to local government as it relates to  
                      reimbursement for administrative and medical  
                      services.  
 


SVC will review State provided data related to current expenditures made to each local 


government provider.  We will review and inventory the services currently being provided by 


these entities, in conjunction with any portion of state match they are currently providing. 


This will help inform analysis of the impact of different program design components such as 


included benefits. For example, to the extent current services are being provided exclusively by 


local governments who are in turn funding the state Medicaid match, potential loss of State 


Medicaid revenue will need to be addressed. This may cause the State to consider excluding 


certain benefits from an MCO expansion strategy to maintain current funding streams or 


requiring MCOs to contract with local entities such as local health departments. Additionally, 


we will assist in identifying impact to local government staffing levels.     


 


3.3.5:          With assistance from state staff, identify the potential  
                     impact to Native American tribes. 
 


In the absence of a federal waiver, enrollment of Native Americans in Medicaid managed care 


programs must be voluntary. Additionally, regardless of mandatory or voluntary enrollment, 


there are several protections which must be afforded to Native Americans in accordance with 


section 5006(d) of the American Recovery and Reinvestment Act of 2009 (ARRA). For 


example, Native American members must be permitted choice of Indian healthcare providers, 


MCOs must have sufficient Indian healthcare providers in its network and minimum 


requirements related to reimbursement of Indian healthcare providers must be met. SVC will 







 RFP: 2013 
 


32 | P a g e  
 


assist the State in identifying all such impacts and associated options for program design and 


MCO contract requirements. 


 


Additionally, engagement of the tribes will be critical. Not only will this ensure buy-in and 


partnership with this key State stakeholder group, but is also federally required for any State 


Plan Amendment (SPA) or waiver required to implement MCO expansion. Our team has 


experience drafting tribal notices for SPAs and waivers and facilitating in-person tribal 


consultations. In addition to analyzing the impact to the tribes, we can assist the State in these 


functions upon request by the Division.  


 


3.3.6:          With assistance from state staff, identify the potential  
                    impact to state agencies that provide billable  
                    administrative and medical services such as potential  
                    downsizing of staff, etc.  
 


As a result of managed care expansion, State Medicaid staffing needs will change. MCOs will 


be responsible for coordinating care, ensuring provider network adequacy, conducting 


member outreach, and other roles previously assumed by the State Medicaid agency and its 


partner agencies. The impact is likely to be especially pronounced to the extent the State opts 


to include LTSS populations who are currently receiving case management services or 


functional assessments from state workers.  Impacts to state agency staffing also needs to be 


considered in conjunction with the increase in private sector jobs as MCOs bring new jobs to 


the community such as case management, utilization management and call center positions. 


 


SVC will review State provided financial data and the number of state staff providing billable 


administrative and medical services. We will help identify options for a new structure and 


staffing needs to address an expanded managed care enrollment, including how existing staff 


can be leveraged to fulfill the new roles created under an expanded model. This analysis will 


consider the impact of inclusion of different populations in the expanded program. We will 


analyze potential staff downsizing or shifting responsibilities as a result of MCO expansion, 


and will consider the impact based upon which populations are included in the expanded 


program. For example, an analysis would include impact of inclusion of LTSS populations 


versus exclusion. Additionally, our analysis will consider the extent to which new roles may be 


necessary to provide sufficient oversight of the MCOs and to administer federally required 


managed care requirements. For example, to the extent the proposed Medicaid managed care 


regulations released in June 2015 are finalized during the contract term, the State will have 


new reporting requirements including annual reporting on network adequacy compliance, a 


comprehensive managed care report and an annual actuarial certification report. Further, the 


State will have new obligations in relation to development of a beneficiary support system and 


development of communication materials such as model member handbooks and notices.  


 


At the request of the State, SVC can also assist in identifying the high-level impact to other 


State partnerships and contracts such as modified roles and reduction in volume at the State 
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fiscal agent, call centers, or any applicable prior authorization vendors or pharmacy benefit 


managers (PBM). 


 


3.3.7:          Report any potential impact the state may not be aware of  
                    and should consider based on the vendor’s experience  
                    and/or knowledge of other states’ MCO expansion. 
 


SVC will utilize our expertise gained from working in multiple states on Medicaid managed 


care program development and implementation. We continually keep abreast of issues 


impacting state Medicaid agencies through review of new federal regulations, industry 


research and tracking of emerging nationwide trends. Throughout the course of the contract, 


we will advise the Division of any new developments which will impact the project. For 


example, to the extent the revised Medicaid managed care federal regulations are finalized 


during the contract term we will assess the impact to all components of this project, including 


activities related to improvement of the current MCO program and MCO expansion.   


Additionally, throughout the contract term we will identify areas such as additional data needs 


or fiscal analysis for which actuarial support may be necessary or beneficial. Our 


understanding is the Division currently contracts with an actuary that may be leveraged to the 


extent the fiscal note for AB310 is insufficient to help the State understand rate and cost 


implications. We have experience working in collaboration with actuaries on development of 


Medicaid managed care programs and are fully prepared to work with the State’s actuary as 


needed throughout the course of the project. 
 


 


3.4:             With assistance from state staff identify ways to leverage       
                    existing resources if MCO expansion occurs, such as but not  
                    limited to: 
 


 


SVC will review data from the State regarding current Medicaid funding provided via certified 


public expenditures, intergovernmental transfers and provider taxes. We will include in our 


cost-benefit analysis the extent to which a managed care expansion would put these funding 


streams at risk and identify ways to continue leveraging these existing resources. For example, 


we will explore potential options such as carving-out certain benefits and/or making certain 


providers the exclusive providers of services through MCO contracts. Further, we will 


consider whether loss of these funding streams can be compensated for by potential reductions 


in staffing costs or other contract savings gleaned through reduced fee for service obligations 
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such as costs within current prior authorization or pharmacy benefit manager contracts. We 


recommend the actuary be closely involved in discussions related to maintenance of existing 


funding sources. This will be particularly important as regardless of the policy options utilized 


by the State to leverage existing resources, capitation rates must remain actuarially sound. 


 


3.4.1:         Certified Public Expenditures  
 


SVC understands the State currently funds a portion of its State Medicaid costs via certified 


public expenditures. We will assess the extent to which this is currently being leveraged from 


State provided data. Additionally, we will provide options for continuing to leverage this 


funding source.  


SVC is experienced in conducting cost-benefits analyses for states considering Medicaid 


managed care expansion. For example, as further described in Section 4, our work on 


Indiana’s ABD Task Force included an assessment of impact to collection of provider taxes, 


supplemental payments and intergovernmental transfers for intensive mental health services. 


This cost-benefit analysis led to the implementation of a managed care program which 


ultimately excluded services and enrollees for which the costs of losing these funding streams 


eliminated any potential savings or negatively impacted provider reimbursement. 


 


3.4.2:        Intergovernmental Transfer of Funds. 
 


SVC understands the State currently funds a portion of its State Medicaid costs via 


intergovernmental transfer of funds. We will assess the extent to which this is currently being 


leveraged from State provided data. Further, we will provide options for continuing to leverage 


this funding source and the impact of managed care on these transfers. Options will need to 


consider the impact of Medicaid managed care regulations at 42 CFR 438.6 which prohibits 


managed care incentive payments from being dependent on intergovernmental transfer of 


funds agreements. Further, options need to consider federal requirements which prohibit 


requiring MCOs to reimburse specific providers versus a general class of providers. For 


example, it would not be permissible to require MCOs to reimburse a specific hospital at a 


stated amount in order to continue leveraging intergovernmental transfers funded by counties. 


However, states can establish policies such as implementing a minimum fee schedule amount 


that is higher than the normal Medicaid fee-for-service rate for a class of providers in order to 


maintain increased payments to providers while maintaining funding streams. To the extent 


such options are leveraged, the State will still need to ensure its MCO capitation rates are 
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actuarially sound. Therefore, it will be critical to involve the State’s actuary in these 


discussions.  


 


SVC has experience in advising states on these options. For example, we worked with Iowa in 


reviewing options to maintain its physician and hospital supplemental payment programs with 


the movement of the majority of their Medicaid population into managed care.   


 


3.4.3:          Provider Tax and Assessments.  
 


SVC understands the State currently funds a portion of its State Medicaid costs via provider 


taxes and assessments. Further, these are used to finance enhanced payments to providers. We 


will assess the extent to which this is currently being leveraged from State provided data and 


provide options for continuing to leverage this funding source. Under an expanded managed 


care program, presumably the collection of assessment fees would not be impacted; however, 


there is a potential impact to upper payment limit (UPL) payments and enhanced payment 


arrangements. UPL payments are generally only available under fee for service arrangements 


as they are calculated based only on fee for service days in an institutional setting; therefore, 


transitioning enrollees from fee for service to managed care translates into fewer fee for 


service days and lower potential UPL payments. However, there are potential options to 


maintain UPL payments in a managed care setting through federal waiver authority or 


options such as converting hospital UPL payments to disproportionate share hospital (DSH) 


payments. SVC can assist the State in reviewing such options and recommending potential 


strategies to maintain current funding streams and enhanced provider payments.   


 


3.5:         Provider consulting services and project management for  
                MCO expansion:  
 


As further described in Section 4, SVC brings a wealth of consultative experience in Medicaid 


managed care.  Our team works exclusively with states and we have no past or current 


relationships with any insurance company or Medicaid managed care entity.  We have been 


intricately involved in every element of design, development, implementation, and oversight of 


Medicaid managed care programs.  We work with states considering or expanding managed 


care by helping them to consider the implications of such a model and providing policy 


options, nationwide best-practices, and recommendations for developing a state-specific 


strategy.  Our team brings a wealth of experience garnered through past employment with 


state Medicaid and insurance agencies, as well as our work with other states.  We have a 


variety of products and services we offer to our clients within our managed care practice 


including, but is not limited to: (1) identifying policy and program options and facilitating 


state decision-making; (2) developing Requests for Information (RFI) and Requests for 


Proposals (RFP); (3) developing waivers and SPAs; (4) coordinating and negotiating with 


CMS; and (5) conducting MCO readiness reviews.  SVC has provided Medicaid managed care 
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services in several states and our work developing innovative Medicaid managed care 


programs is unprecedented.   


 


 
 


With respect to project management, our team utilizes an industry standard approach to 


project management, tailored to the needs of our State government clients. We utilize a variety 


of tools, including development of a project schedule, communications matrix and risk log to 


ensure our projects are delivered on-time and exceed State expectations. We understand that 


successful project delivery requires the effective planning, creation and delivery of 


communications to those who are involved in the project through a designated project 


manager; all program management activities will be led by the SVC Project Director. Well-


planned and effectively executed communications activities reduce risks to the project 


timeline, provide clarity to stakeholders and assist 


with eliminating duplication of efforts.   


SVC has led the implementation of multiple large-


scale programs and has supported states to define 


tasks and oversee and coordinate vendors.  Our 


range of expertise allows us to provide project 


management as well as serve in a variety of roles 


related to managed care program implementation, 


ensuring integrity of policy and goals throughout a 


project from rule development, contract 


negotiation, and waivers, to readiness review, 


communications, and training.  For example, SVC 


was on the forefront of Indiana’s Affordable Care 


Act response and led the State and its vendors in the development and design of a potential 


State-based Insurance Exchange.  We also have conducted the project management for the 


development and implementation of several comprehensive programs in Indiana such as 


Healthy Indiana Plan (HIP), HIP 2.0, Hoosier Care Connect (for aged, blind and disabled 
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Hoosiers), and the State’s transition from a 209(b) state to a 1634 state for disability 


determinations.  Our staff is currently leading other complex initiatives across the nation 


under tight timelines and wide-ranging stakeholders.   


 


 


3.5.1:          Develop and design the project plan upon approval of a  
                    MCO expansion. 
 


We will begin with a high-level, draft project plan based on the requirements outlined in RFP 


2103 and will inventory all project tasks associated with MCO expansion, including State 


activities and high level milestones required from partner entities (i.e., MCOs and other 


affected State vendors, such as the fiscal agent, enrollment broker, pharmacy benefit manager 


(PBM) or eligibility system vendor) to achieve the implementation date.  While the project plan 


will be tailored to the unique components of Nevada’s potential MCO expansion, it is 


anticipated to include, at minimum, the following components: 
- Request for proposal development, MCO procurement and State evaluation process 


- Capitation rate development 


- MCO contract negotiation 


- Amendments to current contracts impacted by managed care expansion such as reduction in 


scope of work for existing prior authorization vendors or PBM 


- Development of new contracts such as external quality review organization (EQRO) and 


enrollment broker 


- Federal waiver drafting 


- State Plan Amendments (SPAs) 


- CMS approval process 


- Development of operational processes and documents such as policy and procedure manuals 


- External communications and stakeholder engagement 


- Administrative rule changes 


- State training of MCOs 


- Technical changes including but not limited to MMIS, eligibility systems and PBM 


 


Using this foundation, our team will develop a comprehensive, detailed project plan that will 


serve as a roadmap for the project manager and 


as their primary communications and control tool 


throughout the project. The project plan is 


developed by creating a work breakdown 


structure which analyzes project phases and 


deliverables, further breaks down each work 


phase/deliverable into sub-deliverables and 


associated timeline, a process described in further 


detail in Section 3.5.2 below. 


Once plan components are identified, we will 


work with the State to define roles and 


responsibilities for each project task. This will include identifying responsible parties for each 


project component. We understand how critical it is to work with the vast stakeholders 


Project Plan Development 


 


Analyze project phase 
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Create Sub-
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involved in managed care implementation, from partners at other State agencies to MCO staff 


to MMIS vendors. We can assist the State in identifying stakeholders for each project task. 


Following completion of the draft project plan we will prepare for a kickoff meeting to bring 


stakeholders together to initiate the planning process. The draft project plan will be reviewed 


at the kick-off meeting where feedback will be gathered and the project plan updated 


accordingly.  As described in more detail below, the project plan will incorporate a timeline for 


implementation. Our project management activities will also include strategies for risk 


identification and mitigation and communications to ensure the project plan is achieved.   


Our team has significant experience working with managed care programs in various states, 


from initial program design through federal approval and implementation and, as a result, 


have a deep understanding of the complexities and far reaching implications of changes that 


can occur that will impact the project plan.  For example, if a policy change is made mid-way 


through implementation, there are likely technical, operational, and waiver implications—our 


team is extremely adept at identifying these interrelations and managing the project plan 


accordingly. 


3.5.2: Assist in the completion of a timeline for implementation  
                    of the approved plan and identify critical path(s). 
 


Based on the project plan described in 3.5.1, SVC will assist the State in developing a timeline 


for implementation and identifying those tasks that will take the longest to complete and that 


must be managed most closely (i.e., critical path).  The timeline should consider minimum 


required times for CMS approvals, completion of work by other technical vendors such as 


required MMIS or eligibility system changes, as well as plans to mitigate potential delays in 


both.  The timeline required to expand Nevada’s managed care program will be dependent on 


the complexities of the expansion and the extent to which the current MCO program policies, 


operations, and technology will be leveraged.  However, implementation would likely be 


achievable within a year or eighteen months, with the exception of long term services and 


supports (LTSS) populations.  Implementation of a Medicaid Managed LTSS (MLTSS) 


program would likely require eighteen months to two years, or longer, depending upon the 


complexity of the current delivery system.  CMS has recommended a two-year timeline for 


development of an MLTSS initiative, which includes one year for planning and one year for 


implementation.   


A high level, sample timeline is provided below with dates based on an assumption of managed 


care expansion approval occurring in June 2017, as this is the end of the State’s legislative 


session. Specific dates would need to be adjusted based on when final State approval to 


proceed with expansion is obtained. The timeline for MLTSS assumes the State has 


accomplished many of the planning components prior to legislative approval, including 


engaging LTSS stakeholders in a manner consistent with current CMS guidance. SVC can 


advise the State on the extent to which CMS may deem the stakeholder engagement conducted 


prior to this contract effective date sufficient.  


In sum, it is assumed MLTSS implementation would take an additional six months versus the 


non-MLTSS scenario.  These additional six months would be utilized to address the need for 


additional stakeholder input, targeted communications to members and providers and the 


increased CMS scrutiny which is associated with implementation of an MLTSS program. The 
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lengthened timeline accounts for the vulnerable needs of an LTSS population, the additional 


impacts associated with this population, such as transitioning current case management 


functions and the limited experience of LTSS providers in working with MCOs.    


 


 


 


Task 


Timeline for Managed Care Implementation 


Non-MLTSS Population MLTSS Population 


Continued Stakeholder 


Engagement 


January 2017 and 


Ongoing 
January 2017 and Ongoing 


Capitation Rate Development June – August 2017 June – August 2017 


RFP Development (assumes 


drafting during the legislative 


review and approval process with 


final modifications made 


following approval) 


January – July 2017 January – July 2017 


RFP Release August 2017 August 2017 


RFP Response Scoring 
October – December 


2017 
October – December 2017 


Contract Award & Negotiations December 2017 December 2017 


Amendments and/or 


Procurement of Managed Care 


Related Contracts 


September 2017 –  


June 2018 


September 2017 –  


December 2018 


Waiver & SPA Drafting, 


Transparency Requirements, 


CMS Submission & Approval 


June 2017 - May 2018 June 2017 - December 2018 


Operational Planning 
September 2017 –  


June 2018 


September 2017 – January 


2019 


Technical Changes 
September 2017 –  


June 2018 


September 2017 –  


December 2018 


Communications June 2017 – June 2018 June 2017 – January 2019 


Readiness Review March – June 2018 July 2018 – December 2018 


Program Go-Live June 2018 January 2019 


 


Of note, CMS has recently increased its scrutiny of state and MCO operations during the 


readiness review process, particularly as it relates to MLTSS, which should be strongly 


considered when developing the project timeline.  For example, CMS imposed a “Gate 


Review” process in Iowa that establishes specific criteria a state must meet in order to take 
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certain steps toward implementation (e.g., reaching a designated percent of MCO contracted 


and credentialed fee-for-service providers prior to mailing enrollee packets and go-live).  An 


informal version of this process was used in Kansas during its implementation of KanCare in 


2012/2013; however, a more formal process is currently being used in Iowa as that state seeks 


to transition the majority of its Medicaid beneficiaries to managed care.  SVC will work with 


Nevada to partner with CMS early in the MCO expansion project to determine what exactly 


the federal readiness expectations are to ensure the timeline accounts for such components.  


 


3.5.3:  Ensure project is completed within approved timeframe(s)  
                    and/or notify management of delay(s), reason for any  
                    delay(s), and possible solutions to resolve any delay(s). 
 


The project plan will be used as a benchmark to measure performance and project progress.  


The project manager will review the work plan on a weekly basis and track all dates to ensure 


the timeline continues to be met; updates will be made on a weekly basis through a weekly 


project status report.  All risks for not meeting the timeline will be continually monitored by 


the project manager and promptly reported to the State. Additionally, SVC will manage risks 


through creation of a risk log. Risks will be categorized with threat levels assigned based on 


the potential impact to the ability to implement a managed care expansion by the designated 


go-live date. For example, threats to timely CMS approval would be assigned the highest risk 


level and prioritized accordingly whereas operational risks with available and appropriate 


mitigations plans would receive a lower risk assignment.    


In the event the project is at risk of not meeting a defined timeline, SVC will promptly develop 


mitigation strategies for State review and approval.  As a control, changes to the work plan 


will only be made if necessary, as a result of the scheduled status meetings or identification of 


required changes, with acceptance by the Division.  Throughout the project, regular status 


meetings will be planned, which will allow project leadership to re-sequence and reschedule 


work as we move through phases of the project or as new requirements are identified and 


approved for inclusion in the project plan.  In addition, the status meetings will provide a 


formal setting for project leadership to confirm progress and performance to date, and either 


accept or reject deliverables submitted for acceptance through the date of the status meeting.  


Based on our experience, it is during these scheduled status meetings that any issues or 


concerns are raised and the impact can be assessed and incorporated into the project plan. 


Approved changes will be made in the work plan by the project manager.  


 


3.5.4:  Identify stakeholders. 
 


At the outset of the project, it will be important to identify all of the organizations and 


individuals who may have an impact on, or be impacted by, MCO expansion.  These 


stakeholders may be actively involved in the expansion, or have interests that may be affected 


positively or negatively.  To this end, we will work with state staff to identify and list all 
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potential stakeholders including, but not limited to, CMS, the state fiscal agent, enrollment 


broker, existing MCOs, advocacy groups, Division staff, as well as sister state agencies 


responsible for member appeals, ombudsman/advocacy services, mental health, public health, 


and eligibility. Once stakeholders are identified, all relevant information will be documented 


(i.e., interests, involvement, expectations, importance, influence, and impact).  This 


information will allow the project manager to assess whose interests should be taken into 


account, to identify expert technical and/or managerial resources, and to define an approach 


to increase stakeholder support and reduce any negative impacts. We will identify, in 


collaboration with the State, which stakeholders need to participate in planning, 


implementation efforts and meetings versus individuals which require only updates. Further, 


we will maintain and continually update these lists and communicate to stakeholders 


accordingly.   


3.5.5:  Design and manage communication plan. 
 


Communicating clearly, frequently, and with consistency is key to successful managed care 


implementation. Communication strategies must take into account the varying level of interest 


among diverse stakeholders, the level of input required and the information which needs to be 


communicated to ensure program understanding and buy-in.  This will require development of 


a strategy for communications with both internal State staff and external stakeholders. This 


means communicating with team members as well as audiences who need to be informed 


and/or updated. Keeping such diverse groups informed and engaged can be a complex 


endeavor with different modes and frequency of communications required based on the 


stakeholder, as described below.  


 


SVC is prepared to design and manage both internal and external communications plans, to 


maintain regular contact between the project team, internal staff, executive leaders, and other 


key stakeholders.  Both internal and external communications plans will be subject to State 


approval, with oversight by the project manager. In developing both internal and external 


communications, we will ensure consistency with policy decisions and help tailor key messages 


based on the target audience.   


 


The internal communications plan will help ensure success of the project by providing clear 


identification of tasks, timelines, and project paths.  The plan will identify all stakeholders, 


including their contact information and all means of communication, including written 


communications and project meetings.  In addition, the plan will emphasize consistent 


messaging among external entities (e.g., MCO and enrollment broker), and be the primary 


means of communicating evolving policies and operations that impact multiple parties. For 


example, it will include strategies to deliver meeting minutes to impacted stakeholders and 


summaries of policy decisions and associated operational and technical impacts and 


expectations.  


 


An external communications plan will help to avoid and/or mitigate confusion, negative public 


perception, and/or opposition to the MCO expansion. SVC can assist in developing different 


modes of communication based on the topic and impact. For example, through the 
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development of materials such as press releases, provider informational bulletins, member 


notices and legislative summaries.  It is important to note that while some identified 


stakeholders may not actually require any communications, many will require specific 


targeted messaging.  For example, members will need to know how to select an MCO and how 


their services will be affected, providers will be interested in how to contract, advocates will 


need information to support their consumers.  In addition, CMS will want to be kept abreast of 


the State’s progress to mitigate potential delays in their approval.  As such, weekly calls with 


CMS Region Nine staff, CMS Central Office staff, and/or assigned Medicaid waiver project 


officers will also be essential.   


 


Coordination of external communications is particularly important for MLTSS beneficiaries, 


providers, and advocacy groups.  CMS guidance specifically cites engagement and 


collaboration with these stakeholders as a critical piece to ensure their smooth and efficient 


transition to managed care.  “Provider and beneficiary educational tours, multiple educational 


mailings, transparency in design and oversight of the program by posting materials on a 


MLTSS website, and state and managed care plan advisory groups are all good examples of 


ways a state can meaningfully engage stakeholders.  Ongoing involvement after 


implementation also provides critical feedback for program improvements.”  (CMS, Guidance 


to States using 1115 Demonstrations or 1915(b) Waivers for Managed Long Term Services 


and Supports Programs (2013)). 


 


3.5.6: Manage meetings. 
 


SVC will lead regular meetings with the State, as these will be essential to reporting progress, 


soliciting direction, and facilitating communication.  Such ongoing communications will 


assist in keeping the State apprised of the status of each deliverable.  Additionally, recurring 


meetings will allow for dialogue and prompt identification of any issues identified throughout 


the project.  SVC currently engages in weekly conference calls with clients to discuss the 


status of their respective projects.  We propose to follow a similar model in Nevada, whereby 


SVC would develop agendas, tracks items requiring discussion, and facilitate the meetings. We 


will leverage conference calls and web-based communications to ensure regular and 


consistent communication between the State and the appropriate SVC staff or subcontractor. 


 


For all meetings we will craft an agenda, record meeting minutes and provide an action item 


list following each meeting. We will track action items and follow-up with responsible parties 


to ensure timely completion of all tasks. This process will ensure meetings are well managed 


and efficient. 


 


SVC is also keenly aware that MCO expansion is a high profile project that will be highly 


scrutinized by the public.  Significant attention will be focused on the States progress.  We are 


prepared, at the request of the State, to lead or participate in other meetings, as needed, with 


State leadership, advocates, members, or other stakeholders.  We are experienced in 


developing program communications which are targeted to a variety of audiences, and will 


ensure that any presentations provided are targeted, as needed, based on the needs and 
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interests of the specific audience.  For example, meetings with advocates could be tailored to 


discuss the steps the State is taking to ensure member health and safety, whereas meetings 


with providers could include discussions on areas such as claims payment and credentialing 


timeliness. 


3.5.7: Manage and track status of tasks assigned to all parties  
                    involved. 
 


Managing and tracking the status of project tasks throughout their life cycle is a particularly 


complex endeavor when implementing managed care.  For example, policy decisions must be 


made well in advance of technical system requirements to enable code changes, and each 


Medicaid waiver type has different timeframes for submission prior to implementation, as well 


as different transparency requirements.  In addition, states also often have specific internal 


document and decision-making review processes that must be followed.  The challenge 


becomes managing and coordinating these processes.  Having worked with several states to 


implement or expand managed care, our team has the expertise and experience to help clients 


navigate this complex landscape.  SVC will use task management software that effectively 


organizes and manages tasks using functions such as task creation, planning and assignment, 


tracking and reporting.  Further, the project manager will be responsible for creating, 


assigning, prioritizing, and monitoring all tasks to enable the team and State leadership to 


make decisions based on project progression and to ensure tasks are completed on time.   


3.5.8: In the event Long Term Support Services (LTSS) are  
                    recommended and approved as part of the MCO  
                    expansion, assist state staff in preparing the necessary  
                    documents that meet CMS’s requirements in obtaining  
                    proper authority under an 1115 (a) demonstration waiver;  
                    and/or 1915 (b) waivers’ and/or 1915 (c); and/or 1915 (i)  
                    accordingly. 
 


Implementation of Medicaid managed long term services and supports (MLTSS) requires a 


variety of federal filings to obtain the authority to operate the program.  Given our staff’s 


considerable experience in drafting and negotiating a variety federal waivers and State Plan 


Amendments, including §1115, §1915(b) and §1915(c) waivers, SVC is uniquely qualified to 


advise the State on the pros and cons of the different authorities, provide lessons learned, and 


suggest language to mitigate cons of any suggested approach.  Ultimately, however, the 


selection of the appropriate operating authority(ies) will be based on the program design and 


policy options selected by the State.  For example, while concurrent §1915(a)/(c) authority 


would permit the State to establish an MLTSS program with voluntary enrollment, a 


concurrent §1915(b)/(c) waiver would allow for mandatory enrollment, targeted eligibility, and 


selective contracting with providers.  In addition, through a §1915(b) waiver, CMS may waive 
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State compliance with certain provisions of federal Medicaid law, such as those that otherwise 


require benefits to be provided statewide, comparability of benefits among different Medicaid 


populations, and beneficiaries’ free choice of provider.  In contrast to §1915(b) waivers, §1115 


waivers give CMS much broader authority and are often used to authorize MLTSS programs 


that include provisions aimed at other delivery system and financing reforms, or eligibility or 


benefits for other populations, which may not be directly related to MLTSS.  


 


As further described in Section 4, SVC has extensive experience working with states to identify 


the appropriate waiver strategy, preparing managed care filings and waivers, as well as 


negotiating and interacting with CMS.  Our team is also well versed in waiver preprints and 


templates, knowledgeable of CMS expectations, and familiar with the CMS Waiver 


Management System and submission protocols.  While RFP 2103 is not specifically requesting 


waiver development, our team is prepared to provide guidance and support in the waiver 


development process including, but not limited to, inventorying items requiring State policy 


decision-making, facilitating State decision making, reviewing and providing feedback to State 


developed waiver drafts, coordinating with the State’s actuaries who develop all cost 


effectiveness and budget neutrality components,  and responding to CMS requests for 


additional information.  In our experience, it is important to work closely with CMS during 


this process by submitting early drafts and seeking technical assistance, as it will better 


facilitate waiver approval.  SVC is currently assisting the State of Iowa with its High Quality 


Healthcare Initiative, which was designed to transition the majority of the State’s Medicaid 


population, including those receiving LTSS, into a managed care delivery system.  As part of 


this project SVC has provided guidance and taken the lead in developing two §1115 Waiver 


amendments, one §1915(b) Waiver, seven §1915(c) Waiver amendments, and dozens of 


Medicaid State Plan amendments. 


3.5.9:  With assistance from state staff develop a transition plan  
                    for the MCO expansion. 
 


Once policy decisions are made regarding included and excluded populations, SVC will work 


with State staff to advise executive leadership on whether to implement a phase-in or statewide 


transition, and will develop a corresponding transition plan based on that decision that 


ensures continuity of care for existing beneficiaries. SVC will also assist the State in 


transitioning its existing vendors to ensure there are no gaps in coverage.  For example, 


should LTSS be recommended and approved as part of the MCO expansion, the State may 


need to retain certain vendors to continue to perform functions (e.g., initial level of care 


assessments, care planning, etc.) through the initial transition.  Similarly, to the extent that 


existing MCO contracts are terminated, our team can help identify information that will be 


needed from the outgoing MCOs (e.g., transfer of care plans to new MCOs, submission of 


encounter data to the State and participation in external quality review, etc.) to ensure a 


seamless transition. Further, we can identify system changes required to implement the 


transitions as well as communication strategies to ensure a smooth transition process.  


 


SVC will also consider how proposed policies meet new requirements outlined in proposed 


Medicaid managed care regulations released in June 2015. These proposed rules represent the 
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first time CMS has revised the managed care regulations governing Medicaid and CHIP in 


over a decade and would require that States develop a transition of care policy for individuals 


moving to managed care from FFS, or from one MCO to another when an enrollee without 


continued services would experience serious detriment to their health or put them at risk of 


hospitalization or institutionalization.  The proposed managed care regulations would not only 


tighten coordination and continuity of care requirements, it would require plans to ensure a 


primary care provider for all beneficiaries, and would establish coordination requirements 


across all plan services, especially for beneficiaries using LTSS (e.g., allowing beneficiaries to 


continue to receive care from current providers for a specified time period; referring 


beneficiaries to network providers, ensuring that medical records are transferred to the new 


provider; and ensuring that transferring plans comply with utilization data requests).   


SVC is experienced in developing managed care transition plans for states. For example, we 


developed the transition plan for Indiana to implement its Healthy Indiana Plan (HIP) 2.0. 


The transition plan utilized a phased approach and accounted for timing required for systems 


development, hiring and training of staff and alignment with the Marketplace open enrollment 


period. The plan included an assessment and recommendations for a myriad of scenarios such 


as how individuals on the original HIP waiting list would be transitioned, how coordination 


with the federal Marketplace would be achieved and how member contributions would be 


transitioned. This transition plan also included development of a targeted communications 


strategy to facilitate a smooth transition. 


3.6:  With assistance from state staff identify the potential loss 
of revenue to the Medicaid agency such as IGT and drug 
rebates. 


 


 


SVC will assess the potential loss of revenue based upon State provided data analysis, 


including the available revenue at risk.  To the extent additional fiscal analysis or data is 


required, our team is prepared to work with the State and/or its contracted actuary to identify 


additional required data points and to utilize such findings in our identification of potential 


lost revenue.    


With respect to Intergovernmental Transfers (IGT), our team will review what IGTs are 


currently being utilized to fund State Medicaid services and assess whether the impact of 


dollars lost through potential loss of IGTs is greater than potential cost savings of the 


program. This cost-benefit analysis will be based on cost projections already developed by the 


State’s actuary.  Given this assessment, we will provide policy options to preserve the current 


IGTs, such as carving out certain benefits and/or making certain providers the exclusive 


providers of services through MCO contracts.   


Regarding drug rebates, since the passage of the Affordable Care Act, manufacturers that 


participate in the Medicaid drug rebate program are required to pay rebates for drugs 


dispensed to individuals enrolled with a Medicaid MCO.  This requirement was recently 


codified by CMS at 42 C.F.R. § 447.509(b), and although CMS had proposed requiring 


Medicaid MCOs to submit a list of data elements to states within 30 days of the end of each 


quarter, CMS did not adopt this in its final rule. CMS said that it would continue to consider 
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such submission requirements and would “issue additional guidance or rulemaking, if 


needed.”  It also noted that States must report MCO utilization data to manufacturers and the 


Department of Health and Human Services, and that States must maintain “detailed, 


prescription level information or other mutually agreeable data available for dispute 


resolution purposes, if requested by a manufacturer.”  CMS also emphasized that States must 


avoid duplicate discounts and rebates on 340B drugs covered under Medicaid MCO contracts 


by ensuring that procedures are in place to exclude utilization for drugs subject to 340B 


discounts.  CMS further encouraged states to include language in their MCO contracts to 


ensure that 340B claims can be identified and excluded from rebate requests. 


Should the State elect to carve-in pharmacy, it will want to implement strategies to identify all 


dispensed drugs, so as to maximize rebate collection, minimize potential loss, and ensure 


compliance with federal regulations.  To this end, our team would assist the State in assessing 


a series of options including: (1) implementing stringent reporting requirements and penalties 


for non-compliance through its MCO contracts; (2) implementing intensive work and testing 


with MCOs on submission of their encounter claims; (3) requiring use of a State preferred 


drug list (PDL) and permitting MCOs the use of their own pharmacy benefits manager 


(PBM); (4) requiring use of a State PDL and State PBM and allowing MCOs to manage 


functions such as prior authorization; (5) permitting use of an MCO PDL and MCO PBM; or 


(6) developing capitation rates using the drug cost net of rebates and passing rebates to the 


MCO. We will leverage the expertise of our SVC consulting pharmacist James Shin to manage 


the development of options for maximizing the collection of drug rebates. Mr. Shin has 


worked extensively with a variety of different state Medicaid programs as well as CMS and has 


specific experience on state rebate programs. 


 


3.7:         Assist in the initial procurement process of MCO vendors. 
 


SVC has considerable experience articulating and incorporating State policy goals and 


decisions in managed care Requests for Information (RFI) and Requests for Proposal (RFP), 


for clients in Indiana, Iowa, and Idaho.  SVC will leverage our managed care decision making 


template which identifies key decisions for scope of work requirements, nationwide best 


practices, and federal and state rules and regulations, to develop policy options and identify 


key decisions for the State’s RFI and RFP.   


 


Further, SVC is proposing to partner with Ikaso Consulting for support in procurement 


related activities under this contract. This expertise, coupled with SVC managed care policy, 


implementation and operational expertise make us uniquely qualified to provide services 


under this contract.  


3.7.1: Develop Request for Information to solicit interested MCO  
                    vendors.  
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Ikaso Consulting, a subcontractor to SVC, has a wealth of experience with state procurement 


processes, having helped multiple state governments with procurement organization reviews, 


statute, rule and policy reviews and procurement execution support. Most relevant to this 


project, our team has specific expertise with RFIs, and we have conducted RFIs for Medicaid 


managed care related project scopes. Ikaso team members have provided consulting services 


in the areas of procurement/contracting and human services across 16 state governments, and 


will bring this experience to bear for the State of Nevada. 


The RFI process provides a number of potential benefits in preparation for a major 


procurement such as one for Medicaid MCO services.  The most common reasons to pursue a 


RFI are to gather information from the vendor community, to solicit feedback on draft or 


proposed plans, and to identify, alert, or even pre-qualify potential respondents to a 


forthcoming RFP.  When developing RFIs, it is important to make the goals clear to the 


vendor community, and to ensure responses are structured to aid review and consideration. 


 
Working collaboratively with the State and SVC, Ikaso will start by identifying the appropriate 


goals for the RFI, as part of the development of the broader procurement strategy.  To the 


extent it is desirable to gather information from the vendor community for later use in 


developing an RFP, we will support the categorization and organization of topics, and the 


development of a response format that will facilitate the subsequent review and analysis.  


Similarly, with any aim of soliciting vendor feedback on existing plans, we will ensure subject 


matters are organized and response formats are structured to ensure ease of comparison and 


consideration by the State.  One approach to consider in reviewing RFI responses intended to 


solicit feedback on existing plans, is to shield the identity of the responding vendor from those 


conducting the review.  While this might be considered a relatively minor point, it supports a 


level of impartiality to the process.   


Major procurements like Medicaid managed care RFPs are extremely time-consuming 


processes, especially considering the State staff involved in evaluation already “have a day 


job.”  Considering managed care RFP responses are typically well in excess of 1,000 pages, it 


can be helpful to use the RFI process to understand approximately how many RFP responses 


will be received.  This allows the State to plan the evaluation timeline and to communicate 


program plans to stakeholders accordingly.  We also recommend considering making RFI 


responses mandatory as a pre-condition of submitting a later RFP response.  This improves 


the quality of information received – both by ensuring potential vendors weigh in on any 


requests for information or feedback, and by making the maximum number of RFP 


respondents known as of the due date for RFI responses. 


SVC will complement Ikaso’s offerings by assisting the State in identifying policy goals for 


which vendor feedback is desired. We will partner with Ikaso in providing expertise on policy 


related issues and in helping to craft policy focused questions for potential bidders. Ikaso 


Consulting and SVC will draft the RFI in conformance with Nevada standards, and will 


provide an initial draft for review on a schedule approved by the State.  We expect to have staff 


onsite in Carson City for the initial strategy planning phase of the RFI development, and as 


needed prior to RFI release. 
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3.7.2:  Review Request for Information submissions by interested  
                    MCO vendors. 
 


As noted above under Section 3.7.1, the RFI will be organized for ease of review and analysis 


of vendor responses.  While the RFI is out and vendor community responses are pending, we 


will work with the State to develop tools to facilitate this assessment and comparison.  When 


RFI responses are received, we will adapt vendor information into the tool. 


In parallel with the State, we will review all RFI responses, identifying any topics which may 


necessitate review of planned procurement processes or State policy direction (i.e., any areas 


of concern raised which could reduce the number of bidders or impact the viability of the 


planned approach).  After an initial review period we will schedule one or more meetings with 


the State to discuss findings and explore implications or options for the future procurement.  


All decisions will be documented for subsequent review and approval by the State.  We will 


have staff onsite in Carson City for RFI response review sessions with the State as requested. 


3.7.3:  Assist in drafting the Request for Proposal to procure MCO  
                    vendors in Nevada.  


SVC will serve as the policy resource to Nevada in developing the MCO RFP and we will 


partner with Ikaso Consulting to provide extensive procurement expertise. SVC will guide the 


State through the policy decision-making process necessary to draft the RFP Scope of Work, 


utilizing our managed care decision making tools previously described. While we understand 


the State anticipates drafting the RFP with support of the vendor selected under this contract, 


SVC does have extensive experience articulating State policy goals through the drafting of 


Scopes of Work for four managed care programs. We will leverage this experience in advising 


the State on CMS required components, and general policy and operational components which 


are typically articulated through an MCO RFP.   


Our procurement experience, and direct expertise with complex managed care RFPs will 


support the State’s drafting of the RFP for MCO vendors in Nevada. Given our most recent 


experience in Iowa, we can speak to the need to scrutinize each key decision point and detail 


in the RFP. Our Iowa references will attest to Ikaso’s work ethic, attention to detail, and 


knowledge of the procurement process and managed care procurements in particular as we 


supported their successful procurement process for their new program. 


We approach RFP processes from the outset with an eye toward avoiding successful protests.  


We understand that protests cannot be avoided, especially with high value contracts such as 


these, but we find that with a thoughtful and methodical approach successful protests are 


unlikely.  In our own experience we have not had a successful RFP protest. 
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We will start with a thorough review of the State’s procurement rules and policies (and 


statutes if applicable), as well as past example MCO RFPs the State has issued.  We know that 


each state operates under its own unique and sometimes nuanced rules, and will not apply a 


“one size fits all” approach.  For each of the MCO RFPs under this contract, we will propose 


a detailed procurement plan and timeline (with a particular focus on evaluation) and a series 


of recommendations for the documents and for the process. 


As the State determines its rate setting strategy, program and policy priorities and other key 


decisions, Ikaso will incorporate and align these elements in the RFP documents. For the 


second RFP, Ikaso will support the incorporation of relevant outputs from the evaluation and 


planning work, as well as the RFI conducted under 3.7.2.  Ikaso will organize and facilitate 


these key inputs for the RFP documents and maintain the draft document for the State’s 


review and approval. This often requires multiple rounds of edits and inputs from various 


stakeholders, including the Medicaid policy makers, budget/fiscal, procurement, contracts or 


administration, and insurance. Because of our experience with state procurement, we 


understand the time sensitivity, the complexity of the content, and the details of the 


procurement process to organize a well-structured procurement while maximizing protest 


mitigation.  


To accomplish timely RFP posting, Ikaso will work closely with SVC as they advise the State 


on policy elements critical to the long-term success of the programs. We will coordinate the 


feedback required to complete the RFP document, scrutinize the content to ensure consistency, 


alignment with goals, integration of key stakeholder feedback, and adherence to Nevada’s 


procurement rules. Where applicable, we will provide benchmark information from other 


states and feedback from our own experience to inform key decisions. We also appreciate the 


opportunity to work closely with Nevada procurement team members to learn from their 


experiences. Being able to garner this Nevada-specific expertise is critical; we work to lessen 


any work for the procurement team while leveraging their knowledge, and are thoughtful with 


the time we request for people who often carry very heavy workloads. 


Ikaso will also support the Q&A process with the State to ensure consistency across all of the 


RFP sections and appropriate integration of comments and feedback from the State team in 


response to vendor questions, all with a focus on maintaining the integrity of the procurement 


process. We typically consolidate the questions submitted from vendors, suggest a draft 


response assignment based on initial RFP input and the RFP’s relevant section, and 


coordinate the drafting and review cycles. In many cases, we will draft answers for the State’s 


consideration and review. We will then prepare the final answers with integrated feedback for 


the State’s review, finalization, and posting. 


 
While not a service expressly covered under this RFP, Ikaso has extensive experience 


supporting MCO negotiations and would available to assist at any point if requested. 
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TAB VII:  Company Background and References   
 
 


 
Question Response 


Company name: SVC, Inc., 
Ownership (sole proprietor, 
partnership, etc.): 


Corporation 


State of incorporation: Indiana 
Date of incorporation: 2001 
# of years in business: 15 
List of top officers: Seema Verma, CEO & President 
Location of company headquarters: 485 Boulderwood Lane, Carmel, IN  46032 
Location(s) of the company offices: 1 North Capitol Ave, Suite 444 


Indianapolis, IN  46204 
Location(s) of the office that will 
provide the services described in this 
RFP: 


1 North Capitol Ave, Suite 444 
Indianapolis, IN  46204 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


0 


Number of employees nationally with 
the expertise to support the 
requirements in this RFP: 


9 


Location(s) from which employees will 
be assigned for this project: 


Indianapolis, Indiana 


 
Question Response 


Nevada Business License Number: Per the Q&A response, upon issuance of the 
Letter of Intent, SVC, Inc. will register with the 
Secretary of Office and acquire a Nevada 
Business License. 


Legal Entity Name: SVC, Inc. 
 
Is “Legal Entity Name” the same name as vendor is doing business as? 
 
 


 
 


Has the vendor ever been engaged under contract by any State of Nevada agency?   
 


 


Yes X No  


Yes  No X 
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If “Yes”, complete the following table for each State agency for whom the work was performed.  
Table can be duplicated for each contract being identified. 
 


Question Response 
Name of State agency: N/A 
State agency contact name:  
Dates when services were performed:  
Type of duties performed:  
Total dollar value of the contract:  


 


Are you now or have you been within the last two (2) years an employee of the State of 
Nevada, or any of its agencies, departments, or divisions? 
 


Yes  No X 


 
 


Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 
involving a contract with the State of Nevada or any other governmental entity.  Any pending 
claim or litigation occurring within the past six (6) years which may adversely affect the 
vendor’s ability to perform or fulfill its obligations if a contract is awarded as a result of this 
RFP must also be disclosed. 
 


Does any of the above apply to your company? 
 


Yes  No X 


 
 


Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 2103.  Does your organization currently have or will your organization be 
able to provide the insurance requirements as specified in Attachment E.? 
 


Yes X No  
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Company background/history and why vendor is qualified to provide the services described 
in this RFP.   
 


Established in 2001, SVC is a multi-state health care consulting company with experience supporting 


state governments and associated entities with Medicaid, insurance, and public health policy initiatives.  


Headquartered in Indiana, we are a certified minority, woman owned business.  SVC selects a limited 


number of clients each year to ensure we can focus on providing personalized high quality products.  


To this end, we have developed long-term relationships with our clients spanning across different 


administrations.  SVC, Inc. staff is a multi-disciplinary team of professionals spanning legal, 


regulatory, policy, research, social work, and business operations experience committed to going above 


and beyond for clients.  For example, SVC’s relationship with the State of Indiana has spanned four 


Governors across different political parties.  SVC has also been working with the states of South 


Carolina and Iowa for more than three years, and serving private clients such as Hewlett Packard 


Enterprise Systems and Milliman for seven and five years, respectively. 


 


A well-rounded team, our staff’s work history ranges from legal work and policy and regulatory 


oversight to program implementation support and managed care health plan contracts and operations.  


Our team features ex-leaders and experts from State Medicaid & Department of Insurance agencies.  


Each SVC employee has an advanced degree and/or certifications in their field.  Due to our breadth 


and depth of experience, SVC’s comprehensive and experienced team members are able to develop 


solutions that consider an issue from a policy, regulatory, operational and political perspective 


supporting helping our clients reach their goals.  Due to SVC’s breadth and depth of experience, team 


members apply a holistic approach to program analysis, development, implementation, and operations.  


SVC staff are nationally recognized experts, and are often invited to speak at public hearings 


(including legislative committee meetings), conferences, and webinars on various topics to diverse 


audiences.  Staff have also been published and quoted in many national publications, such as The New 


York Times and The Wall Street Journal. 


 


Medicaid Managed Care Experience 


 


SVC brings a wealth of experience in Medicaid managed care.  Our team has been intricately involved 


in every element of design, development, implementation and oversight of Medicaid managed care 


programs.  This experience has been garnered by our staff both through past employment with state 


Medicaid agencies, as further described in our resumes at Tab VIII – Attachment G, and during their 


tenure with SVC, where we have worked with multiple states on Medicaid managed care programming.   


 


Our managed care experience spans from initial program design and development to implementation 


and post-implementation review.  We work with states considering managed care implementation by 


helping them to consider the implications of such a model and providing options, nationwide practices, 


and recommendations for developing a state-specific managed care strategy.  SVC has developed a 


standardized decision making algorithm for states and policy decision making guide. These tools allow 


us to guide the state through a tested process that ensures all design factors are considered.  Our tools 


provide states with up-to-date information on best practices, regulatory requirements, and examples of 


different approaches for each managed care policy issue to guide their decisions.   Completion of the 


tool results in a framework for the program’s design. 


 


Following this critical analysis and decision-making phase, we articulate the design, state policy goals 


and decisions through Request for Proposal (RFP) Scope of Work (SOW) development for MCO 


procurements and ensure policy consistency with all of these documents. Additionally, we spearhead 


the state’s federal waiver strategy, identifying the different types of waivers and state plan amendments 
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the state will need to pursue.  SVC also supports the state through the federal approval process through 


development of §1915(b), §1115 and §1915(c) Waivers and State Plan Amendments (SPAs).  Further, 


we lead negotiations with the Centers for Medicare and Medicaid Services (CMS) to achieve program 


approval.   


 


Finally, SVC also leads and support states in managed care implementation including project 


management, identifying operational and technical requirements to support policy goals, leading MCO 


readiness review activities, developing stakeholder communication strategies and materials, and 


providing ongoing post-implementation support and policy guidance. 


 


 


 
 


We have helped multiple states develop, design, and implement managed care.  For example, in 


Indiana, SVC spearheaded a legislatively mandated study on options for managing care of the aged, 


blind, and disabled population.  We analyzed the potential impact of a risk-based managed care model 


versus a managed fee-for-service model.  Our analysis included the impact on a variety of factors such 


as the potential to improve quality, impact enrollee access to healthcare, ability to improve 


coordination of care and the potential for cost savings. This analysis led to the development of a final 


report to the legislature which is available at www.svcinc.org. Our work 


informed the development of the Hoosier Care Connect (HCC) 


program, a new risk-based managed care program for the non-dual 


aged, blind, and disabled population.  SVC involvement in HCC did not 


end with development of this report.  Rather, our team was responsible 


for leading the program’s implementation, including program design, 


developing the RFP SOW, and §1915(b) Waiver, identifying required 


SPAs, drafting communication materials, readiness review, and all  


                                                  other project management functions. 


 


SVC also assisted Idaho in their study of managed care options for the Medicaid expansion population.  


While the legislature did not ultimately approve coverage of the adult population, we provided options 


for managed care program design and drafted a SOW for a potential MCO procurement.  In addition, 


•Analysis of options
•Presentation of nationwide 


trends
•State-specific analysis


Managed Care 
Program Design


•MCO RFP development
•Federal waivers and SPAs
•Readiness review
•Operational, policy and 


technical impact assessment 
and coordination


•Stakeholder communications


Managed Care 
Implementation


•Development of MCO 
evaluation protocols


•Ongoing MCO monitoring
•MCO corrective action 


implementation, monitoring 
and resolution


Managed Care 
Monitoring


SVC Managed Care Experience 
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we worked with the MaineCare Redesign Task Force to identify recommended strategies for the 


redesign of Maine’s Medicaid program and potential cost savings options.  This analysis included a 


review of nationwide managed care strategies and options to tailor such programming to account for 


Maine’s specific managed care history and landscape. A copy of the final report to the legislature is 


available at www.svcinc.org.  


 


Our team has assisted Iowa in the development of IA Health 


Link, a new comprehensive managed care program serving 


the majority of their Medicaid and CHIP populations, 


including their long-term services and supports enrollees. 


SVC staff presented policy options, recommendations, and 


best practices to key State leaders during the initial program 


development and led the drafting the MCO RFP Scope of 


Work. Further, we developed two §1115 Waiver Amendments, one §1915(b) Waiver, seven §1915(c) 


Waiver Amendments, and dozens of Medicaid State Plan Amendments necessary to seek federal 


approval to operate the program. SVC worked with executive leadership in the Iowa Medicaid 


Enterprise, the Iowa Department of Human Services, and the Iowa Governor’s Office to develop 


mitigation plans for potential readiness deficiencies, assess and respond to Centers for Medicare and 


Medicaid Services (CMS) readiness requirements, and negotiate with CMS regarding final readiness 


approval.   


 


Our work in developing innovative managed care programs is unprecedented.  For more than seven 


years, our ground-breaking program, the Healthy Indiana Plan (HIP), has achieved measurable 


results as the nation’s first consumer-directed program for adult Medicaid participants. SVC principal, 


Seema Verma, served as the architect of HIP and HIP 2.0.  The HIP plan 


utilizes managed care as its delivery system.  SVC's role with HIP and HIP 


2.0 included not only program design and development, but also drafting of 


the RFP for managed care services, drafting the §1115 Waiver and 


supporting the negotiations of the HIP program design and waiver with 


CMS.  In addition, SVC supported implementation efforts for HIP and HIP 


2.0, which included working directly with MCOs on design requirements and  


                                           readiness review.   


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


As documented in the table below, SVC Medicaid experience is vast, spanning areas well beyond 


managed care. 
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SVC’s Medicaid Experience 


State 
Consultation 


Engagements 
Tasks Performed 


Indiana 


 


 


 


 


 


 


2001-Present 


 Medicaid managed care program development 


including Hoosier Care Connect and Healthy Indiana 


Plan (HIP) 


 §1115 waiver development and negotiation (including 


for HIP and HIP 2.0) 


 Led State’s transition from §209(b) to §1634 status 


 Spearheaded development of the Behavioral and 


Primary Healthcare Coordination Program, a new 


§1915(i) program 


 Healthcare reform analysis and strategy development 


 Analyzed Alternative Benefit Plan (ABP) options 


 Managed Care RFP development 


 Analyze program structure, provide broad range of 


policy options, including operations and present 


summary of findings for multiple initiatives 


 SPA submissions 


 Analyzed populations for gaps and needs post-ACA 


for Department of Health 


 Support Governor’s Task Force on Drug 


Enforcement, Treatment, and Prevention 


Hewlett Packard 


Enterprise (HPE) 


– Indiana 


 


 


 


 


2009-Present 


 Served as business analyst and policy SME on new 


MMIS system implementation 


 Developed stakeholder communication 


 Project Management 


Hewlett Packard 


Enterprise (HPE) 


– Arkansas 


 


 


 


 


2015- Present 


 Track federal and state legislative proposals and 


regulatory guidance and develop state impact analysis 
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South Carolina 


 


 


 


 


2012-Present 


 Medicaid eligibility policy review 


 Outlining modifications needed due to ACA 


 Development of 1915(b)(4) waiver 


Iowa 


 


 


 


2013-Present 


 Assisted in development of Iowa Health and Wellness 


Plan 


 §1115, §1915(b), §1915(c) waiver and SPA 


development 


 Analyzed ABP options 


 Supported Managed Care transition including options 


for LTSS population requirements 


Michigan 


 


 


2013-Present 


 


 Provided technical assistance for §1115 waiver 


implementation.  


Jefferson 


County, 


Alabama 


 


 


 


2014-Present 


 Supported County in strategic planning for post-ACA. 


 Formulated broad range of policy options to maximize 


revenue and leverage other funding sources. 


Tennessee 


 


 


2014- 2015 
 Medicaid expansion program development 


Maine 


 


 


 


2012-2013 


 Implementation plans for innovative Medicaid 


program re-designs  


 Policy evaluation and managed care options 


 Develop cost-containment strategies 


Nebraska 


 


 


2012-2013 
 Health Insurance Exchange blueprint development 


and analysis including enrollment and budget 


projections 


 Rate review grant drafting 


Idaho 


 


 


 


 


2013 


 Medicaid expansion program development 


 Implementation plans for innovative Medicaid 


program re-designs 


 Scope of Work development to aid in managed care 


RFP development 
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Ohio 


 


 


 


2015 - present 


 Developed §1115 waiver based on legislation 


 Analyzed the passed legislation  


 Identified policy options and key negotiation points 


 Led the state through making key policy decisions 


Virginia 


 


 


 


2015- present 


 Reviewed Children and Youth with Special Health 


Care Needs Program to identify ways to maximize 


funding 


 Identified opportunities to bill Medicaid for services 


 Development of final report 


 


 


Length of time vendor has been providing services described in this RFP to the public and/or 


private sector.  Please provide a brief description. 


 


SVC was established in 2001. Our work on Medicaid managed care programming dates back to 2006 to 


our initial development of the ground-breaking program, the Healthy Indiana Plan (HIP). Combined, 


our staff has over twenty years of experience in Medicaid managed care, spanning their time with SVC 


and at State Medicaid agencies prior to their tenure at SVC. Since the initial implementation of HIP, 


our managed care offerings have grown significantly as we have provided managed care consulting 


services around the country as further described in Section 4.1.9. 


 


 


 


VENDOR BUSINESS REFERENCES   
 


Reference #: 1 


Company 
Name: 


SVC, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


          X VENDOR  SUBCONTRACTOR 


Project 
Name: 


FSSA – Project Management 


Primary Contact Information 
Name: Joe Moser 


Street Address: 402 West Washington Street, FSSA/OMPP 


 


City, State, Zip: Indianapolis, IN  46207 


 


Phone, including area code: (317) 234-8725 


 


Facsimile, including area code:  
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Email address: Joe.Moser@fssa.in.gov 


 


Project Information 
Brief description of the 
project/contract and 
description of services 
performed, including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


Review of Department of Health programs to identify opportunities 


to maximize funding and leverage alternative funding sources; 


analyze Medicaid and Marketplace coverage; program analysis and 


report development; healthcare reform analysis and strategy 


development; conduct interviews with program leaders; analyze 


program eligibility, enrollment, benefit, and funding structure; 


operational policy and process development; provide broad range 


of policy options; present summary of findings. 


 


Other 


Waiver development and negotiation; development of options for 


increased program efficiencies and alignment; analysis of 


alternative benefit plan (ABP) options; RFP development; organize 


multiple state agency leaders and federal funding mangers to 


ensure successful transition and continuity of care for high-risk 


populations. 


Original Project/Contract Start 
Date: 


2004 


Original Project/Contract End 
Date: 


2017 


Original Project/Contract Value:  


Final Project/Contract Date: 6/30/17 


Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Ongoing 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if 
not, why not? 


Yes 


Reference #: 2 


Company 
Name: 


SVC, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


           VENDOR    X SUBCONTRACTOR 


Project 
Name: 


 Ohio Department of Medicaid 


Primary Contact Information 



mailto:Joe.Moser@fssa.in.gov
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Name: Rob Damler, FSA, MAAA     


Milliman Principal and Consulting Actuary 


Street Address: 111 Monument Circle, Suite 601 


City, State, Zip: Indianapolis, IN  46204 


Phone, including area code: (317) 524-3512 


Facsimile, including area code: (317) 639-1001 


Email address: rob.damler@milliman.com 


Alternate Contact Information 
Name: Mat DeLillo 


Street Address: 111 Monument Circle, Suite 601 


City, State, Zip: Indianapolis, IN  46204 


Phone, including area code: 317-524-3589 


Facsimile, including area code: 317-639-1001 


Email address: Mat.delillo@milliman.com 


Project Information 
Brief description of the 
project/contract and 
description of services 
performed, including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


Review of Healthy Ohio Legislative Requirements 


Development and documentation of policy decisions 


Write the 1115 Demonstration Waiver and prepare 


documents for CMS 


Coordination with the development of the financing 


model including the required budget neutrality of the 


demonstration 


Develop material for the public notice and facilitate 


ODM approval 


Track and summarize all public comments and facilitate 


review ODM 


Update waiver material based on public comments, if 


needed. 


Original Project/Contract Start 
Date: 


7/1/15 


Original Project/Contract End 
Date: 


5/1/16 


Original Project/Contract Value:  


Final Project/Contract Date: 5/1/16 


Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Still in Process 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if 
not, why not? 


Within Budget 
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Reference #: 3 


Company 
Name: 


SVC, Inc. 


Identify role company will have for this RFP project 
(Check appropriate role below): 


         X  VENDOR     SUBCONTRACTOR 


Project 
Name: 


  Iowa High Quality Health Care Initiative 


Primary Contact Information 
Name: Jennifer Steenblock,  


Federal Compliance Officer/ACA Project Director 


Iowa Medicaid Enterprise 


Iowa Department of Human Services  


Street Address: 100 Army Post Road 


City, State, Zip: Des Moines, Iowa 50315 


Phone, including area code: 515-256-4636 


Facsimile, including area code:  


Email address: jsteenb@dhs.state.ia.us 


 


Project Information 
Brief description of the 
project/contract and 
description of services 
performed, including technical 
environment (i.e., software 
applications, data 
communications, etc.) if 
applicable: 


Analysis of current programs and policy. 


Development of implementation plans for innovative 


Medicaid program re-design; Medicaid expansion 


waiver development; analysis of ABP options; Medicaid 


managed care RFP development; development of 


waivers for managed care transition. 


Original Project/Contract Start 
Date: 


1/2015 


Original Project/Contract End 
Date: 


6/2017 


Original Project/Contract Value:  


Final Project/Contract Date: 6/2017 


Was project/contract completed 
in time originally allotted, and if 
not, why not? 


Ongoing 


Was project/contract completed 
within or under the original 
budget/ cost proposal, and if 
not, why not? 


Ongoing and within budget 



mailto:jsteenb@dhs.state.ia.us
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SUBCONTRACTOR INFORMATION  
 


Does this proposal include the use of subcontractors? 
 
 


  
 


Describe the relevant contractual arrangements; 
 
SVC will have a formal subcontractor agreement with Ikaso which will reflect all the contract 


terms and deliverables with SVC and the State of Nevada.  SVC’s subcontract with Ikaso is a 


deliverable based contract that depicts the goals and objectives, timelines, responsibilities, 


reporting and payment requirements.  Upon request SVC will provide copies of this agreement 


to the State of Nevada.  
 


Describe how the work of any subcontractor(s) will be supervised, channels of communication 
will be maintained and compliance with contract terms assured; and 


 


The SVC team has established a process for review and oversight of all the subcontractor 


deliverables.  SVC conducts weekly project meetings with subcontractors to ensure goals and 


objectives are being met.  SVC will remain the primary source of contact between the State of  


Nevada and Ikaso.  SVC has had a long history of partnership with Ikaso working on projects 


with three different states since 2007.  Our teams have a long-standing established rapport and  


well-tested process of delineating roles and responsibilities with producing high quality work  


products.   
 


Describe your previous experience with subcontractor(s). 
 
SVC has worked with Ikaso since 2007 on a variety of projects in three different states, Indiana, 


Iowa, and South Carolina.  We have worked on developing managed care RFP’s with Ikaso 


leading the procurement process and SVC leading the policy issues, together jointly working 


through MCO negotiations. The Ikaso team compliments the SVC offering by bringing a unique 


and specialized skill set through its extensive understanding of the procurement process. SVC 


and Ikaso have a strong record of success and together bring a highly effective team of 


specialists to our clients. 


 
Selecting and qualifying appropriate subcontractors for the project/contract; 
 
Please see above, SVC only partners with quality and efficient subcontractors for projects.  SVC 


and Ikaso have worked together since 2007 on multiple projects with a variety of RFP’s.  This 


long working history has yielded a solid process with successful outcomes for our clients.   


Ensuring subcontractor compliance with the overall performance objectives for the project;  
 


Yes X No  
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SVC has an established process for review and oversight for monitoring the compliance and 


performance of the project. Weekly meetings will be conducted and SVC will serve as the point 


of contact for Ikaso.  All deliverables will be reviewed by SVC prior to presenting to the State 


of Nevada to ensure goals and objectives are being met.  SVC’s long history with Ikaso 


provides confidence in meeting these goals. 


 


Ensuring that subcontractor deliverables meet the quality objectives of the project/contract; 
and 
 
SVC has an established process for review and oversight and will serve as the point of contact  


All the deliverables will be reviewed for quality by SVC before sending to the State of Nevada.     


SVC has a long history working with Ikaso and this provides confidence in meeting the quality 


objectives and goals for this project. 


 
Providing proof of payment to any subcontractor(s) used for this project/contract, if requested 
by the State.  Proposal should include a plan by which, at the State’s request, the State will be 
notified of such payments. 
 
All Ikaso invoices will be submitted to SVC timely and with detailed accounting of project 


activity.  These will be reviewed internally and validated with payment processed accordingly. 


SVC will maintain all records to ensure contract performance and can provide copies to State 


of Nevada upon request. 


 


VENDOR INFORMATION – Subcontractor  
 


Question Response 
Company name: Ikaso Consulting, LLC 
Ownership (sole proprietor, partnership, 
etc.): 


Sole Proprietor 


State of incorporation: California 
Date of incorporation: August 12, 2008 
# of years in business: 7.5 years 
List of top officers: Reiko Osaki, President & CEO 
Location of company headquarters: San Bruno, California 
Location(s) of the company offices: 1001 Bayhill Rd, Suite 200 


San Bruno, CA 94066 


Location(s) of the office that will provide the 
services described in this RFP: 


1001 Bayhill Rd, Suite 200 
San Bruno, CA 94066 


Number of employees locally with the 
expertise to support the requirements 
identified in this RFP: 


0 


Number of employees nationally with the 
expertise to support the requirements in this 
RFP: 


14 
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Question Response 
Location(s) from which employees will be 
assigned for this project: 


San Bruno, California 


 
Question Response 


Nevada Business License 
Number: 


Per the Q&A response, upon issuance of the Letter of 
Intent, Ikaso Consulting will register with the 
Secretary of State’s Office and acquire a Nevada 
Business License. 


Legal Entity Name: 


 
Is “Legal Entity Name” the same name as vendor is doing business as? 
 


Yes X No  


 
If “No”, provide explanation. 


 
Vendors are cautioned that some services may contain licensing requirement(s).  Vendors shall 
be proactive in verification of these requirements prior to proposal submittal.  Proposals that 
do not contain the requisite licensure may be deemed non-responsive. 
 
Has the vendor ever been engaged under contract by any State of Nevada agency?   
 


Yes  No X 


  
If “Yes”, complete the following table for each State agency for whom the work was 
performed.  Table can be duplicated for each contract being identified. 


 
 
Are you now or have you been within the last two (2) years an employee of the State of Nevada, 
or any of its agencies, departments, or divisions? 
 
 


 
 
Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 
criminal litigation in which the vendor has been alleged to be liable or held liable in a matter 


Question Response 
Name of State agency: N/A 
State agency contact name:  
Dates when services were 
performed: 


 


Type of duties performed:  
Total dollar value of the contract:  


Yes  No X 
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involving a contract with the State of Nevada or any other governmental entity.  Any pending 
claim or litigation occurring within the past six (6) years which may adversely affect the 
vendor’s ability to perform or fulfill its obligations if a contract is awarded as a result of this 
RFP must also be disclosed. 
 
Does any of the above apply to your company? 
 


Yes  No X 


 
Vendors must review the insurance requirements specified in Attachment E, Insurance 
Schedule for RFP 2103.  Does your organization currently have or will your organization be able 
to provide the insurance requirements as specified in Attachment E.? 
 
 
 
Company background/history and why vendor is qualified to provide the service  
described in this RFP.   
 
Ikaso Consulting was founded in 2008 by experienced consultants who desired to focus on state government 


health and human services work.  Our professionals have over 100 years of public sector consulting 


experience across 16 states, and have created over $600 million in total contract-length savings for our 


clients. We maintain a focus on improving programs through better design, performance, and accountability, 


rather than simply cutting costs. Consequently, our clients benefit from projects that provide transparency, 


visibility and control for executives, free up staff time to focus on policy and program issues and operations, 


and result in contracts and policies that reflect program priorities.  


 


Because Ikaso operates almost entirely within the public sector, we are comfortable with a high degree of 


transparency, civic engagement, and public accountability on our projects, and we ensure our work product 


can withstand public scrutiny while exceeding the State’s expectations.  Across our portfolio of procurement, 


process, and organizational work, we facilitate collaborative and efficient projects that enable our client 


leaders to make decisions in the best interest of their government.  Leveraging Ikaso experience and 


expertise, State staff are able to focus on review and counsel, relieving them of the burden of coordination, 


research, and drafting.  In addition, Ikaso has a strong track record of working with all members of the State 


teams, including other consultants or policy experts.  


 


As an example of our project results, we have summarized selected project work that Ikaso has delivered for 


the State of Indiana’s Family and Social Services Administration (FSSA) since 2008: 


• Facilitation of the procurement and annual negotiations of the State’s managed care contracts, 


including the negotiation of pay for performance controls, capitation rate updates, and other program-


related changes. Ikaso has led the procurement strategy, execution, contracting, and negotiations for 


each of the state’s Medicaid managed care contracts since 2008. 


• Ikaso led several initiatives that addressed critical elements of contracts and vendor operations, 


stewarding key procurements and negotiations to ensure successful completion while mitigating protest 


risk. Examples include the MMIS, eligibility determination system, provider enrollment services, and 


pharmacy benefits management services, among other strategic projects for the State. 


• Procurement and contracting leadership for the State of Indiana’s HIP 2.0 executive team. Working 


closely with the SVC team, Ikaso led the procurement strategy and negotiations and contracting 


Yes X No  
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execution for the State’s HIP 2.0 project. This included planning for new procurements as well as 


leading the negotiations strategy for existing contracts.  


 


Ikaso’s focus with all contracts is to enhance procurement and contract design, operational performance, 


and vendor accountability, while also reducing costs.  While cost reductions in Medicaid MCO contracts are 


often not the goal, opportunities do exist to create cost competition by implementing various incentive 


mechanisms and supplementing improvements in performance and accountability.  Ikaso has extensive 


experience in supporting the development of client-specific pricing and cost evaluation strategies, and in 


2015 co-authored a white paper on the subject: 


http://www.milliman.com/uploadedFiles/insight/2015/fixed-offer-competitive-bid.pdf 


 


We are currently underway with our fifth full Medicaid MCO procurement, and have supported numerous 


MCO vendor contract negotiations.  In one example Ikaso supported a client in combining two separate and 


large managed care programs into a single contract suite.  In another example Ikaso worked closely with a 


client to support the full transformation of its Medicaid program from a fee-for-service to a managed care 


model, and continues to assist with operational changes resulting from the new program model. 


 


A critical consideration in managed care RFPs is the focus on accountability and performance.  Our team 


always considers the unique goals a client has for a particular contract, and designs compliance and 


reporting measures, and corresponding contract language, to support those goals. For instance, we have 


incorporated invoice payment withholds tied to HEDIS performance and other targets, liquidated damages 


tied to operational metrics such as call center performance, and bonus pools tied to outstanding performance 


in areas like generic drug prescribing behavior and C-section rates.  By working with Nevada’s policy 


experts and SVC, Ikaso’s procurement and negotiations experts will support the development of clear and 


enforceable performance standards for each contract, introduced and reinforced during the procurement 


execution phase, and formalized during contract negotiations.  This effort will enhance the ability of 


contract management staff to flag areas of concern and work with MCOs and other key vendors to improve 


and proactively enforce strict penalties if needed to raise the level of performance to State standards.  


 


Finally, protest mitigation is always top of mind in Ikaso engagements, particularly with large and complex 


procurements such as for Medicaid managed care.  Our experience across many states and procurements 


has shown us that careful pre-planning and process consistency are critical to minimize protest risk.  We 


help create process consistency through thorough documentation, standard response templates, rigorous 


evaluation team preparation, and application of detailed evaluation templates and evaluation standards. 


 
Length of time vendor has been providing services described in this RFP to the public and/or 
private sector.  Please provide a brief description. 
 
 
Ikaso Consulting has provided procurement support services to the public sector for over seven years, 


since its inception in 2008.  Together, Ikaso professionals bring over 100 years of experience consulting 


to 16 state governments, including involvement with five Medicaid managed care procurements.  


 
Financial information and documentation to be included in Part III, Confidential Financial 
Information of vendor’s response in accordance with Section 9.5, Part III – Confidential 
Financial Information.  
 



http://www.milliman.com/uploadedFiles/insight/2015/fixed-offer-competitive-bid.pdf
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Ikaso Consulting has provided its proprietary and confidential financial information under separate 


cover, directly to the Purchasing Officer for this RFP. 


 


*SVC confirmed with State of Nevada RFP contact that this was an acceptable arrangement. 


 


 
BUSINESS REFERENCES - SUBCONTRACTOR   
 


 


 
Alternate Contact Information 


Name: Sally Titus 


Deputy Director 


Iowa Department of Human Services 


Street Address: Hoover State Office Building 


1305 E. Walnut Street 


City, State, Zip: Des Moines, IA 50319-0114 


Phone, including area code: (515) 281-6360  


Facsimile, including area code: N/A 


Email address: stitus@dhs.state.ia.us 
 


Project Information 
Brief description of the project/contract and 
description of services performed, including 
technical environment (i.e., software applications, 
data communications, etc.) if applicable: 


Ikaso worked closely with DHS 


leadership and the Director of the 


Iowa Medicaid Enterprise to support 


its program to transform its Medicaid 


Reference #:  1 


Company 
Name: 


Ikaso Consulting, LLC 


Identify role company will have for this RFP project 
(Check appropriate role below): 


 VENDOR X SUBCONTRACTOR 


Project 
Name: 


Iowa High Quality Health Care Initiative 


Primary Contact Information 
Name: Jean Slaybaugh 


Chief Financial Officer 


Iowa Department of Human Services 


Street Address: Hoover State Office Building 


1305 E. Walnut Street 


City, State, Zip: Des Moines, IA 50319-0114 


Phone, including area code: (515) 281-4987  


Facsimile, including area code: N/A 


Email address: jslayba@dhs.state.ia.us 
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program from a fee-for-service to a 


managed care model.  Ikaso led the 


MCO procurement strategy and 


execution, from RFP development, 


evaluation support through award, 


negotiation, and contracting.  Ikaso 


continues to assist IME with 


operational changes resulting from 


the new program model. 


Original Project/Contract Start Date: 01/2015 


Original Project/Contract End Date: 06/2017 


Original Project/Contract Value:  


Final Project/Contract Date: Ongoing 


Was project/contract completed in time originally 
allotted, and if not, why not? 


The project scope delivered to date 


has been provided to the State’s 


satisfaction and within their desired 


timeframe. 


Was project/contract completed within or under the 
original budget/ cost proposal, and if not, why not? 


Yes 
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TAB VIII:  Staff Resumes 
 
 


 


Key Personnel  
 


With decades of experience, our multi-disciplinary team of policy and legal experts are 


uniquely positioned to provide full expertise to our clients.  Clients benefit from SVC’s 


considerable experience with the complete design and implementation of health care 


programs.  Seema Verma, President of the company, oversees, signs off on and provides 


knowledge and experience for all major contract deliverables.  For each project, a work team 


is developed, with one primary point person for communication with clients.   


 


We are committing four (4) SVC staff for this project.  Each hold a high level of education 


and experience in managed care, public health policy, law, pharmacy and data analysis and 


are well prepared to provide a high quality product for the State of Nevada.  The staff 


members dedicated to this project and brief descriptions of their roles and responsibilities 


within the scope of this project follows. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
 


SVC Project Organizational Chart  


Seema Verma, MPH 


Executive Consultant  


Bobby Courtney, MPH, JD 


Project Director  


Amanda Schipp, JD 
SME 


 


Stephanie Baume, MSW  
Lead SME 


Reiko Osaki  
SME 


James Shinn, RPD 
RX SME 


Tom Arnold, MBA 
SME 
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Stephanie Baume, MSW 


 


The team lead subject matter expert will be Stephanie Baume.   


Stephanie Baume brings nearly a decade of experience in Medicaid managed care. Prior to joining 


SVC where her work has primarily focused on assisting three different states in developing, 


implementing and overseeing managed care programs, Stephanie oversaw Indiana Medicaid’s Hoosier 


Healthwise program, a Medicaid managed care program serving children and pregnant women.  In 


this role she was responsible for ensuring contract compliance of MCOs, managing program 


operations such as development and implementation of new policies, pay-for-performance payouts, 


capitation rate updates and coordination with the State Fiscal Agent and Enrollment Broker.   


 


As an SVC team member Stephanie led Indiana’s implementation of the Hoosier Care Connect 


program, a new risk-based managed care program for the non-dual aged, blind and disabled Medicaid 


population.   She was a driving force behind the implementation of the program.  Her work included 


developing a comprehensive report outlining potential options for managing care of the population, 


leading the State through policy and program design options, drafting the Scope of Work and §1915(b) 


waiver, coordinating all implementation activities and participating in the MCO readiness review 


process. 


 


Additionally, Stephanie has worked extensively on Iowa’s implementation of IA Health Link, its new 


managed care program serving the majority of Medicaid recipients, including LTSS enrollees. She 


facilitated state decision making for program design and RFP Scope of Work development, presenting 


policy options, recommendations and nationwide best practices. Additionally, she worked with SVC 


team members on development of two §1115 Waiver Amendments, one §1915(b) Waiver, seven 


§1915(c) Waiver Amendments, and dozens of Medicaid State Plan Amendments necessary to seek 


federal approval to operate the program. 


 


Stephanie also assisted Idaho in their study of managed care options for the Medicaid expansion 


population, including drafting an RFP Scope of Work for potential MCO procurement.  Stephanie is 


experienced in monitoring Medicaid MCO performance and contract compliance. She has experience 


in analyzing federal Medicaid managed care regulations and ensuring program compliance. Her 


background also includes experience in program management, policy analysis, research and report 


writing.  Stephanie graduated with a B.S. in Social Policy from Northwestern University, and received 


her Master in Social Work concentrating in Social & Economic Development Policy from Washington 


University in St. Louis.   


 


 
 


Company Name Submitting Proposal: SVC, Inc. 


Contractor: X Subcontractor:  


Name: Stephanie Baume, MSW 


Key 
Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: 


Consultant  


# of Years in Classification: 5 # of Years with Firm: 5 
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                                   BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


 


Stephanie Baume has nearly a decade of experience in Medicaid, with a primary focus on managed 


care. As an SVC team member, Stephanie has worked with three states on the development of new 


Medicaid managed care programs. She led Indiana’s implementation of the Hoosier Care Connect 


program, a new risk-based managed care program for the non-dual aged, blind and disabled Medicaid 


population. She was a driving force behind the implementation of the program. Her work included 


developing a comprehensive report outlining potential options for managing care of the population, 


leading the State through policy and program design options, drafting the Scope of Work and §1915(b) 


waiver, coordinating all implementation activities and participating in the MCO readiness review 


process.  


 


Stephanie was also intricately involved in development of the IA Health Link program, leading the 


State through policy and program design options, articulating State policy goals in the MCO RFP 


Scope of Work and drafting multiple federal waivers and state plan amendments. Additionally, she 


provided Idaho managed care expertise, assisting the State in their study of managed care options for 


the Medicaid expansion population, including drafting an RFP Scope of Work for potential MCO 


procurement.   


 


Stephanie is experienced in monitoring Medicaid MCO performance and contract compliance. She has 


experience analyzing federal Medicaid managed care regulations and ensuring program compliance. 


Her background also includes experience in program management, policy analysis, research and 


report writing.  


 


Prior to joining SVC, Stephanie oversaw Indiana Medicaid’s Hoosier Healthwise program, a Medicaid 


managed care program serving children and pregnant women. In this role she was responsible for 


ensuring contract compliance of managed care organizations (MCOs) with contract values totaling 


approximately $4 billion. She managed all program operations such as development and 


implementation of new policies, pay-for-performance payouts, capitation rate updates and 


coordination with the State Fiscal Agent and Enrollment Broker.   


 
 


 
RELEVANT EXPERIENCE 


 


 


SVC, Inc., Indianapolis, IN       3/2011 - Present 


Consultant 


 Health policy consultation services to non-profit and governmental agencies. 


 Medicaid managed care implementation support including scope of work 


development for procurements, presentation of policy options, development of 


quality metrics, waiver drafting, State Plan Amendment drafting, readiness review 


and policy and operational leadership. 


 Policy research, analysis and recommendation development for Medicaid agencies 


on projects such as cost containment initiatives, disability processing, eligibility and 


managed care program development. 
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 Ongoing analysis of Affordable Care Act regulations and associated impact to 


Medicaid policies and operations for multiple states.  Development of white papers 


and presentations detailing impact, state options and recommendations. 


 Development of policies and procedures and training materials. 


Office of Medicaid Policy and Planning, Indianapolis, IN 


Hoosier Healthwise Manager      11/2007 – 8/2010 


 Oversight, coordination and administration of the Hoosier Healthwise program, 


Indiana’s Medicaid managed care program for low income families, children and 


pregnant women. 


 Responsible for ensuring contract compliance of Medicaid Managed Care 


Organizations (MCOs). 


 Managed program operations such as development and implementation of new 


policies, pay-for-performance payouts, capitation rate updates and coordination 


with State Fiscal Agent and Enrollment Broker. 


 Responded to audits and reviews conducted by Federal and State oversight agencies 


including the Centers for Medicare and Medicaid Services (CMS) and the State 


Board of Accounts (SBOA). 


 Developed and implemented standardized policies and procedures for contract 


monitoring and corrective action implementation. 


 Management and oversight of Policy Analysts and Children’s Health Insurance 


Program (CHIP) Manager. 


 Recipient of 2008 Governor’s Public Service Achievement Award for work on the 


Healthy Indiana Plan implementation. 


Policy Analyst         9/2006 – 11/2007 


 Monitored performance and contract compliance of Medicaid MCO through onsite 


visits and review of operational and clinical data. 


 Reviewed all MCO generated materials to ensure compliance with State and 


Federal regulations and State contract requirements. 


 Evaluated access, quality and effectiveness of Medicaid managed care program. 


 Assisted with quantitative and qualitative evaluation and improvement of program 


processes and outcomes. 


 Researched and drafted written responses to program issues raised by contractors, 


providers, members and legislators. 


Coro Leadership Center, St. Louis, Missouri    11/2004 – 3/2006 


Women in Leadership Program Manager 


 Increased participant recruitment outcomes by 100% within first 6 months of 


employment. 


 Coordinated alumnae outreach for recruiting purposes. 


 Managed program budget and all logistical aspects of leadership training program. 


 Executed marketing presentations at community events. 
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EDUCATION 


 


 Washington University, St. Louis, MO   


o Master of Social Work – Social & Economic Development Policy (2003)  


 Northwestern University, Evanston, IL 


o Bachelor of Science – Social Policy Major - Psychology Minor (2000) 


 


CERTIFICATIONS 


N/A 


 


 
REFERENCES 


 


Name Title Organization Phone 
Number 


Fax Number Email Address 


Peggy 


Homeier 


Director of 


Operations 


St. Francis 


Health 


Network 


317-782-


6882 


317-782-


6922 


Peggy.Homeier@franciscanalli


ance.org 


Amber 


Swartzell 


Attorney Indiana 


Family and 


Social 


Services 


Administratio


n 


317-232-


1244 


317-232-


1133 


amber.swartzell2@fssa.in.gov 


Cara 


Parsons 


Hoosier 


Care 


Connect 


Manager 


Indiana 


Office of 


Medicaid 


Policy and 


Planning 


317-234-


8013 


N/A cara.parsons@fssa.in.gov 


 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 



mailto:Amber.Swartzell2@fssa.IN.gov

mailto:cara.parsons@fssa.in.gov
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Bobby Courtney, JD 


 


The Project Director for our team will be Bobby Courtney, JD, MPH. He is not only knowledgeable 


about Medicaid regulations and policy, but also has in-depth experience in writing Medicaid managed 


care Scopes of Work (SOW), Requests for Proposals (RFP) and waivers.  Prior to joining SVC, Mr. 


Courtney served as the Chief Operating Officer and General Counsel at MESH a nationally-


recognized healthcare coalition based in Indianapolis, IN.   In this role he was responsible for 


providing day-to-day executive leadership and management of programs, services, and personnel, as 


well as providing continuing counsel on all legal matters and major business transactions.  Prior to 


working with MESH, Mr. Courtney served as a Strategic Planning Specialist at OSF Saint Francis 


Medical Center (Peoria, IL), a teaching hospital for the University of Illinois College of Medicine at 


Peoria and flagship hospital for the OSF Healthcare System.  While at OSF, he partnered with 


executive leadership to develop facility and service line strategic plans, and to ensure compliance with 


state regulatory requirements.   


 


Bobby also is an adjunct professor of Public Health at the Richard M. Fairbanks School of Public 


Health at IUPUI.  While at SVC, Mr. Courtney has assisted clients with Medicaid administrative 


rulemaking, readiness reviews, and Medicaid waivers.  More recently, he was central to the 


development of several §1115, §1915(b), and §1915(c) waivers for the Iowa High Quality Healthcare 


Initiative, designed to transition the majority of the State’s Medicaid beneficiaries from fee-for-service 


to managed care, making him uniquely positioned for this project.  


 


 


 


 


Company Name Submitting 
Proposal: 


SVC, Inc. 


Contractor: X Subcontractor:  


Name: Bobby Courtney, MPH, JD 


Key 
Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: 


Consultant 


# of Years in Classification: 15 # of Years with Firm: 2 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
 


 


Prior to joining the SVC, Inc. team, Bobby Courtney was the Chief Operating Officer and 


General Counsel at MESH, a healthcare coalition in Indianapolis, IN. In this role, he was 


responsible for providing day-to-day executive leadership and management of programs, 


services, and personnel, as well as providing continuing counsel on all legal matters and 


major business transactions.  Prior to working with MESH, Mr. Courtney served as a 


Strategic Planning Specialist at OSF Saint Francis Medical Center (Peoria, IL), a teaching 


hospital for the University of Illinois College of Medicine at Peoria and part of the OSF 


Healthcare System.  While at OSF, he partnered with executive leadership to develop facility 


and service line strategic plans, and to ensure compliance with state regulatory requirements.   
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RELEVANT EXPERIENCE 
 


SVC, Inc., Carmel, IN      September 2014 - Present 


Senior Policy Analyst 


 Review, analyze and advise clients regarding new statutes and agency regulations 


related to healthcare reform initiatives 


 Draft Request for Proposal (RFP) for Medicaid managed care contracts 


 
MESH, Inc., Indianapolis, IN                January 2014 – September 2014 


Interim Chief Executive Officer 


 Serve as the primary spokesperson and representative for the organization. 


 Provide executive leadership for MESH Coalition programs, services and personnel. 


 Lead and oversee the organization’s portfolio of programs and services. 


 Serve as a member of the executive team of the National Healthcare Coalition Resource 


Center. 


 Ensure strong private sector healthcare and municipal public safety ties and working 


relationships.  


 Oversee the development of annual budget and monitor monthly profit and loss statements. 


 Serve as Marion County Medical Multi-Agency Coordinating Center Manager. 


Chief Programming Officer            July 2013 – December 2013 


 Lead and oversee the organization’s portfolio of programs and services. 


 Prepare a variety of descriptive and analytical reports, formal memoranda, and 


written materials on legal and policy issues identified by executive leadership 


and coalition partners. 


 Draft and present Congressional testimony, legal memoranda, policies, and 


other related documents. 


 Identify and monitor pending state and federal legislation of potential impact to 


the organization and coalition partners, and provide consultation in the 


development of legislative policy positions. 


 Provide consultative services to developing healthcare coalitions across the 


United States. Serve as Marion County Medical Multi-Agency Coordinating 


Center Manager. 


Director of Policy and Planning             February 2011 – June 2013 


 Draft legal documents, policies, applications, and other related documents. 


 Manage and facilitate various Working Groups to solicit subject matter 


expertise from coalition partners, and to encourage broad interagency 


collaboration. 


 Participate in planning, organizing, and implementing Indiana University 


School of Medicine’s Emergency Medical Services Research Group activities. 


Policy Analyst (PRN)               May 2010 – February 2011 


 Conduct legal and policy research on hospital disaster preparedness and emergency 


response. 


 Execute Indiana Department of Homeland Security grant deliverables.  


 Participate in regional emergency management training programs and exercises. 


      School of Public Health at IUPUI, Indianapolis, IN                   January 2014–Present 


     Adjunct Faculty 
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 Graduate student instructor of Public Health and Emergency Preparedness. 


     Center for Law & Health at IU School of Law, Indianapolis, IN June 2009 – May 2012 


     Research Assistant 


 Worked under the direction of Professor Eleanor D. Kinney, J.D., 


M.P.H., Hall Render Professor of Law, and Professor David 


Orentlicher, M.D., J.D., Samuel R. Rosen Professor of Law. 


 Assisted with revisions to Hall, Bobinski & Orentlicher, Health Care 


Law and Ethics (7th ed.,Aspen Publishers 2007), and Orentlicher, 


Two Presidents are Better Than One: The Case for a Bipartisan 


Executive Branch” (NYU Press 2013). 


Saint Francis Medical Center, Peoria, IL           2004–July 2008 


Strategic Planning Specialist 


 Partnered with executive leadership to develop facility and service line strategic plans. 


 Identified and prioritized strategic goals, implementation tactics, and measurement 


strategies. 


 Worked with organizational leadership to ensure compliance with Certificate of Need 


regulations. 


 Managed internal grant procurement process overseeing all federal, state, and 


philanthropic grants. 


 Participated in annual capital budget process to align requests with facility strategic 


initiatives. 


Strategic Planning Assistant          2000–2004 


 Monitored industry trends and identified strategic intelligence to support decision-making. 


 Developed internal grant procurement process. 


 Worked with business and clinical staff to prepare and submit grant requests. 


 


EDUCATION 


 Indiana University School of Law, Indianapolis, IN  


o Juris Doctor – Healthcare Law (2012) 


 Indiana University School of Medicine, Indianapolis, IN   


o Master of Public Health – Health Policy (2012)  


 Bradley University, Peoria, IL  


o Master of Arts – English (2001) 


 University of Illinois, Champaign, IL   


o Bachelor of Arts – Philosophy (1999) 


 
CERTIFICATIONS 


 


 


 Admitted to the Bar – State of Indiana, 2012 


 United States District Court, Northern District of Indiana, 2012 


 United States District Court, Southern District of Indiana, 2012  


 


REFERENCES 
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Name Title Organization Phone 
Number 


Fax Number Email Address 


David 


Orentlicher, 


MD, JD 


Samuel R 


Rosen 


Professor 


of Law 


Robert H 


McKinney 


School of Law 


317-274-4993 N/A dorentli@iupui.edu 


Stephen Jay, 


MD 


Professor, 


Health 


Policy and 


Mgmt 


Indiana 


University 


School of 


Medicine 


317-274-3126 N/A sjay@iupui.edu 


Joy Hoover, 


MBA 


Director of 


Planning 


Upper 


Chesapeake 


Health 


443-643-3322 N/A Jdh.01@ex.uchs.org 


 


 


 


 
 


 


 


Amanda Schipp, JD 


 


Prior to joining the SVC, Inc. team, Ms. Schipp was an associate attorney at Ice Miller, LLP in the 


business and health care group practice, where, in addition to her corporate transactional work, she 


analyzed and advised clients regarding new statutes and agency regulations related to the Patient 


Protection and Affordable Care Act.  Prior to attending law school, Schipp served as the strategic 


initiatives program director for the Indiana Family and Social Services Administration, the state's 


health and human services agency. During her time at the agency, she analyzed regulatory and 


legislative developments in the health care field and assisted in the development, implementation, and 


communication of new agency policies and programs, including the Healthy Indiana Plan.  Ms. Schipp 


is a licensed attorney experienced in health care law with a focus on transactional and regulatory 


matters and has been central to SVC’s work developing rules and contracts surrounding the HIP 2.0 


program.  


 


 


 


 


Company Name Submitting Proposal: SVC, Inc. 


Contractor: X Subcontractor:  


Name: Amanda Schipp, JD 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Consultant 


# of Years in Classification: 10 # of Years with Firm: 3 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
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Amanda Schipp has counseled clients on a wide variety of matters including Medicaid waiver 


strategies, Medicaid managed care contracting requirements, and analysis of statutory and 


regulatory impacts on Medicaid program design and implementation. While at SVC, Schipp 


was intimately involved in the development and implementation of the Healthy Indiana Plan 


(HIP), an innovative Section 1115 waiver in Indiana. In addition to drafting the HIP waiver 


submission, she also was involved in operationalizing the waiver. Her work included 


negotiating the financing agreement to fund expansion, developing the scope of work for the 


managed care contractors, and drafting the administrative rule to implement the waiver. In 


addition to her work in Indiana, Schipp has also worked with several other states in the 


development of both Medicaid 1915(b) and 1115 waivers.  


 


Prior to joining the SVC, Inc. team, Schipp was an associate attorney at Ice Miller, LLP in the 


business and health care group practice, where, in addition to her corporate transactional 


work, she analyzed and advised clients regarding new statutes and agency regulations related 


to the Patient Protection and Affordable Care Act. 


 


Schipp is a licensed attorney experienced in health care law with a focus on transactional and 


regulatory matters. Prior to attending law school, Schipp served as the strategic initiatives 


program director for the Indiana Family and Social Services Administration, the state's health 


and human services agency. During her time at the agency, she analyzed regulatory and 


legislative developments in the health care field and assisted in the development, 


implementation, and communication of new agency policies and programs, including the 


original Healthy Indiana Plan. 


 


Schipp earned her Bachelor’s Degree from DePauw University. Later she attended law school 


at Indiana University Robert H. McKinney School of Law, where she graduated magna cum 


laude with a concentration in health law. 
 
 


RELEVANT EXPERIENCE 
 


 


SVC, Inc., Carmel, IN       11/2013 - Present 


Senior Policy Analyst 


 Reviewed, analyzed and advised clients regarding new statutes and agency regulations 


related to healthcare reform initiatives 


 Drafted Request for Proposal (RFP) for Medicaid managed care contracts 


 Drafted Section 1915(b) waiver for Medicaid pilot project  


 Assisted in the development and implementation of a Medicaid expansion waiver 


 
Ice Miller, LLP, Indianapolis, IN      9/2011 - 11/2013 


Associate Attorney 


 Specialized practice in health care law with a focus on corporate transactions and 


regulatory matters 


 Drafted complex commercial contracts for diverse business clients 
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      Family and Social Services Administration, Indianapolis, IN 


      Strategic Initiatives Program Director     11/2007 – 8/2009 


 Served as director of special initiatives for the administration including development of 


program for the uninsured (Healthy Indiana Plan), flood relief, and development of a 


public cord blood bank 


 Developed strategic plan for implementation and communication of new programs and 


policies 


 Reviewed large project contracts, including contracts with a $1 billion value 


 Developed legislative and public messaging 


 Statutory and administrative law research and interpretation 


 Analyzed agency health policies and programs for reporting and quality improvements 


 Implemented Governor’s Healthy Indiana Plan 


 Developed and managed $1.6 million statewide marketing campaign 


 Communicated regularly with advocate groups 


Assistant to the Secretary      6/2006 – 8/2007 


 Provided administrative and project support to Secretary and Chief of Staff 


 Managed constituent correspondence and communication for Office of the Secretary 
 


EDUCATION 
 


 


 Indiana University Robert H. McKinney School of Law, Indianapolis, IN 


o Juris Doctor, magna cum laude, with honors in health law (May 2011) 


 DePauw University, Greencastle, IN 


o Bachelor of Arts- Philosophy Major, Political Science Minor (May 2006)  


CERTIFICATIONS 
 


 


 Admitted to the bar – State of Indiana   2011 


 


REFERENCES 
 


Name Title Organization Phone 
Number 


Fax 
Number 


Email Address 


Taryn Stone Partner Ice Miller LLP 317-236-


5872 


317-592-


4625 


taryn.stone@icemiller.com 


Tony Aaron Partner Ice Miller LLP 317-236-


2484 


317-592-


4659 


anthony.aaron@icemiller.com 


Leslie 


Huckleberry 


Attorney Indiana 


Family & 


Social Services 


Administration 


317-232-


1246 


317-232-


1133 


leslie.huckleberry@fssa.in.gov 
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Seema Verma, MPH 


Ms. Seema Verma is the President of SVC, Inc., a health consulting company serving multiple states and 


private clients. For over 20 years, Seema has worked extensively on a variety of policy and strategic 


projects involving Medicaid, insurance, and public health. She provides guidance to Governor's offices, 


State Medicaid agencies, State Health Departments and Departments of Insurance. Her private clients 


include hospitals and technology vendors that serve state Medicaid programs.   


 


She is the architect of his Healthy Indiana Plan (HIP), the nation's first consumer directed Medicaid 


program. She led efforts to implement the program, including developing the operational and system 


design, negotiating managed care contracts, and the Centers for Medicare and Medicaid waivers. Seema 


is also the architect of the Indiana HIP 2.0 waiver proposal and supported Indiana through the 


implementation of the program and CMS negotiation and served as the Indiana Health Care Reform lead. 


 


Ms. Verma has also worked with the team as they developed the Iowa waivers and RFP providing project 


leadership, oversight and strategic direction to the SVC team. 


 


 


 


Company Name Submitting 
Proposal: 


SVC, Inc. 


Contractor: X Subcontractor:  


Name: Seema Verma, MPH 
Key 


Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: 


CEO/President 


# of Years in Classification: 22 # of Years with Firm: 15 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
 


 


Ms. Seema Verma is the President of SVC, Inc., a health consulting company serving multiple 


states and private clients. For over 20 years, Seema has worked extensively on a variety of 


policy and strategic projects involving Medicaid, insurance, and public health. She provides 


guidance to Governor's offices, State Medicaid agencies, State Health Departments and 


Departments of Insurance. Her private clients include hospitals and technology vendors that 


serve state Medicaid programs.   


 


She is the architect of his Healthy Indiana Plan (HIP), the nation's first consumer directed 


Medicaid program. She led efforts to implement the program, including developing the 


operational and system design, negotiating managed care contracts, and the Centers for 


Medicare and Medicaid waivers. Seema is also the architect of HIP 2.0 waiver proposal and 


supported Indiana through the implementation of the program and CMS negotiation and 


served as the Indiana Health Care Reform lead. 


  


Ms. Verma has also served as the Indiana Health Care Reform lead and with the SVC team 


worked with states as they prepared for implementation of the Affordable Care Act including, 
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Exchanges, Medicaid preparedness, and waiver development for Medicaid expansions.  Ms. 


Verma has developed the Iowa 1115 waiver, the Indiana 1115 waiver, helped design 


Tennessee’s expansion proposal and also provided technical assistance to Michigan as they 


implement their 1115 waiver.  


  


Prior to consulting, Ms. Verma served as Vice President of Planning for the Health & 


Hospital Corporation of Marion County and as a Director with the Association of State and 


Territorial Health Officials (ASTHO) in Washington D.C.  Seema Verma received her 


Master’s degree in Public Health, with concentration in health policy and management from 


the Johns Hopkins School of Public Health, and her Bachelors in Life Sciences, from the 


University of Maryland, College Park.  


 


Ms. Verma has provided testimony to the Congressional House Energy and Commerce 


subcommittee on health and is also a graduate of the Lugar Series Excellence in Public 


Service and the recent recipient of the Indiana Sagamore of the Wabash Award.  


 


 


RELEVANT EXPERIENCE 


 


 


SVC, Inc., Carmel, IN               2001 - Present 


President / CEO 


 President and founder of SVC, Inc. 


 Serving as the Indiana lead on the implementation of the Affordable Care Act and 


Exchanges. 


 Served as architect of the Healthy Indiana Plan. 


 Led implementation efforts including development of legislation, approval of $1B 


federal waiver, request for services and negotiation of managed care contracts valued 


at $250M annually. 


Marion County Health and Hospital Corporation, Indianapolis, IN 


Vice President, Corporate Planning                   1999 - 2001 


Director, Program Development       1998 - 1999 


Administrator, Healthy Babies       1997 - 1998 


 Responsible for strategic planning and program development for the Health & 


Hospital Corporation, which operates Wishard Health Services and the Marion County 


Health Department.  


 Promoted to Vice President of Corporate Planning after serving as Director of 


Planning for one year.  


 Responsible for implementing a system wide planning function, and developing 5 new 


corporate departments: Epidemiology and Evaluation, Grants, Wishard Advantage 


(managed care program for the uninsured), Medicaid Outreach, and a Victim’s 


Services program. 


 Accomplishments include completion of a web based eligibility system, web-based data 


mart, community health assessment; results based budget plan, identification of core 


values for the Corporation, overseeing a corporate strategic planning process, 
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developing a county wide indigent health care program, producing a community health 


assessment, and developing a grants manual.  


 Responsible for program development, implementation, evaluation and budget.  


 Key duties for the Wishard Advantage program, include managed care contract 


negotiation, program operations, membership approval process, and policy 


development for the program.  


 Directed efforts to develop a data tracking system for the Advantage program for 


evaluation purposes.   


 Oversee Corporation’s Community Access Program grant. 


Association of State and Territorial Health Officials, Washington D.C. 


Consultant          1996 - 1997  


Project Director         1994 - 1995 


Project Coordinator         1993 - 1994 


 
EDUCATION 


 


 Master of Public Health-Health and Policy Management - John Hopkins School of 


Hygiene and Public Health 


 Bachelor of Science – Biology – University of Maryland, College Park 


 
CERTIFICATIONS 


 


N/A 


 


REFERENCES 
 


Name Title Organization Phone 
Number 


Fax 
Number 


Email Address 


Brian 


Neale 


Health Care 


Policy Director 


Indiana 


Governor’s 


Office 


317-450-


3554 


 bneale@gmail.com 


Michael 


Gangano 


Former 


Secretary 


Indiana 


Family and 


Social Services 


Administration 


 


Current -


President, 


Lawton Loop 


Consulting, 


LLC 


Lawton Loop 


Consulting, 


LLC 


317-847-


1256 


N/A michael@lawtonloopconsulting.com 


Chris 


Priest 


Medicaid 


Director for 


State of 


Michigan 


Michigan 


Dept of Health 


& Human 


Services 


517-373-


3740 


  



mailto:michael@lawtonloopconsulting.com
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Company Name Submitting Proposal: SVC, Inc. 


Contractor: X Subcontractor:  


Name: James Shin, Pharm D 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Pharmacy SME 


# of Years in Classification: 12 # of Years with Firm: 1 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


 


James Shin brings over a decade of knowledge and experience with state Medicaid pharmacy 


programs.  He worked very closely with the Medicaid pharmacy directors for over a decade on 


all aspects of the Medicaid pharmacy benefit management.  His combination of government 


and commercial managed care pharmacy programs, along with his extensive knowledge in 


pharmacoeconomics and pharmacy rebate agreements is uniquely suited for the requirements 


of this RFP.   


 


He has developed and performed evaluations and audits of pharmacy benefit managers to 


ensure accurate administration of pharmacy benefits and rebates.  These include development 


of claims test models, review of programming schematics, test data files, establishment of data 


and communication flow, audit of adherence to drug cost and utilization management 


initiatives (e.g., preferred drug list, prior authorization, step therapy, days’ supply limits, 
age/gender limits), test accuracy of claims adjudication, and evaluate collection of mandatory 


information for rebate reporting requirements.  Given his direct experience with managed 


care pharmacy benefit evaluation and intimate knowledge of the state Medicaid pharmacy 


programs, he will be able to assess the accuracy and reliability of rebates and benefit 


administration. 
 


RELEVANT EXPERIENCE 
 


Community Health 


Network/Primaria Health, 


Pharmacy Analytics Lead 


 


                                                           February 2015 - Present 


Population Health/Accountable Care Initiatives 


 


 Develop and implement population health/accountable care pharmacy strategy and 


initiatives to support value-based reimbursement models and improve health outcomes 


 Establish pharmacy program monitoring benchmarks and trends reporting for 


management of drug cost and identification of opportunities for interventions 


 Create point-of-care tools to allow pharmacists to evaluate costs of therapy for patients 


and health plan to support the selection of the most mutually beneficial therapy 
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 Implement population-level analytics to identify high-risk patients for proactive 


intervention 


 Evaluate feasibility of establishing a network-owned specialty pharmacy with pro 


forma analysis 


 Develop partnership with community retail pharmacies to expand services to attributed 


population 


 Lead transition to Medicare shared savings accountable care organization 


 


Analytics and Modeling 


 


 Perform complex fiscal impact analyses to evaluate current drug spend and utilization 


 Create models to project future spend and utilization 


 


Pharmacy Benefit Manager (PBM) Oversight 


 


 Perform post-implementation audit of PBM’s compliance with health plan’s pharmacy 


drug benefit 


 Quantify fiscal impact of inaccurate application of the pharmacy drug benefit 


 Work with the PBM to remediate errors in administering the pharmacy drug benefit 


 Develop plan to evaluate the administration of pharmacy drug benefit for new benefit 


cycle 


 Retrospectively validate rebate collection 


 


Myers and Stauffer LC                                                           October 2004 – January 2015 


  Manager, Pharmacy Programs 


    


Responsible for all aspects of operations, business development and client management 


of pharmacy rate setting and consulting programs for the Centers for Medicare & 


Medicaid Services and state Medicaid programs, including: serve as clinical 


pharmacist resource, maintain current clinical information, identify and develop new 


business opportunities, author white papers, proposals for new business, and other 


written deliverables, develop operational policies and procedures, manage client 


relationships, lead stakeholder communication, provide management policy consulting, 


develop and execute analysis plans 


 


Pharmacy Benefit Management 


 


 Consult on drug reimbursement policy and fiscal impact for payers 


 Benchmark and trend drug utilization and drug spend  


 Perform fiscal modeling to estimate impact of different policy scenarios 


 Consult with Medicaid programs on drug rebates, 340B program administration, net-


net drug pricing, and other drug benefit issues 


 Assist with the evaluation of utilization management decisions, such as potential 


impact and unintended consequences of preferred drug list status 
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 Work with Medicaid programs to evaluate options for specialty drug utilization and 


cost control 


 


Management 


 


 Manage implementation and operations of the National Average Drug Acquisition 


Cost (NADAC) and Retail Price Survey for the Centers for Medicare & Medicaid 


Services (CMS) as key personnel (Lead Scientist) on the contract 


 Responsible for operations of five average drug acquisition cost reimbursement 


programs, nine maximum allowable cost (State MAC) programs, and one blood factor 


reimbursement program across tenure 


 Lead and manage the growth of a multi-disciplinary team of accountants, analysts, 


programmers, and pharmacy technicians 


 Effectively manage clients through conference calls, email, and onsite meetings 


 Lead meetings with and prepare communications for clients and stakeholder groups 


 Continue to monitor programs for development of additional procedures to improve 


efficiency and effectiveness  


 


Operations  


 


 Extensively utilize databases from First Databank, and Medispan for analysis, report 


generation, and drug information such as published pricing benchmarks and drug 


categorization 


 Research and address clinical pharmacy and drug information questions including 


dosing, pricing, categorization, specialty and hemophilia products, treatment 


guidelines, and NDC/HCPCS code conversions 


 Critically review analyses and deliverables to identify and correct errors and to ensure 


accurate and concise responses 


 Maintain clinical knowledge through critical review of pharmacy literature, continuing 


education opportunities, and attendance at conferences 


 Compose topical white papers on current pharmacy issues such as rapidly increasing 


generic drug pricing, reimbursement using AMP-based Federal Upper Limits, impact 


of the changes included in the Affordable Care Act, and options for the replacement of 


Average Wholesale Price in reimbursement 


 Perform ad hoc reimbursement modeling analyses 


 Collaborate with other vendors on shared projects 


 


EDUCATION 


 
 


University of Maryland, College of Pharmacy                             June 2003 – September 2004  


 Pharmacoeconomics and Health Outcomes Research Fellow 


Humana Inc. / Louisville Veterans Affairs Medical Center        June 2002 – May 2003 


 Managed Care Pharmacy Resident 


University of Illinois at Chicago, College of Pharmacy               August 1998 – May 2002 


 Doctor of Pharmacy 
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Loyola University Chicago                                                                August 1994 – May 1998                                                      


 Bachelor of Science, Honors 


 Major: Biochemistry, Minor: Mathematics 
 


CERTIFICATIONS 
 


 Lean Six Sigma Yellow Belt and Change Agent Certification                2015-2016 


 Illinois Board of Pharmacy, Registered Pharmacist                      June 2002 - present  


o (License Number: 051289041)    
 


REFERENCES 
   


 


Name Title Organization Phone 


Number 


Fax 


Number 


Email Address 


Mike Sharp 


 


President 


 


Sharp RX 


Pharmaceutical 


Consulting 


Services 


317-565-


9875 


N/A mike@sharprx.net 


Jim 


Davidson 


 


 


Director Managed 


Health Services 


  jdavidson@mhsindiana.com 


Ryan 


McClain 


 


Senior 


Analyst 


Indiana Family 


and Social 


Services 


Administration 


  Rmcclain124@yahoo.com 


 


Subcontractor Resumes 
 
 


Company Name Submitting 
Proposal: 


SVC, Inc. 


Contractor:  Subcontractor: X 


Name: Reiko Osaki 


Key 
Personnel: 
(Yes/No) 


Yes 


Individual’s 
Title: 


President, Ikaso Consulting 


# of Years in Classification: 7 # of Years with Firm: 7 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


 


Ms. Osaki is the President and Founder of Ikaso Consulting. Her experience serving 13 state 


government administrations through 16 years of public sector consulting work help her team 


and her clients implement collaborative change and achieve sustainable results. Ms. Osaki’s 
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areas of expertise include complex requests for proposals, contract negotiations, Medicaid and 


human services program design and associated procurement strategies, and pay-for-


performance metrics. Ms. Osaki and her team have facilitated the procurement and annual 


negotiations of one State’s managed care contracts, including the negotiation of pay for 


performance controls, capitation rate updates, and other program-related changes. Ms. Osaki 


and her Ikaso team led the procurement strategy, execution, contracting, and negotiations for 


this suite of Medicaid managed care contracts. For another state client, Ms. Osaki supported a 


State through its procurement to transform its Medicaid program from a fee-for-service to 


managed care environment. 
 


RELEVANT EXPERIENCE 
 


 
2008-Present – Ikaso Consulting – San Francisco, CA – President and CEO 


Indiana Family and Social Services Administration (FSSA)  


Ms. Osaki manages a team of consultants serving Indiana FSSA in the areas of procurement strategy, 


contracting and negotiations, and project management for complex health and human services 


initiatives spanning new Medicaid programs and Medicaid operations and design. Ms. Osaki led her 


team to support Indiana’s HIP 2.0 program, which required complex, time-sensitive contract 


negotiations. Ms. Osaki provides procurement and negotiation services spanning Medicaid managed 


care and eligibility systems. A sampling of contract areas that Ms. Osaki has advised FSSA on includes 


managed care contracts, IT system contracts, and professional services contracts.  


 


2008-Present – Ikaso Consulting – San Francisco, CA, President and CEO 


Indiana Department of Administration (IDOA)  


 


Ms. Osaki provides consulting services to IDOA to assess the enterprise wide procurement operation, 


organization and staffing, and to identify efficiency, collaboration and policy opportunities for the 


State. Supporting IDOA, the Governor’s office, and school districts across the State, Ms. Osaki and her 


team work to improve collaboration and access to state procurement and contracting opportunities.  


 


2015-Present – Ikaso Consulting – San Francisco, CA, President and CEO 


Iowa Department of Human Services (DHS)  


Ms. Osaki was the project advisor for the team of consultants working closely with DHS leadership and 


the Director of the Iowa Medicaid Enterprise in the procurement of new managed care organization 


contracts for IME’s transition to managed care. As procurement experts, Ms. Osaki and her team 


supported the procurement and evaluation process, and facilitated negotiation discussions with the 


awarded MCOs. Ms. Osaki and her team continue to assist IME with operational changes resulting 


from the new program model.  


 


EDUCATION 


 Stanford University - Palo Alto, CA 


o BA Political Science - - 2000 


CERTIFICATIONS 
 


N/A 


References 


Name Title Organization Phone Fax Email 
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Contractor:  Subcontractor: X 


Name: Thomas Arnold, MBA 


Key 
Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Director, Ikaso Consulting 


# of Years in Classification: 6 # of Years with Firm: 6 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 


 
Mr. Arnold has a broad base of private and public-sector experience, ranging from large multi-


national conglomerates and state governments to Internet start-ups. He has counseled clients in a 


variety of areas, including organization and process review, contracting, cost control strategies, and 


performance measurement and reward. For the past 13 years Mr. Arnold has focused on serving 


public sector clients, including Medicaid and human services programs in five states. 


 


Mr. Arnold is a Director at Ikaso Consulting, and was a Director of Consulting at CGI’s Spend 


Management Solutions practice, an Engagement Manager at Silver Oak Partners, and an Associate at 


Booz & Company after graduating from Harvard Business School. 


 


RELEVANT EXPERIENCE 
 


 
2007 - CGI Spend Management Solutions - San Francisco, CA - Director of Consulting 


Healthy Indiana Plan Managed Care RFP 


Mr. Arnold led the procurement strategy and execution, from RFP development,  


            evaluation support, award, negotiation, and contracting for a solicitation for a new  


            managed care program contract. 


 


2009-10, 2015-16 - Ikaso Consulting - San Francisco, CA - Director 


Hoosier Healthwise / Healthy Indiana Plan Managed Care RFP 


Mr. Arnold led the procurement strategy and execution, from RFP development, evaluation 


support, award, negotiation, and contracting for a solicitation that combined two existing 


managed care programs under a single contract vehicle.  Mr. Arnold has also supported the 


Jessica 


Robertson 


Commissioner IN Dept. of 


Administration 


317-234-


3185 


N/A jrobertson@idoa.in.gov 


Jean 


Slaybaugh 


CFO Iowa Dept. of 


Human 


Services 


515-281-


4987 


N/A jslayba@dhs.state.ia.us 


Rob 


Damler 


Principal & 


Consulting 


Actuary 


Milliman 317-524-


3512 


317-


639-


1001 


rob.damler@milliman.com 


Company Name Submitting Proposal: SVC, Inc. 
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State in the annual renegotiation process for capitation rate adjustment and program 


requirement updates for this contract.  Mr. Arnold is currently leading the consulting team 


supporting the re-procurement of this contract. 


 


2014-15 - Ikaso Consulting - San Francisco, CA - Director 


Hoosier Care Connect Managed Care RFI and RFP 


Mr. Arnold led the procurement strategy and execution for a solicitation for a new ABD 


managed care program contract.  This procurement process started with an RFI to gather 


vendor community feedback and identify potential respondents before moving into RFP 


finalization, evaluation support, award, negotiation, and contracting phases.  Mr. Arnold has 


also supported the State in the annual renegotiation process. 


 


2015 - Ikaso Consulting - San Francisco, CA - Director 


Iowa High Quality Health Care Initiative Managed Care RFP 


Mr. Arnold led the procurement strategy and execution, from RFP development, evaluation 


support, award, negotiation, and contracting for a solicitation for a new comprehensive 


managed care program contract. 


 


 


EDUCATION 
 


 


 MBA - Harvard Graduate School of Business Administration - Cambridge, MA - 2000 


 BA (Honors) Asian Studies/Japanese, Economics - Colgate University – Hamilton, NY - 1994 


 


CERTIFICATIONS 
 


N/A 


 
 


REFERENCES 
 


 


Name Title Organization Phone 
Number 


Fax 
Number 


Email Address 


Jessica 


Robertson 


Commissioner, 


Indiana  


Dept. of 


Administration 


Indiana Dept. of 


Administration 


317-234-3185 N/A jrobertson@idoa.in.gov 


Jean 


Slaybaugh 


Chief 


Financial 


Officer 


Iowa Dept. of 


Human Services 


515-281-4987 N/A jsalyba@dhs.state.ia.us 


Carrie 


Lindgren 


Mgmt  


Analyst 3 


Bureau of 


Services 


Contract 


Support, Iowa 


Dept. of Human 


Services 


515-281-7556 N/A clindgr@dhs.state.ia.us 
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Part II – Cost Proposal 


RFP Title: Evaluation and Planning Services for the Potential Expansion of the 
Medicaid Managed Care Organization Program 


RFP: 2103 


Vendor Name: SVC, Inc. 


Address: 1 North Capitol, Suite 444 
Indianapolis, IN  46204 


Opening Date: February 19, 2016 


Opening Time: 2:00 PM 
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Tab II: Cost Proposal  
 


 


DELIVERABLE PAYMENT SCHEDULE 
 


Vendor ____SVC, INC.________________________________________________________ 


 


 


Activity 


Number 
Description of Activity 


Estimated  


Timeframe 


Activity 


Estimated 


Price 
3.1 Review the current Medicaid MCO 


Program and make recommendations for 


improvement. Activity Estimated Price 


should be a total amount of 3.1.1, 3.1.2 


and 3.1.3. 


5/11/16 – 


12/31/16 


$28,000 


3.1.1 Recommend revisions to strengthen and 


improve the Division’s oversight, 


recommendations must comply with 


federal and state requirements. 


5/11/16 – 


12/31/16 


$ 7,000 


3.1.2 Recommend revisions to the MCO 


contract as it relates to improving 


program oversight and compliance. 


5/11/16 – 


6/30/16 


$10,500 


3.1.3 Recommend revisions to contract terms 


and payment structure to incentivize 


MCO vendors to reduce costs through 


pay for performance measures. 


5/11/16 – 


6/30/16 


$10,500 


 


3.2 Assist state staff in providing 


recommendations to executive staff and 


the Nevada Legislature regarding the 


potential MCO expansion.  Activity 


Estimated Price should be a total amount 


of 3.2.1, 3.2.2 and 3.2.3. 


10/1/16 – 


12/31/16 


$52,500 


3.2.1 Recommendations may be based on 


population, geographical location and/or 


services such as Long Term Support 


Services. 


10/1/16 – 


12/31/16 


$26,250 


 


3.2.2 Recommendations may be a phase in 


approach to limit financial cash flow 


concerns and/or adverse impact. 


10/1/16 – 


12/31/16 


$ 8,750 
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3.2.3 
With assistance from state staff 


recommendation(s) must contain a cost 


benefit analysis which includes the 


potential loss of revenue to state 


agencies as well as Intergovernmental 


Transfer of Funds, Certified Public 


Expenditures and drug rebates. 


 


10/1/16-


12/31/16 


$17,500 


 


Activity 


Number 
Description of Activity 


Estimated  


Timeframe 


Activity 


Estimated 


Price 
3.3 With assistance from state staff, identify 


the potential impact of the possible 


expansion of the State Medicaid MCO 


Program. Activity Estimated Price 


should be a total amount of 3.3.1, 3.3.2, 


3.3.3, 3.3.4, 3.3.5, 3.3.6 and 3.3.7. 


5/11/16 – 


9/30/16 


$72,625 


3.3.1 Assist state staff in identifying the 


potential impact to communities through 


the continuation of town hall meetings to 


gather public and stakeholder’s input. 


6/1/16 – 9/30/16 $ 8,750 


3.3.2 With assistance from state staff identify 


the potential impact to recipients, data 


regarding MCO adequacy of providers 


and access to care in Nevada is available. 


5/11/16 – 


9/30/16 


$13,125 


3.3.3 Identify the potential impact to providers. 5/11/16 – 


9/30/16 


$ 8,750 


3.3.4 With assistance from state staff, identify 


the potential impact to local government 


as it relates to reimbursement for 


administrative and medical services. 


5/11/16 – 


9/30/16 


$17,500 


3.3.5 With assistance from state staff, identify 


the potential impact to Native American 


tribes. 


5/11/16 – 


9/30/16 


$ 7,000 


3.3.6 With assistance from state staff, identify 


the potential impact to state agencies that 


provide billable administrative and 


medical services such as potential 


downsizing of staff, etc. 


5/11/16 – 


9/30/16 


$10,500 


3.3.7 Report any potential impact the state may 


not be aware of and should consider 


based on the vendor’s experience and/or 


knowledge of other states’ MCO 


expansion. 


5/11/16 – 


9/30/16 


$ 7,000 
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3.4 With assistance from state staff identify 


ways to leverage existing resources if 


MCO expansion occurs.  Activity 


Estimated Price should be a total amount 


of 3.4.1, 3.4.2 and 3.4.3. 


5/11/16 – 


9/30/16 


$35,000 


3.4.1 Certified Public Expenditures 5/11/16 – 


9/30/16 


$ 8,750 


3.4.2 Intergovernmental Transfer of Funds 5/11/16 – 


9/30/16 


$ 8,750 


3.4.3 Provider Tax and Assessment 5/11/16 – 


9/30/16 


$17,500 


 


Activity 


Number 
Description of Activity 


Estimated  


Timeframe 


Activity 


Estimated 


Price 
3.5 Provide consulting services and project 


management for MCO expansion.  


Activity Estimated Price should be a 


total amount of 3.5.1, 3.5.2, 3.5.3, 3.5.4, 


3.5.5, 3.5.6, 3.5.7, 3.5.8 and 3.5.9. 


1/1/17 – 5/31/18 $114,750 


3.5.1 Develop and design the project plan 


upon approval of a MCO expansion. 
6/1/17 – 8/1/17 $ 7,500 


3.5.2 Assist in the completion of a timeline for 


implementation of the approved plan and 


identify critical path(s). 


6/1/17 – 8/1/17  


 


$ 6,000 


3.5.3 Ensure project is completed within 


approved timeframe(s) and/or notify 


management of delay(s), reason for any 


delay(s), and possible solutions to 


resolve any delay(s). 


6/1/17 – 5/31/18 $37,500 


3.5.4 Identify stakeholders. 6/1/17 – 8/1/17 $ 1,500 


3.5.5 Design and manage communication 


plan. 
6/1/17 – 5/31/18 $ 7,500 


3.5.6 Manage meetings. 6/1/17 – 5/31/18 $15,000 


3.5.7 Manage and track status of tasks 


assigned to all parties involved. 
6/1/17 – 5/31/18 $ 7,500 


3.5.8 In the event Long Term Support Services 


(LTSS) are recommended and approved 


as part of the MCO expansion, assist 


state staff in preparing the necessary 


documents that meet CMS’s 


requirements in obtaining proper 


authority under an 1115 (a) 


demonstration waiver; and/or 1915 (b) 


6/1/17 – 5/31/18 $26,250 
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waivers’ and/or 1915 (c); and/or 1915 (i) 


accordingly. 


3.5.9 With assistance from state staff develop 


a transition plan for the MCO expansion. 
6/1/17 – 10/1/17 $ 6,000 


 


3.6 With assistance from state staff identify 


the potential loss of revenue to the 


Medicaid agency such as IGT and drug 


rebates. 


5/11/16 – 


9/30/16 


$ 8,750* 


 
* The costs are covered in Section 3.2.3, the costs identified here are specific to the 
impact of managed care on drug rebates 
 


Activity 


Number 
Description of Activity 


Estimated  


Timeframe 


Activity 


Estimated 


Price 
3.7  Assist in the initial procurement process 


of MCO vendors. Activity Estimated 


Price should be a total amount of 3.7.1, 


3.7.2 and 3.7.3. 


7/1/16 – 3/1/18 $49,875 


3.7.1 Develop Request for Information to 


solicit interested MCO vendors. 
7/1/16 – 8/22/16 $ 5,735 


3.7.2 Review Request for Information 


submissions by interested MCO 


vendors. 


8/22/16 – 


10/19/16 


$ 3,490 


3.7.3 Assist in drafting the Request for 


Proposal to procure MCO vendors in 


Nevada. 


5/11/16 – 7/1/17 $40,650 
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Section Total Estimated Price 


3.1 $28,000 


3.2 $52,500 


3.3 $72,625 


3.4 $35,000 


3.5 $114,750 


3.6 $8,750 


3.7 $49,875 


Total for Sections 3.1 thru 3.7 $361,500 


 


 


 


The classification title and hourly rate are being requested to estimate how the 


proposing vendor arrived at their costs, so DHCFP can check for reasonability and 


also for any change orders or ad hoc requests that may come up during the contract 


period. 


 


Classification Title Hourly Rate 


Subject Matter Experts -(Managed 


Care/Pharmacy/Procurement) 


$175.00 


Project Manager $150.00 
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Tab III Cost Proposal Certification Of Compliance 
 


ATTACHMENT I- COST PROPOSAL CERTIFICATION OF COMPLIANCE WITH 
TERMS AND CONDITIONS OF RFP 


I have read, understand and agree to comply with all the terms and conditions 
specified in this Request for Proposal. 


 YES     X          I agree to comply with the terms and conditions specified in this RFP. 
 NO          I do not agree to comply with the terms and conditions specified in this RFP. 


If the exception and/or assumption require a change in the terms in any section of 
the RFP, the contract, or any incorporated documents, vendors must provide the 
specific language that is being proposed in the tables below. If vendors do not specify 
in detail any exceptions and/or assumptions at time of proposal submission, the 
State will not consider any additional exceptions and/or assumptions during 
negotiations. 
Note: Only cost exceptions and/or assumptions should be identified on this 
attachment. Do not restate the technical exceptions and/or assumptions on this 
attachment.                                           SVC, Inc. 


 
Signature 


Seema Verma, MPH 2/16/16 


 
Print Name Date 


EXCEPTION SUMMARY FORM 


EXCEPTION # 
RFP SECTION 


NUMBER 


RFP 


PAGE NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must be 


identified) 


None    


ASSUMPTION SUMMARY FORM 


ASSUMPTION # 
RFP SECTION 


NUMBER 
PAGE NUMBER 


ASSUMPTION 


(Complete detail regarding assumptions must 


be identified 


None    
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VendorName Criteria Weight Eval 3 Eval 4 Eval 5


Berry Dunn McNeil & Parker LLC Demonstrated Competence 35 5 7 7


Berry Dunn McNeil & Parker LLC


Experience in performance of 


comparable engagements 20 3 5 7


Berry Dunn McNeil & Parker LLC


Conformance with the terms 


of this RFP 5 6 10 7


Berry Dunn McNeil & Parker LLC


Expertise and availability of 


key personnel 15 4 7 7


Berry Dunn McNeil & Parker LLC Cost 25 5 7 10


Berry Dunn McNeil & Parker LLC


Berry Dunn McNeil & Parker LLC


Health Management Associates Inc Demonstrated Competence 35 4 7 7


Health Management Associates Inc


Experience in performance of 


comparable engagements 20 2 8 6


Health Management Associates Inc


Conformance with the terms 


of this RFP 5 6 10 9


Health Management Associates Inc


Expertise and availability of 


key personnel 15 4 8 8


Health Management Associates Inc Cost 25 4 0 2


Health Management Associates Inc


Health Management Associates Inc


Mercer Health & Benefits LLC Demonstrated Competence 35 7 5 9


Mercer Health & Benefits LLC


Experience in performance of 


comparable engagements 20 7 8 9


Mercer Health & Benefits LLC


Conformance with the terms 


of this RFP 5 2 2 9


Mercer Health & Benefits LLC


Expertise and availability of 


key personnel 15 8 5 9


Mercer Health & Benefits LLC Cost 25 0 0 0


Mercer Health & Benefits LLC


Mercer Health & Benefits LLC


Myers & Stauffer LC Demonstrated Competence 35 7 6 6


Consensus Score Sheet


2103


Potential Medicaid Managed Care Organization Expansion Evaluation and Planning







Myers & Stauffer LC


Experience in performance of 


comparable engagements 20 7 8 6


Myers & Stauffer LC


Conformance with the terms 


of this RFP 5 7 10 7


Myers & Stauffer LC


Expertise and availability of 


key personnel 15 7 6 7


Myers & Stauffer LC Cost 25 7 7 3


Myers & Stauffer LC


Myers & Stauffer LC


Navigant Consulting Inc Demonstrated Competence 35 9 10 9


Navigant Consulting Inc


Experience in performance of 


comparable engagements 20 8 9 9


Navigant Consulting Inc


Conformance with the terms 


of this RFP 5 9 5 9


Navigant Consulting Inc


Expertise and availability of 


key personnel 15 9 10 9


Navigant Consulting Inc Cost 25 8 8 4


Navigant Consulting Inc


Navigant Consulting Inc


Navigant Consulting Inc


Public Consulting Group Inc Demonstrated Competence 35 6 8 7


Public Consulting Group Inc


Experience in performance of 


comparable engagements 20 5 8 8


Public Consulting Group Inc


Conformance with the terms 


of this RFP 5 6 10 10


Public Consulting Group Inc


Expertise and availability of 


key personnel 15 6 7 8


Public Consulting Group Inc Cost 25 6 7 5


Public Consulting Group Inc


Public Consulting Group Inc


Sellers Dorsey & Associates LLC Demonstrated Competence 35 10 5 7


Sellers Dorsey & Associates LLC


Experience in performance of 


comparable engagements 20 10 5 7


Sellers Dorsey & Associates LLC


Conformance with the terms 


of this RFP 5 10 2 8


Sellers Dorsey & Associates LLC


Expertise and availability of 


key personnel 15 10 6 9


Sellers Dorsey & Associates LLC Cost 25 9 6 10







Sellers Dorsey & Associates LLC


Sellers Dorsey & Associates LLC


SVC Inc Demonstrated Competence 35 8 5 7


SVC Inc


Experience in performance of 


comparable engagements 20 8 5 7


SVC Inc


Conformance with the terms 


of this RFP 5 9 10 10


SVC Inc


Expertise and availability of 


key personnel 15 8 4 8


SVC Inc Cost 25 8 6 6


SVC Inc


SVC Inc


The Menges Group Demonstrated Competence 35 5 4 5


The Menges Group


Experience in performance of 


comparable engagements 20 5 3 5


The Menges Group


Conformance with the terms 


of this RFP 5 5 10 10


The Menges Group


Expertise and availability of 


key personnel 15 5 2 7


The Menges Group Cost 25 5 4 7


The Menges Group


The Menges Group


The Stephen Group LLC Demonstrated Competence 35 1 4 9


The Stephen Group LLC


Experience in performance of 


comparable engagements 20 1 6 8


The Stephen Group LLC


Conformance with the terms 


of this RFP 5 1 10 10


The Stephen Group LLC


Expertise and availability of 


key personnel 15 1 3 8


The Stephen Group LLC Cost 25 2 5 8


The Stephen Group LLC


The Stephen Group LLC


Westport Healthcare Management 


Inc dba Pacific Health Policy Group Demonstrated Competence 35 3 5 6


Westport Healthcare Management 


Inc dba Pacific Health Policy Group


Experience in performance of 


comparable engagements 20 2 6 6







Westport Healthcare Management 


Inc dba Pacific Health Policy Group


Conformance with the terms 


of this RFP 5 5 10 10


Westport Healthcare Management 


Inc dba Pacific Health Policy Group


Expertise and availability of 


key personnel 15 3 5 7


Westport Healthcare Management 


Inc dba Pacific Health Policy Group Cost 25 5 6 9


Westport Healthcare Management 


Inc dba Pacific Health Policy Group


Westport Healthcare Management 


Inc dba Pacific Health Policy Group
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9 6 40.00
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0 4 50.00
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6 7 26.00


9 10 123.00
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10 10 273.00
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10 8 156.00


10 10 44.00


10 7 111.00


4 8 145.00


584.00 Technical Average


729.00 Total Average Score


10 9 329.00


8 10 176.00


10 8 41.00


10 10 144.00


4 7 155.00


690.00 Technical Average


845.00 Total Average Score


9 8 266.00


9 8 152.00


9 6 41.00


9 9 117.00


6 7 155.00


576.00 Technical Average


731.00 Total Average Score


8 7 259.00


9 7 152.00


6 8 34.00


7 7 117.00


6 6 185.00







562.00 Technical Average


747.00 Total Average Score


9 7 252.00


10 6 144.00


9 7 45.00


10 5 105.00


6 7 165.00


546.00 Technical Average


711.00 Total Average Score


5 2 147.00


5 3 84.00


8 0 33.00


6 4 72.00


3 6 125.00


336.00 Technical Average


461.00 Total Average Score


8 1 161.00


7 3 100.00


9 1 31.00


8 4 72.00


3 3 105.00


364.00 Technical Average


469.00 Total Average Score


9 5 196.00


9 7 120.00







10 0 35.00


9 7 93.00


5 8 165.00


444.00 Technical Average


609.00 Total Average Score
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May 4, 2016

***NOTICE OF AWARD***

A Notice of Award discloses the selected vendor(s) and the intended contract terms resulting from a

State issued solicitation document.  Contract for the services of an independent contractor do not 

become effective unless and until approved by the Board of Examiners.


		RFP/BID:

		2103





		For:

		Evaluation and Planning Services for the Potential Expansion of the Medicaid Managed Care Organization Program





		Vendor:

		Navigant Consulting, Inc. (Navigant)





		Term:

		June 7, 2016 to June 30, 2018 with the option for a two-year extension





		Awarded Amount:

		$399,825.00





		Using Agency:

		Division of Health Care Financing and Policy





************************************************************************************


This Notice of Award has been posted in the following locations:


		State Library and Archives

		100 N. Stewart Street

		Carson City



		State Purchasing

		515 E. Musser Street

		Carson City



		Division of Health Care Financing and Policy

		1100 E William Street, Suite 222

		Carson City





Pursuant to NRS 333.370, any unsuccessful proposer may file a Notice of Appeal


 within 10 days after the date of this Notice of Award.


NOTE:  This notice shall remain posted until May 16, 2016

Revised as of 10/05/11
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Amendments: The only amendment we are aware of is Amendment 1.  The cover sheet and 


signature acknowledgement sheet are provided on the ensuing two pages.  
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Copies of any vendor licensing agreements and/or hardware and software maintenance 


agreements. 


 


Not applicable. The Menges Group utilizes standard hardware and software that is encrypted 


and protected. We do not have additional vendor licensing or maintenance agreements in 


place.   
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Copies of applicable certifications and/or licenses. 


 


Not applicable.  
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Tab V Attachment B, Technical Proposal Certification of Compliance with Terms and 


Conditions of RFP 
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Tab VI – Section 3 – Scope of Work 


 


SCOPE OF WORK  


 


3.1 Review the current Medicaid MCO Program and make recommendations for 


improvement: 


 


 


3.1.1 Recommend revisions to strengthen and improve the Division’s oversight, 


recommendations must comply with federal and state requirements; 


 


At the outset of the engagement we will obtain and review the information the Division 


currently draws upon to monitor the Medicaid MCO Program.  We will also assess the process 


by which the Division obtains this information, the avenues through which information 


becomes available (e.g., MCO reporting, member/provider complaints, advocate input, etc.), 


the resources available to work with the information available, and the ways the available 


information is acted upon (in particular, what types of corrective action have occurred and in 


what circumstances?).   


 


While we will evaluate all aspects of Nevada’s program monitoring and oversight, The Menges 


Group will focus heavily on certain areas that have proven to be particularly challenging in 


most states’ programs: 


 


Member Access to Care:  The Menges Group has reviewed the study commissioned by the 


Division on “Provider Network Access Analysis” and the findings the Health Services 


Advisory Group recommended.  In our proposed engagement, we will review this report, the 


methodology, and the analysis in further detail and validate the results. We will then provide a 


list of recommended action items to address each of the access to care problem areas identified 


in the report. We will particularly address the following questions: How are the MCOs and the 


Division monitoring the degree to which the provider networks that exist “on paper” are in 


fact available?  To what degree are the front-line providers’ offices available to new MCO 


enrollee patients?  As providers change key clinical staff and/or re-locate, how well is this 


updated information being captured?  For which provider types, MCOs, geographic areas, etc. 


do the most significant concerns with accessing appointments exist?  


 


Provider Unit Prices:  One of the key objectives of a Medicaid MCO program is delivering 


savings to the Medicaid program and thus to the state’s taxpayers.  The savings opportunity 


for states, while modest on a percentage basis, can be significant on a raw dollar basis when 


applied to a large enrollee population.  These savings can also compound favorably over time 


to the extent that the MCOs are able to “bend the trend” relative to the traditional fee-for-


service (FFS) setting.  These savings typically occur predominantly through actual care 


coordination – it is uncommon for MCOs to negotiate unit price discounts with providers 


below underlying Medicaid FFS payment rates.  However, for these net Medicaid savings to 


materialize, the negotiations between MCOs and providers need to result in unit prices 


significantly above Medicaid FFS.  In our extensive inside involvement with Medicaid MCO 


programs and provider contracting outcomes, we are concerned that these unit price 
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negotiation outcomes in many states are in fact “wiping out” the taxpayer savings that the 


care coordination would otherwise be achieving.  We believe it is important to ascertain the 


degree to which this dynamic is occurring in Nevada -- and to develop mechanisms to address 


it, if it is occurring.    
 


Data Sharing Between the Division and the MCOs: We will assess the report information 


currently required of the Medicaid MCOs and provide recommendations for modifying this 


information to improve program oversight.  We will also assess, in the other direction, the 


information the Division makes available to the MCOs to facilitate an optimal care 


coordination partnership.  In many states, for example, we find that the state does not provide 


Medicaid claims history information to its MCOs which could be of significant benefit to the 


health plan in ascertaining their incoming enrollees’ needs (providers used, medications 


taken, diagnoses, etc.).  With the high-need subgroups the Division is contemplating to 


transition into the capitated MCO setting, it will be particularly important for the Division to 


share this type of data with its MCOs so that the health plans are not forced to start from a 


“zero base” with each new member.    


 


We will convey our findings from this task in a detailed written deliverable, which will be 


provided to the Division in draft form and then finalized based on the input we receive.  


 


 


3.1.2 Recommend revisions to the MCO contract as it relates to improving 


program oversight and compliance; and 


 


Based on our work under Task 3.1.1, we will provide recommendations on all MCO contract 


revisions we believe are important to consider. We will obtain and review sample MCO 


contracts from three to five additional states to provide a point of comparison on additional 


metrics other states are collecting and to identify best practices on other state oversight 


programs.  We will also contact Nevada’s existing MCOs and provide them with an 


opportunity to offer their suggestions to our team regarding appropriate contract 


modifications.  Our recommendations will include modifications/additions to existing MCO 


contract requirements, but will also include any recommendations we have as to what the 


Division and/or other entities can/should do differently to achieve optimal program oversight 


and performance.   These recommendations can be included in the same deliverable as is 


prepared under Task 3.1.1, or as a stand-alone document. 


 


 


3.1.3 Recommend revisions to contract terms and payment structure to incentivize 


MCO vendors to reduce costs through pay for performance measures. 


 


As noted earlier, one key focus of our work will be on the degree to which MCO/provider 


payment negotiations should be allowed to occur above Nevada’s underlying Medicaid FFS 


rates.  This often amounts to paying providers on the basis of their negotiating leverage, and 


the increased costs resulting from these negotiations are the antithesis of the goal of “paying 


for value.”  
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We will carefully address what MCOs can/should be required to implement (or given 


incentives to implement) in the area of “pay for performance.”  Paying for value and for 


successful performance -- rather than merely paying for volume -- understandably has strong 


appeal in the health policy arena.  However, the challenges in modifying the payment model to 


achieve optimal program outcomes are numerous, complex and inter-related across the key 


partners:  the Division, the participating health plans, and the front-line providers.  Several of 


these challenges are discussed below. 


 


 First, paying providers in accordance with the mix and volume of the services they 


render has many advantages.  In many cases, providers are treating patients who 


present at their door, who need medical attention, and who benefit greatly from the 


services rendered.  Moving away from a fair FFS payment for these treatments to a 


“value-based payment” approach by no means automatically assures better financial 


and clinical outcomes.  Realistic expectations and incentives are particularly needed 


with regard to providers who deliver care at the high-cost end of the care continuum 


(e.g., hospitals and nursing homes).  Enlisting these organizations to minimize 


utilization of themselves can put them in a conflicted position.   


 


 Second, Medicaid is not ideally positioned to drive provider behavior modification.  


Medicaid is typically a low-end payer in terms of unit prices, and usually accounts for 


less than 20% of a provider’s overall revenue.  A provider’s Medicaid revenues are also 


often dispersed across multiple Medicaid health plans and the Medicaid FFS program.   


In this situation, when a Medicaid MCO creates an incentive model around, say 5-10% 


of its payments to a provider, the dollar value of that risk and reward is not likely to be 


a significant factor in a provider’s overall annual financial performance.  Providers 


may have numerous different incentive models with other payer entities across the 


other payers they do business with.  It is rational behavior for providers to just operate 


their business in the manner they deem to make sense – and take whatever incentive 


payments result from that – rather than to turn themselves inside out trying to align 


with any given Medicaid MCO’s value-based payment structures.     


 


 Third, deploying a single incentive payment model is less likely to be successful than 


working with each provider entity from “wherever they are” with regard to their 


information technology and staffing resources, willingness and ability to accept 


downside risk, experience in a coordinated care setting, etc.    


 


 Fourth, the measures used in value-based purchasing (VBP) models run a 


considerable risk of rewarding and penalizing something other than the provider’s or 


health plan’s actual behavior and “performance.”  Factors other than the level and 


quality of effort an MCO and its provider partners are making (e.g., underlying 


enrollee care access and provider treatment approaches, enrollee selection differences, 


breadth of the provider delivery system, etc.) can be key drivers in statistical 


performance outcomes.  These particular challenges argue for having at least some of 


the performance-based compensation tied to improvement from whatever one’s 


baseline is, rather than be entirely based on where the organization’s statistics sit 


relative to a statewide target or percentile. 
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Collectively, these challenges make value-based purchasing a bit of a minefield to navigate 


effectively.  The seemingly unarguable appeal of increasing the use of performance-based 


payments needs to be tempered by careful consideration of the types of issues described above.  


Our deliverable in this task area will not simply seek to achieve an increased quantity of value-


based payments – rather, we will focus on how the Division can best use value based payments 


to create tangible improvements in access, quality, and cost.   


 


 


3.2 Assist state staff in providing recommendations to executive staff and the Nevada 


Legislature regarding the potential MCO expansion: 


 


3.2.1 Recommendations may be based on population, geographical location and/or 


services such as Long Term Support Services; 


 


A strong case can be made that Nevada currently has the least coordinated care where it is 


most needed – in the population groups that have the most significant health needs and 


highest per capita costs.  The table below depicts Nevada’s per capita cost and use of 


capitation dynamics as of 2012.  Nevada’s per capita costs in the subgroups where the MCO 


capitation model has not been used (highlighted in yellow below) are several times above the 


average costs for the children and adults currently enrolled in MCOs.   


 


 


 
   


Expanding use of the capitated MCO model to these populations entails heightened 


opportunities for cost savings.  The savings opportunity is particularly attractive in the 


blind/disabled subgroup where a large share of the Medicaid expenditures are for services that 


are highly impactable in a well-run coordinated care setting (e.g., inpatient and outpatient 


hospital services, and pharmacy services).   However, serving these populations effectively also 


requires a different model of care coordination, state requirements and oversight mechanisms.  


A few examples of the program design needs that we will emphasize are listed below: 


 


 Effective integration of behavioral health and physical health services – as well as 


integration with LTSS services for many beneficiaries.  The high prevalence of 


behavioral health conditions in these MCO expansion subgroups warrants particular 


design attention – but through a “whole-person” lens rather than a behavioral health 


silo. 


 


 An individually tailored care coordination program that systematically identifies each 


new enrollee’s needs and develops appropriate interventions for that person. 


 


AGED BLIND/DISABLED CHILDREN ADULTS


FOSTER CARE 


CHILDREN ALL OTHER TOTAL


Percent of Persons 9% 15% 58% 16% 3% 0% 100%


Percent of Expenditures 12% 43% 24% 12% 7% 2% 100%


PMPM Expenditures $529 $1,073 $157 $293 $1,008 $9,588 $375


% of Expenditures Paid Via Capitation 0% 0% 62% 62% 1% 1% 23%
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 Extensive information gathering at the point of enrollment to help establish 


appropriate avenues of communication with enrollees and caregivers, assess the 


individual’s needs in the social determinants arena as well as the direct health needs, 


etc.   


    


We propose to prepare a deliverable laying out specific recommendations for Medicaid 


managed care expansion by eligibility group, geographic region, services carved in the 


capitation fee, program implementation timeframe, desired number of MCO participants, 


requirements for participant MCOs (e.g., for-profit vs. non-profit ownership, Medicare 


Advantage involvement such that dual eligibles can be served in a “whole-person” manner), 


etc.  This document will also include a description of various managed FFS options for 


serving each subgroup in lieu of traditional capitation (Primary Care Case Management, 


Accountable Care Organization, etc.).  Our document will include cost savings projections for 


the first five years of implementation for each subgroup and geographic area.   


 


We are concerned that Nevada’s two-MCO model could leave the Division in a low-leverage 


position at annual rate negotiations (or when corrective action mechanisms need to be 


invoked), given that threatened contract termination by either plan could completely disrupt 


the capitation program (given that enrollee choice is required).  We will consider the pros and 


cons of using a three MCO approach in the two large counties (Clark and Washoe), as well as 


whether it may make sense to enlist a single MCO to deliver coordinated care in Nevada’s 


rural counties on a non-capitated, administrative services only basis. Due to the tremendous 


Medicaid enrollment growth Nevada has experienced in recent years (largely due to 


implementing Medicaid expansion), a three MCO model can operate with the same economies 


of scale as a two MCO model was operating at a two years ago. 


 


Our team possesses vast project experience with the design of Medicaid coordinated care 


programs for high-need subgroups, including two decades of design and operational 


involvement with New York’s Medicaid special needs plan program, and entailing dozens of 


projects through the interim years including work in 2016 on a tailored whole-person MCO 


program for persons with significant behavioral health needs.  Our work in this area often 


includes financial impact estimates.  Our modeling of Medicaid managed long term care 


(MLTC) and LTSS options in North Carolina, for example, carefully factored in the degree to 


which the already-institutionalized population could reasonably be expected to return to the 


community, the longevity distribution of this already institutionalized population, and the 


degree to which each year’s “incoming class” of persons newly institutionalized (from 


Medicaid’s perspective) have already spent down and been placed in a nursing home prior to 


securing Medicaid eligibility.  All of these dynamics greatly diminish the degree to which 


nursing home cost reductions can be achieved in the early years of MLTC implementation.   


We will request data from the Division that will allow our team to accurately quantify/model 


these dynamics. 


 


In providing design input to the Division for Nevada’s MCO expansion, we will also circle 


back with individuals who have played longstanding and instrumental roles in the creation 


and operation of Medicaid MCO capitation programs for high-need subgroups.  These 


individuals, whom we have worked with and/or for regularly, include John Folkemer (former 
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Maryland Medicaid Director), Sherry Knowlton (former Pennsylvania Medicaid Director), 


Pam Parker (director of the nation’s longest-standing MLTC program in Minnesota), and Ira 


Feldman (director of New York’s HIV special needs plan program).  We will ask these 


individuals about any specific do’s/don’ts they would recommend to Nevada given their own 


lessons learned.   


 


With regard to MLTC design options, during 2014 we assisted the State of North Carolina by 


organizing a “learning network” of executives from five states that had longstanding 


programs in place.  The write-ups from those interviews will be refreshed (circling back to the 


individuals to obtain more current information) and shared with the Division.    


 


 


3.2.2 Recommendations may be a phase in approach to limit financial cash flow 


concerns and/or adverse impact; and 


 


Our recommendations and modeling will include what we believe are appropriate enrollment 


phase-in structures.  The populations Nevada is considering for MCO expansion are 


disproportionately comprised of high-cost, high-need subgroups.   These populations should 


receive thorough and tailored assessments by their MCO, to ensure continuity of care and to 


develop individualized plans of care.  This cannot optimally occur if the MCOs receive a 


massive influx of these enrollees in any given month.   


 


A reasonable enrollment phase-in also helps ensure the expansion program – which will be 


operating in a media fishbowl – gets off to the most successful possible start.  Aside from 


public perceptions about the program, there is “only one chance to make a first impression” 


with each beneficiary who will be transitioning into the MCO program.  It is critical that the 


program be designed to foster an effective relationship between the MCOs and their new high-


need enrollees – as opposed to funneling the beneficiary population into a program to meet an 


arbitrary timetable objective.     


 


With regard to the cash flow issues, we typically do not recommend paying capitation to the 


MCOs on or near the first day of the month for which the payment applies.  Rather, we seek to 


identify a “cash flow neutral” payment date – usually more than 30 days later – such that 


neither the State nor the MCO experience a cash flow advantage or disadvantage.   This 


approach is fair to all parties and eliminates the problem a state otherwise faces in 


simultaneously paying for a “run-out” of FFS claims and pre-payment of capitation funds to 


the MCOs.  MCOs have not been resistant to this as long as the state does not further extend 


outward its capitation payment dates as a budget accounting gimmick.   


 


 


3.2.3 With assistance from state staff recommendation(s) must contain a cost 


benefit analysis which includes the potential loss of revenue to state agencies 


as well as Intergovernmental Transfer of Funds, Certified Public 


Expenditures and drug rebates. 
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Our assessment of MCO expansion impacts will factor in these financing dynamics.  To the 


extent that the IGTs and other special financing arrangements threaten to diminish (or even 


eliminate) the savings care coordination savings initiatives would otherwise achieve, we will 


also offer recommendations (MCO tax, negotiations with CMS, etc.).  Generally speaking, 


CMS is interested in “problem solving” with states – federal policymakers do not want to see 


states locked out of implementing more efficient models of care coordination (which would be 


of fiscal benefit to both CMS and the state) due to the special financing arrangements that 


have already agreed to. 


 


Note that we conduct extensive analytical work in the Medicaid prescription drug arena, 


working with 100% of the Medicaid prescription volume in each state (at the NDC level by 


calendar quarter) as well as with data on all rebates collected by each state’s Medicaid 


program (statutory and supplemental negotiations).  We can readily model the drop-off in 


rebate revenue that can be expected to occur as Nevada moves additional prescription volume 


from the FFS to the MCO setting.  Large net pharmacy cost savings opportunities exist in 


Nevada through greater use of generics (Nevada ranked 27th in the country in the proportion 


of Medicaid prescriptions filled with a generic during 2014) and other drug mix management 


practices.  On a net, post-rebate basis, Nevada’s average Medicaid cost per prescription ranked 


33rd during 2014. 


 


 


3.3 With assistance from state staff, identify the potential impact of the possible 


expansion of the State Medicaid MCO Program. 


 


We will prepare a specific report on expected MCO Expansion program impacts. Our report 


will include the components described in subsections 3.3.1 through 3.3.7 below.   


  


3.3.1 Assist state staff in identifying the potential impact to communities through 


the continuation of town hall meetings to gather public and stakeholder’s 


input; 


 


These meetings are currently being conducted by state staff; 


 


Assessment of the information gathered and a report of the 


findings/results will need to be completed; and 


 


The state is open to any other recommendations the vendor may have in 


this area depending on the state’s available resources and 


timeline. 


 


An impressive array of meetings organized by the State is occurring during the first calendar 


quarter of 2016.  We will meet with the Division at the outset of the engagement to discuss how 


these meetings have gone and the perceived marginal value of additional meetings (where and 


with whom). We will review all notes from the townhall meetings conducted by the time of the 


contract engagement and share our thoughts on areas that have yet to be covered as well as 


areas that require specialized focus.  We would welcome the opportunity to be involved in 
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organizing the topics and designing the agendas of any remaining meetings. Going forward, 


we will listen in by phone (where allowed) to all public meetings that take place subsequent to 


notification of contract award and continue to obtain “recaps” from the Division.   


 


Some of the Nevada stakeholder input we reviewed emphasized the particular vulnerabilities 


of the Medicaid subgroups who remain covered in the FFS setting, and the concerns about 


“handing over the keys” for these persons’ care to for-profit MCOs.  We are confident that 


opportunities exist to serve this population more effectively clinically and more cost-effectively 


under a systematic care coordination model, rather than continuing to rely upon the 


traditional FFS setting which essentially pays for “whatever happens to happen.”  Any 


expansion of the MCO model will need to come with strong requirements for new enrollee 


assessment, preservation of effective existing provider relationships, systematic and 


individually tailored care coordination – as well as significant and sophisticated oversight 


activities to ensure that the goals of the initiative are in fact materializing.   


 


In general, we do not believe it best serves a state’s interests to pre-determine “the who” in 


terms of which organizations are eligible to deliver the coordinated care model.  Rather, we 


tend to encourage that the coordinated care program design focus on “the what” in terms of 


the required services each contractor must perform – and then select whichever organizations 


best demonstrate their ability to achieve this.    


 


On a separate track, we propose to contact an array of 20-25 organizations to schedule 30-60 


minute calls to obtain their input on Medicaid improvement.  Phone meetings would be sought 


with Nevada’s current Medicaid MCOs, 1-2 MCOs that operate MLTC programs in multiple 


states (but not Nevada), numerous Nevada provider associations and providers, key Nevada 


advocacy groups, including tribal health associations and rural health advocates, key 


legislators, and other stakeholders the Division deems it to be important for us to speak with.  


We will take notes from each conversation and share these notes with the Division as a project 


deliverable. 


 


 


3.3.2 With assistance from state staff identify the potential impact to recipients, 


data regarding MCO adequacy of providers and access to care in Nevada is 


available; 


 


For many reasons, possession of a Medicaid coverage card does not automatically translate to 


timely access to needed care.  We will seek out data from the Division showing each provider’s 


volume of Medicaid patients and Medicaid dollars during the past 2-3 years.  We will also 


create enrollee-specific data files indicating the degree to which each beneficiary is accessing 


various Medicaid-covered services. Our modelling will focus on the degree to which the care 


coordination program can enhance or decrease access.  There are many opportunities – 


particularly through the leverage of a competitive RFP to select participating MCOs – to 


motivate and generate access-enhancing innovations. 
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3.3.3 Identify the potential impact to providers; 


 


We will assess, discuss, and model the impact of MCO expansion on the provider community.  


The fiscal impacts will include the obvious dynamic that for overall Medicaid savings to occur, 


the provider community’s collective Medicaid revenue will need to decrease.  Considerable 


reductions almost have to occur in the use of brand medications and in the frequency of 


hospitalizations, for example, for the program to achieve its fiscal objectives.  For many front-


line providers, however, Medicaid revenues typically increase or at least remain at prior levels 


under a well-designed coordinated care program.   


 


Our provider impact assessment will also include non-financial impacts, such as the new 


organized efforts likely to occur to facilitate access to needed services, and to assess and 


enhance providers’ quality.   We recently conducted site visit audits at more than 1,000 


physician offices to assess each provider’s ability to serve persons with disabilities, for 


example.  Activities of this nature simply do not occur in an unmanaged setting. 


 


 


3.3.4 With assistance from state staff, identify the potential impact to local 


government as it relates to reimbursement for administrative and medical 


services; 


 


We will assess these local funding streams and dynamics and then provide estimated impacts 


of Medicaid MCO expansion.  It could well be that the nature of these funding streams will 


need to be considered in shaping the MCO expansion design features. 


 


 


3.3.5 With assistance from state staff, identify the potential impact to Native 


American tribes; 


 


Our work will include an assessment of Native American impacts – both in terms of impacts 


on Native American beneficiaries and on Nevada’s tribal health providers.  This is also an 


area where the program design features may need to be adjusted (e.g., to exclude certain 


populations and/or services from the MCO model).  We will identify policy restrictions when 


serving this population in a managed care setting and identify potential savings, if any, the 


state could benefit from by delivering care via a managed care setting as compared to 


traditional tribal health organizations.  


 


We have familiarity with these issues and challenges – The Menges Group is currently 


engaged in Medicaid redesign work in Alaska, where over 40% of the Medicaid population are 


Alaska Natives.   


 


 


3.3.6 With assistance from state staff, identify the potential impact to state 


agencies that provide billable administrative and medical services such as 


potential downsizing of staff, etc.; and 
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We will assess the impacts on state administration and state staffing needs.  It is by no means a 


given that MCO expansion will warrant a reduction in state staff.  There are many ways in 


which expansion of the MCO model will create additional state staff needs (e.g., program 


oversight).  We will also provide input on the degree to which state administrative functions 


related to MCO expansion are best staffed directly by state personnel versus using external 


contractors.      


 


 


3.3.7 Report any potential impact the state may not be aware of and should 


consider based on the vendor’s experience and/or knowledge of other states’ 


MCO expansion. 


 


We will consider other stakeholder impacts that MCO expansion could have.  Our written 


deliverable in task area 3.3 will describe any such impacts.  One example will be to assess the 


nature of the re-entry programs that exist in Nevada for incarcerated individuals.  Under 


Medicaid expansion, nearly all persons released from state prison are Medicaid-eligible. This 


creates promising opportunities to ensure that health services are accessed (e.g., behavioral 


health medications and counseling services) to help these individuals successfully assimilate 


into society and avoid recidivism.   


 


 


3.4 With assistance from state staff identify ways to leverage existing resources if MCO 


expansion occurs, such as but not limited to: 


 


3.4.1 Certified Public Expenditures; 


3.4.2 Intergovernmental Transfer of Funds; and 


3.4.3 Provider Tax and Assessments. 


 


As described in our response under 3.2.3, we will work to “problem solve” with the Division to 


minimize the degree to which the MCO expansion initiative conflicts with existing or emerging 


federal revenue maximization strategies. 


 


3.5 Provide consulting services and project management for MCO expansion: 


 


3.5.1 Develop and design the project plan upon approval of a MCO expansion; 


 


We will develop and maintain an evolving Project Plan document listing each task and sub-


task needed to implement MCO expansion and then showing for each item:  


 


 Brief description of the task and sub-task 


 Responsible party from the Division 


 Responsible party from The Menges Group 


 Deadline for completion 


 Next action step(s) 


 Status of Task 


 Barriers to completing this task (or other issues needing attention) 
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We will designate a project manager for the overall engagement (either Amira Mouna, 


Poornima Singh, or Jessica Wiecezak).  This individual will also be responsible for 


maintaining the Project Plan document.  We encourage that the Division designate an overall 


project manager counterpart.  We will follow the Division’s direction as to whether our person 


or the Division’s designated person will serve as ongoing “electronic owner” of the 


continually evolving Project Plan document.  


 


 


3.5.2 Assist in the completion of a timeline for implementation of the approved 


plan and identify critical path(s); 


 


The Project Plan document will include timeframes for each task and subtask, as well as the 


action steps and barriers that must be addressed.   


 


 


3.5.3 Ensure project is completed within approved timeframe(s) and/or notify 


management of delay(s), reason for any delay(s), and possible solutions to 


resolve any delay(s); 


 


The Project Plan document will serve as a means of tracking the progress of each task (and 


sub-task) relative to the established timeframes.  Barriers that threaten to delay (or 


undermine) completion of a given task will be flagged and pointedly addressed throughout the 


implementation effort. 


 


 


3.5.4 Identify stakeholders; 


 


We will work with the Division to identify individuals and organizations who need to become 


involved in the completion of each task and sub-task.   


 


 


3.5.5 Design and manage communication plan; 


 


With regard to our overall relationship with the Division, we suggest that a standard weekly 


project status call occur.   


 


With regard to the much broader set of communications that need to occur between our team, 


various Division staff, and other stakeholders, the most appropriate approaches cannot be 


determined at this time.  Our project manager will work with the Division’s designated project 


manager closely throughout the engagement to identify and best fulfill all ongoing 


communication needs.    


 


 


3.5.6 Manage meetings; 
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Our team can play either a lead role or a supporting role in the numerous meetings that will 


arise during this engagement.  The volume and nature of these meetings cannot be predicted 


accurately at this time.  We will work with the Division to establish appropriate boundaries for 


this task such that our organization’s labor effort and compensation are fairly matched.    


 


Note that we are planning to attend several key meetings in person.  Twelve person-trips to 


Nevada are included in our current work plan and corresponding budget.  Whenever we are 


on-site in Nevada we will seek to maximize the trip by scheduling several internal and external 


meetings as appropriate.    


 


 


3.5.7 Manage and track status of tasks assigned to all parties involved; 


 


The Project Plan document is structured to systematically track the status of each task and 


sub-task in an ongoing manner. 


 


 


3.5.8 In the event Long Term Support Services (LTSS) are recommended and 


approved as part of the MCO expansion, assist state staff in preparing the 


necessary documents that meet CMS’s requirements in obtaining proper 


authority under an 1115 (a) demonstration waiver; and/or 1915 (b) waivers’ 


and/or 1915 (c); and/or 1915 (i) accordingly; 


 


We will assist the Division in identifying the necessary waivers and in guiding preparation of 


the corresponding application materials. Poornima Singh and Jessica Wiecezak are currently 


engaged and supporting a project for the Maryland Department of Health and Mental 


Hygiene in designing a program for its dual eligible population. The final deliverable for this 


project is the submission of a waiver application to CMS.  


 


 


3.5.9 With assistance from state staff develop a transition plan for the MCO 


expansion. 


 


The transition plan to successfully move beneficiaries from the fee-for-service setting to their 


selected (or assigned) MCO will be included in the Project Plan document’s action steps.  The 


nature of the enrollee phase-in, the programmatic requirements around MCOs preserving 


existing provider relationships and courses of treatment, other required MCO activities during 


the enrollee “onboarding” process, the timing and content of information provided to new 


enrollees to help them select an appropriate MCO, the data the Division will provide to the 


MCOs about each new enrollee, the readiness review process to ensure the MCOs have all 


needed staff, systems, etc. in place, and other factors will all be components of ensuring that a 


successful transition occurs at the outset of the MCO expansion as well as on an ongoing 


basis for all newly eligible Medicaid individuals. 
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3.6 With assistance from state staff identify the potential loss of revenue to the 


Medicaid agency such as IGT and drug rebates. 


 


As described in an earlier section, we will identify these types of potential revenue losses and 


include them in our modeling of cost savings.   


 


 


3.7 Assist in the initial procurement process of MCO vendors; 


 


3.7.1 Develop Request for Information to solicit interested MCO vendors; 


3.7.2 Review Request for Information submissions by interested MCO vendors; 


and 


3.7.3 Assist in drafting the Request for Proposal to procure MCO vendors in 


Nevada. 


 


We are exceptionally well-positioned to assist the Division with its procurement in a supportive, 


as-needed manner. Our project team has vast experience working with states and with MCOs 


on Medicaid MCO procurement engagements.  Joel Menges has assisted multiple states in 


producing their Medicaid MCO RFPs, in developing the scoring algorithm, and in training the 


state’s review team.  All individuals on our project team work regularly on Medicaid MCO 


procurement engagements – we are currently working on MCO procurement projects in four 


states, for example.  We will assist the Division in structuring its RFI, RFP, scoring, and review 


process to best meet the objectives of the MCO expansion initiative.  
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Tab VII– Section 4 – Company Background and References 


 


Vendors must place their written response(s) in bold/italics immediately following the applicable 


RFP question, statement and/or section.  This section must also include the requested information 


in Section 4.2, Subcontractor Information, if applicable. 


 


COMPANY BACKGROUND AND REFERENCES 


 


3.8 VENDOR INFORMATION 


 


3.8.1 Vendors must provide a company profile in the table format below. 


 


Question Response 


Company name: The Menges Group 


Ownership (sole proprietor, partnership, 


etc.): 
Limited Liability Corporation, S-


Corporation 


State of incorporation: Virginia 


Date of incorporation: 4/9/2013 


# of years in business: 2 years, 10 months 


List of top officers: Joel Menges 


Amira Mouna 


Poornima Singh 


Jessica Wiecezak 


Location of company headquarters: 4001 9th Street N., Suite 227 


Arlington, VA 22203 


Location(s) of the company offices: Same as above 


Location(s) of the office that will provide 


the services described in this RFP: 
Same as above 


Number of employees locally with the 


expertise to support the requirements 


identified in this RFP: 


6 (all in Arlington, VA) 


Number of employees nationally with the 


expertise to support the requirements in 


this RFP: 


6  


Location(s) from which employees will 


be assigned for this project: 
Arlington VA  


 


3.8.2 Please be advised, pursuant to NRS 80.010, a corporation organized 


pursuant to the laws of another state must register with the State of 


Nevada, Secretary of State’s Office as a foreign corporation before a 


contract can be executed between the State of Nevada and the awarded 


vendor, unless specifically exempted by NRS 80.015. 


 


The Menges Group will become registered with the State of Nevada as a foreign corporation 


upon notification of intent to award our organization a contract for this consulting 
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engagement.  We will provide documentation to the Division demonstrating that we have 


fulfilled this requirement, well in advance of the May contract effective date.  


 


3.8.3 The selected vendor, prior to doing business in the State of Nevada, must 


be appropriately licensed by the State of Nevada, Secretary of State’s 


Office pursuant to NRS76.  Information regarding the Nevada Business 


License can be located at http://nvsos.gov. 


 


Question Response 


Nevada Business License 


Number: 


 


Legal Entity Name: The Menges Group, LLC 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes X No  


 


If “No”, provide explanation. 


 


3.8.4 Vendors are cautioned that some services may contain licensing 


requirement(s).  Vendors shall be proactive in verification of these 


requirements prior to proposal submittal.  Proposals that do not contain 


the requisite licensure may be deemed non-responsive. 


 


3.8.5 Has the vendor ever been engaged under contract by any State of Nevada 


agency?   


 


Yes  No X 


 


If “Yes”, complete the following table for each State agency for whom 


the work was performed.  Table can be duplicated for each contract being 


identified. 


 


Question Response 


Name of State agency:  


State agency contact name:  


Dates when services were 


performed: 


 


Type of duties performed:  


Total dollar value of the 


contract: 


 


 


3.8.6 Are you now or have you been within the last two (2) years an employee 


of the State of Nevada, or any of its agencies, departments, or divisions? 


 



http://nvsos.gov/
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Yes  No X 


 


If “Yes”, please explain when the employee is planning to render services, 


while on annual leave, compensatory time, or on their own time? 


 


If you employ (a) any person who is a current employee of an agency of 


the State of Nevada, or (b) any person who has been an employee of an 


agency of the State of Nevada within the past two (2) years, and if such 


person will be performing or producing the services which you will be 


contracted to provide under this contract, you must disclose the identity 


of each such person in your response to this RFP, and specify the services 


that each person will be expected to perform. 


 


Not applicable – none of The Menges Group’s employees have ever been employed by an 


agency of the State of Nevada. 


 


3.8.7 Disclosure of any significant prior or ongoing contract failures, contract 


breaches, civil or criminal litigation in which the vendor has been alleged 


to be liable or held liable in a matter involving a contract with the State of 


Nevada or any other governmental entity.  Any pending claim or litigation 


occurring within the past six (6) years which may adversely affect the 


vendor’s ability to perform or fulfill its obligations if a contract is awarded 


as a result of this RFP must also be disclosed. 


 


Does any of the above apply to your company? 


 


Yes  No X 


 


If “Yes”, please provide the following information.  Table can be 


duplicated for each issue being identified. 


 


Question Response 


Date of alleged contract 


failure or breach: 


 


Parties involved:  


Description of the contract 


failure, contract breach, or 


litigation, including the 


products or services 


involved: 


 


Amount in controversy:  


Resolution or current status 


of the dispute: 


 


If the matter has resulted in a 


court case: 


Court Case Number 
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Question Response 


Status of the litigation:  


 


3.8.8 Vendors must review the insurance requirements specified in Attachment 


E, Insurance Schedule for RFP 2103.  Does your organization currently 


have or will your organization be able to provide the insurance 


requirements as specified in Attachment E. 


 


Yes X No  


 


Any exceptions and/or assumptions to the insurance requirements must 


be identified on Attachment B, Technical Proposal Certification of 


Compliance with Terms and Conditions of RFP.  Exceptions and/or 


assumptions will be taken into consideration as part of the evaluation 


process; however, vendors must be specific.  If vendors do not specify any 


exceptions and/or assumptions at time of proposal submission, the State 


will not consider any additional exceptions and/or assumptions during 


negotiations.  


 


Upon contract award, the successful vendor must provide the Certificate 


of Insurance identifying the coverages as specified in Attachment E, 


Insurance Schedule for RFP 2103. 


 


The insurance coverage we have in place exceeds Nevada’s requirements.  We will convey 


documentation of this coverage to the Division upon notification of intent to award our firm a 


contract. 


 


3.8.9 Company background/history and why vendor is qualified to provide the 


services described in this RFP.  Limit response to no more than five (5) 


pages. 


 


The Menges Group is a specialized consulting firm, established to contribute to the evolution 


of coordinated care programs that improve quality of life and lower expenditures for high-


need public sector beneficiaries.  The vast majority of our staff’s project work and prior 


experience involves the design, implementation, evaluation, and improvement of Medicaid 


coordinated care programs.   


 


Our key differentiating strengths for this engagement are summarized below. 


 


 The qualifications we describe in our proposal are not “corporate qualifications” – 


they are our project team’s qualifications.  The team we are offering to Nevada has 


exceptional relevant experience and expertise.  We work extensively for state agencies 


and for Medicaid MCOs.  We understand all key stakeholders’ needs, strengths, and 


limitations.  
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 We are a small firm that is fully dedicated to this type of work.  We have six employees, 


all of whom are included on our proposed project team.  This Nevada engagement 


opportunity is important and exciting to us – our work will help improve how health 


care services to Nevada’s highest-need Medicaid beneficiaries are accessed, delivered, 


and paid for. Our team works together closely and effectively out of a single office in 


Arlington, Virginia.       


 


 We provide exceptional and objective analyses to help optimally shape and strengthen 


Medicaid coordinated care programs.  Our work significantly adds to the quality of 


information available upon which policymakers can make their decisions.  We are also 


respected for looking at all sides of an issue – our recommendations and analyses do 


not selectively include/exclude information in order to satisfy anyone’s predetermined 


desired outcome.    


 


 We possess a strong and compassionate commitment to addressing the health needs of 


the Medicaid population and overcoming the many challenges that poverty and 


disability create in this regard.  We possess an equally strong commitment to making 


Medicaid as affordable as possible to the taxpayer community.   We strive to be easy to 


work with contractually, professionally, and on a personal level. 


    


We focus broadly in two areas – assisting our clients in creating new care coordination 


programs and in strengthening existing care coordination programs.  The majority of our 


project work involves the Medicaid program, although we are currently also conducting care 


coordination engagements involving Medicare, commercial, and correctional health 


populations.  More specific descriptions of our project work are presented below in the 


following areas: 


 


 Design of New Medicaid Coordinated Care Initiatives 


 Data Analyses and Cost Savings Estimates 


 Procurement Support 


 Policy Analyses and Papers 


 


Design of New Medicaid Coordinated Care Initiatives 


 


The Menges Group is regularly involved in assisting in the design and improvement of 


Medicaid coordinated care initiatives.   


  


 The Menges Group is currently assisting the State of Alaska in identifying and 


assessing Medicaid reform options.  Our work primarily involves the design of 


Medicaid coordinated care options but also includes an assessment of the fiscal 


impacts of Medicaid expansion.  Our initial report from this engagement is publicly 


available at:  


 
http://lba.akleg.gov/download/publications/Initial%20Analysis%20Assessment%20of%20Medi


caid%20Expansion%20and%20Reform,%20January%2015,%202016%20Prepared%20by%20


The%20Menges%20Group.pdf  



http://lba.akleg.gov/download/publications/Initial%20Analysis%20Assessment%20of%20Medicaid%20Expansion%20and%20Reform,%20January%2015,%202016%20Prepared%20by%20The%20Menges%20Group.pdf

http://lba.akleg.gov/download/publications/Initial%20Analysis%20Assessment%20of%20Medicaid%20Expansion%20and%20Reform,%20January%2015,%202016%20Prepared%20by%20The%20Menges%20Group.pdf

http://lba.akleg.gov/download/publications/Initial%20Analysis%20Assessment%20of%20Medicaid%20Expansion%20and%20Reform,%20January%2015,%202016%20Prepared%20by%20The%20Menges%20Group.pdf
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 We are assisting the State of Maryland in the design of a new coordinated care 


program focused on the state’s dual eligible population.  Current efforts are focused on 


obtaining stakeholder input. 


 


 During 2013-2014, we assisted North Carolina’s Department of Health and Human 


Services in the design of a comprehensive Medicaid managed care program.  We 


conducted extensive data analyses, organized a managed long term care learning 


network whereby other state agency executives shared their experiences, provided a 


wide array of issue-specific analyses and deliverables.  We are currently assisting a 


government-sponsored behavioral health coordinated care entity in North Carolina in 


developing a full-person care coordination model for individuals with significant 


behavioral health needs.   


 


 We are currently assisting a client that provides coordinated care services to 


Connecticut’s entire Medicaid population in identifying specific opportunities (at the 


therapeutic class and individual drug levels) to achieve savings in prescription drug 


costs through stronger management of the formulary and related prior authorization 


processes.   


 


 Prior to the creation of The Menges Group, Joel Menges has directed Medicaid 


coordinated care design and improvement work for Medicaid agencies or state 


legislatures in more than 12 states including: Arizona, Connecticut, the District of 


Columbia, Delaware, Florida, Illinois, Massachusetts, Minnesota, Missouri, New 


York-Y, Rhode Island, South Dakota, and Texas.  He has assisted Medicaid managed 


care engagements (not as project director) in several additional states.  


 


 Much of our Medicaid coordinated care work for private sector clients also focuses on 


program design and improvement.  For example, we are currently completing an 


engagement with a health plan in Massachusetts that involves a wide array of tasks, 


including identifying and scoring innovation options for improving the health plan’s 


operational performance and demonstrating alignment with the state Medicaid 


agency’s identified objectives for its Medicaid MCO program.   


 


 Throughout our careers our key project team members have all conducted a vast array 


of Medicaid coordinated care work.  Across public sector and private sector clients, 


Joel Menges has conducted Medicaid coordinated care project work in more than 35 


states.  Amira Mouna, Poornima Singh, and Jessica Wiecezak have each conducted 


Medicaid coordinated care project work in more than 15 states.  


 


Data Analysis 
 


Our team has strong experience in claims data analyses to identify accomplishments, identify 


program improvement opportunities, and estimate cost savings (of past and of planned 


initiatives).  By applying a wide range of analysis to pharmacy claims, behavioral health 


claims, and physical health claims, we have been able to identify areas of cost savings 


achievement and areas of possible cost savings for our clients. Additionally, based on these 
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data analytics, we have collaborated with our clients to develop pilot programs to improve care 


coordination for their members. Some specific examples of recent data analyses we have 


conducted include: 


 


 Assessing the degree to which children eligible for Medicaid by virtue of a behavioral 


health disabling condition were receiving any form of behavioral health care.  (The 


findings were stunning and the health plan has implemented numerous initiatives to 


address the identified care gaps.) 


 


 Analyzing the opportunity to achieve savings through a managed long-term care 


program for a State Medicaid agency.  We arrayed the institutionalized population by 


nursing home entry year (e.g., the percentage of currently institutionalized persons in 


the “class of 2010”) which permitted realistic modeling of the savings that could be 


achieved through diversions and discharges. 


 


 Assessing the PMPM cost trajectory of various longstanding enrollee subgroups to 


identify “true trends” in per capita health care costs (undistorted by the changes in the 


covered population over time). 


 


 Arraying enrollees by the degree to which they have filled prescriptions for narcotic 


painkiller medications, to create a baseline against which the impact of future 


interventions can be discerned.  


 


 Creation of focused care teams to deliver targeted care coordination to individuals with 


at least three inpatient admissions during the past two years. 


 


o Alaska: Assessed the degree to which Alaska Medicaid beneficiaries are being 


hospitalized repeatedly and quantified the savings opportunity of a case 


management team focused on selected subgroups of these members.   


 


o Connecticut: Conducted extensive data analyses and designed individually 


tailored care team model for the State’s ASO, Connecticut Health Network, to 


reduce the degree to which Connecticut Medicaid beneficiaries are repeatedly 


hospitalized. 


 


o North Carolina: Identified frequently hospitalized persons by eligibility group, 


with a special focus on the long-term care population, and modeled geographic 


program options and cost savings opportunities.   


 


 Modeling the impact of short-term crisis housing for persons to avoid hospitalization 


(and to permit earlier inpatient discharges) when unstable housing – not clinical need 


– is the key factor in the decision to utilize inpatient care setting 


 


 Design of a comprehensive information gathering form -- including all traditional 


“HRA” information but also extensive social determinants data and member/caregiver 


contact information. 
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Procurement Support 
  


Our project team has vast expertise in Medicaid MCO procurements, spanning over 20 years.  


We have assisted state Medicaid agencies in the design and scoring of their Medicaid MCO 


RFPs, and we often work for Medicaid MCOs helping them prepare optimal proposals in 


response to a state RFP.  We are highly skilled at ensuring that the State structures its 


contract requirements, information request and scoring process to ascertain which MCO 


partners can best meet the Division’s objectives.  


 


Our team has engaged in all elements of the procurement process for many clients, including: 


 


For State Agencies: 


 drafting the RFP document and corresponding contract requirements  


 organizing and facilitating a bidder’s conference and assisting the State in preparing 


responses to applicants’ written questions 


 establishing the scoring structure 


 training the State review team(s) and serving as an advisor during each team’s scoring 


evaluation sessions  


 assisting in readiness reviews 


 


For Managed Care Organizations: 


 planning and positioning support during the pre-RFP phase  


 analysis of the RFP and implications upon release 


 project management during the RFP response effort 


 writing sections of the RFP response  


 conducting “fresh-eyes” review of section drafts  


 assisting in preparation of oral presentations if required 


 review of protest options and preparation of protest analyses and materials  


 


We have recently assisted clients in Medicaid managed care bids, correctional health bids, and 


dual eligibles demonstration bids.  We have also assisted MCOs with readiness review 


preparation when they have been awarded a contract to serve a new population 


 


Public Policy Analysis 
 


We regularly produce policy papers on behalf of association clients.  Examples of publicly 


available reports are listed below: 


 


 State-by-state Medicaid Coordinated Care Savings Estimates (ACAP) 


 Pharmacy Carve-In / Carve-Out Financial Comparison in Medicaid Coordinated Care 


Programs (AHIP) 


 Compilation of Medicaid MCO Initiatives to Address Social Determinants (ACAP)  


 Medication Adherence in Medicaid Managed Care (PhRMA) 


 Care Coordination Best Practices (ACAP) 
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 Using Risk Corridors for New Medicaid Populations (AHIP) 


 State Policies Regarding Preferred Drug Lists (ACAP) 


 Actuarial Soundness in Medicaid (AHIP) 


 Savings from Optimal Management of Prescription Drug Benefit (PCMA) 


 Medicaid Preferred Drug List Management in Texas (TAHP, forthcoming in late 


February 2016) 


 


We also prepare a monthly publication, our 5 Slide Series, addressing a different topic each 


month outside of the boundaries of our client work.  These are available on our website, along 


with many of the public reports described above:  www.themengesgroup.com.    


 


Client Satisfaction Examples (quotes from our project directors) 
 


“I view the data analytics you have provided to be game changing.”  State Medicaid Agency 


project manager (long-term care data analysis project) 


  


“Your work has been phenomenal – exactly what we were hoping for when we envisioned this 


project,” – Medicaid MCO CEO (project to identify medical cost savings opportunities) 


 


“I want to thank you again - not only has your team been a pleasure to work with but you 


have pulled off a Herculean feat.” -- Provider Relations Director (project involving more than 


1,000 site-visits to physician offices)   


 


“You’ve been an essential part of our team.  We couldn’t have achieved this growth without 


you guys.”  Medicaid MCO Business Development Executive (client for whom we have played 


a key writing, editing, and conceptual role on several Medicaid proposals)  


 


 


3.8.10 Length of time vendor has been providing services described in this RFP 


to the public and/or private sector.  Please provide a brief description. 


 


The Menges Group has been in business for just under three years and nearly all of our 


consulting services focus on the design, development, evaluation, and improvement of 


Medicaid coordinated care programs.  A few current examples of our work include: 


 


 Currently assisting the State of Alaska in assessing Medicaid reform options, most of 


which involve the introduction of coordinated care. 


 


 Currently assisting the State of Maryland in designing a coordinated care program for 


its dual eligible population.   


 


 Currently assisting a North Carolina behavioral health organization in creating a 


Medicaid special needs health plan focused on serving individuals with significant 


behavioral health needs. 



http://www.themengesgroup.com/
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 Currently assess1ing opportunities for the State of Connecticut to achieve savings in 


prescription drug costs through improved management of the mix of drugs prescribed 


to Medicaid beneficiaries. 


 


 Assisting a large and experienced Medicaid health plan in identifying opportunities for 


operational improvement. 


 


Our project team’s experience in Medicaid coordinated care extend back to the late 1980’s, 


when Joel Menges conducted a consulting engagement for the State of Missouri. Since that 


engagement, Joel has conducted projects – typically serving as project director – for hundreds 


of Medicaid managed care engagements including work for State agencies in more than 20 


different states and Medicaid coordinated care projects for private sector clients in more than 


35 states.  The other key staff on our proposed project team -- Amira Mouna, Poornima Singh 


and Jessica Wiecezak – have each served as consultants on Medicaid coordinated care 


engagements in at least 15 states.  
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3.9 SUBCONTRACTOR INFORMATION 
 


3.9.1 Does this proposal include the use of subcontractors? 
 


Yes  No x 


 


If “Yes”, vendor must: 
 


3.9.1.1 Identify specific subcontractors and the specific 


requirements of this RFP for which each proposed 


subcontractor will perform services. 
 


3.9.1.2 If any tasks are to be completed by subcontractor(s), vendors 


must: 
 


A.  Describe the relevant contractual arrangements; 
 


B.  Describe how the work of any subcontractor(s) will be 


supervised, channels of communication will be 


maintained and compliance with contract terms assured; 


and 
 


C.  Describe your previous experience with 


subcontractor(s). 


 


3.9.1.3 Vendors must describe the methodology, processes and tools 


utilized for: 


 


A.  Selecting and qualifying appropriate subcontractors for 


the project/contract; 


 


B.  Ensuring subcontractor compliance with the overall 


performance objectives for the project;  


 


C.  Ensuring that subcontractor deliverables meet the quality 


objectives of the project/contract; and 


 


D.  Providing proof of payment to any subcontractor(s) used 


for this project/contract, if requested by the State.  


Proposal should include a plan by which, at the State’s 


request, the State will be notified of such payments. 


 


3.9.1.4 Provide the same information for any proposed 


subcontractors as requested in Section 4.1, Vendor 


Information. 
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3.9.1.5 Business references as specified in Section 4.3, Business 


References must be provided for any proposed 


subcontractors. 


 


3.9.1.6 Vendor shall not allow any subcontractor to commence work 


until all insurance required of the subcontractor is provided 


to the vendor. 


 


3.9.1.7 Vendor must notify the using agency of the intended use of 


any subcontractors not identified within their original 


proposal and provide the information originally requested in 


the RFP in Section 4.2, Subcontractor Information.  The 


vendor must receive agency approval prior to subcontractor 


commencing work. 


 


  







41 


 


3.10 BUSINESS REFERENCES 


 


3.10.1 Vendors should provide a maximum of three (3) business references from 


similar projects performed for private, state and/or large local government 


clients within the last five (5) years. 


 


References were requested from three current client organizations – Community Health 


Network of Connecticut, Health Services for Children with Special Needs, and Neighborhood 


Health Plan (Massachusetts).  These are all Medicaid coordinated care organizations with 


whom our project team has longstanding experience.   


 


Note that The Menges Group is conducting extensive Medicaid redesign project work for the 


State of Alaska on behalf of the Legislative Budget and Audit Committee.  Due to this 


legislative body’s diverse political membership, this client’s policy is to not provide references 


about their contractors.  Similarly, The Menges Group provided Medicaid redesign project 


work during 2013-2015 for North Carolina’s Department of Health and Human Services.  


This Department also has a policy of not providing contractor references.  We have just begun 


project work for the State of Maryland to assist in the design of a coordinated care initiative 


for dual eligibles.  It is too early in this engagement for the client to evaluate our performance.  


Thus, while we conduct extensive Medicaid project work for states that is highly relevant to the 


Nevada engagement’s scope of work, we are not able to provide references for these 


engagements to the State of Nevada.    


 


3.10.2 Vendors must provide the following information for every business 


reference provided by the vendor and/or subcontractor: 


 


The “Company Name” must be the name of the proposing vendor or the 


vendor’s proposed subcontractor. 


 


The requested information is provided on the ensuing pages.   
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Reference #:  1 


Company Name: Community Health Network of Connecticut 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Medical Cost Analyses (2013), Pharmacy Usage 


Analyses (2015-2016) 


Primary Contact Information 


Name: Abe Benitez 


Street Address: 11 Fairfield Boulevard 


City, State, Zip: Wallingford, CT 06492 


Phone, including area code: 203-626-7160 


Facsimile, including area code: NA 


Email address: abenitez@chnct.org 


Alternate Contact Information 


Name: Cory Ludington 


Street Address: 11 Fairfield Boulevard 


City, State, Zip: Wallingford, CT 06492 


Phone, including area code: 203-949-4091 


Facsimile, including area code: NA 


Email address: cludington@chnct.org 


Project Information 


Brief description of the 


project/contract and description 


of services performed, including 


technical environment (i.e., 


software applications, data 


communications, etc.) if 


applicable: 


CHNCT contracts with the State 


of Connecticut on an 


administrative services only basis 


to coordinate care for the state’s 


entire Medicaid population.  


During 2013 we conducted 


extensive data analyses to identify 


opportunities for CHNCT to 


deliver new Medicaid costs 


savings.  Our work ultimately 


focused on development of 


tailored case management for 


frequently hospitalized persons.   


During 2015 we identified that 


Connecticut has the nation’s 


highest Medicaid costs per 


prescription.  We are currently 


working with CHNCT to identify 


specific areas to improve the cost-


effectiveness of the pharmacy 


benefit. 



mailto:abenitez@chnct.org

mailto:cludington@chnct.org
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Original Project/Contract Start 


Date: 
Initial Project: June 2013 


Current Project:  December 2015 


Original Project/Contract End 


Date: 
Initial Project: March 2014 


Current Project:  March 2016 


Original Project/Contract Value: Initial Project:  Approx. $300,000 


Current Project:  Approx. $20,000 


Final Project/Contract Date: To be determined – follow-on 


pharmacy savings analysis work 


could occur. 


Was project/contract completed 


in time originally allotted, and if 


not, why not? 


Yes on initial project.  Current 


project end date to be determined 


by speed of Medicaid agency’s 


review process. 


Was project/contract completed 


within or under the original 


budget/ cost proposal, and if not, 


why not? 


Yes – both engagements occurred 


on a fixed price basis. 


 


 


 


Reference #:  2 


Company Name: Health Services for Children with Special Needs 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Data analyses to identify accomplishments (2014); 


Procurement support to secure contract extension 


(2015) 


Primary Contact Information 


Name: Danny Bellamy 


Street Address: 1101 Vermont Avenue NW, 12th 


Floor 


City, State, Zip: Washington, DC 20005 


Phone, including area code: 202-536-7309 


Facsimile, including area code: NA 


Email address: dbellamy@hscsn.org 


Alternate Contact Information 


Name: Rob Laronde 


Street Address: 1101 Vermont Avenue NW, 12th 


Floor 


City, State, Zip: Washington, DC 20005 


Phone, including area code: 202-467-2706 


Facsimile, including area code: NA 



mailto:dbellamy@hscsn.org
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Email address: rlaronde@hscsn.org 


Project Information 


Brief description of the 


project/contract and description 


of services performed, including 


technical environment (i.e., 


software applications, data 


communications, etc.) if 


applicable: 


HSCSN is a Medicaid health plan 


that serves children with 


disabilities. Joel Menges was 


instrumental in the creation of 


this health plan during the 1990s 


and has provided consulting 


support to HSCSN across a two-


decade timeframe.  Since the 


formation of The Menges Group 


during 2013, we have conducted 


two projects.  The first during 


2014 focused on data analyses to 


identify successful cost 


containment performance 


statistics that the MCO’s normal 


reporting efforts were not 


capturing.  The second 


engagement, during 2015, 


involved preparing HSCSN’s 


comprehensive proposal (six 


binders of content) to the District 


of Columbia Medicaid agency to 


secure a five year contract 


extension. 


Original Project/Contract Start 


Date: 
Initial Project: September 2013 


Current Project:  July 2015 


Original Project/Contract End 


Date: 
Initial Project: December 2014 


Current Project:  September 2015 


Original Project/Contract Value: Initial Project:  Approx. $30,000 


Most Recent Project:  Approx. 


$130,000 


Final Project/Contract Date: We continue to provide services to 


HSCSN on an as-needed basis, 


including current capitation rate-


setting support.   


Was project/contract completed 


in time originally allotted, and if 


not, why not? 


Yes on all projects.   


Was project/contract completed 


within or under the original 


budget/ cost proposal, and if not, 


why not? 


Yes – all engagements occurred 


on a time and materials basis in 


line with initial cost estimates. 


 


 



mailto:rlaronde@hscsn.org
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Reference #:  3 


Company 


Name: 
Neighborhood Health Plan 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Operational Improvement Analyses (2015-2016) 


Primary Contact Information 


Name: Richard Dropski 


Street Address: 253 Summer Street 


City, State, Zip: Boston, MA 02210 


Phone, including area code: 617-428-7449 


Facsimile, including area code: 617-526-1962 


Email address: richard_dropski@nhp.org 


  



mailto:richard_dropski@nhp.org
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Alternate Contact Information 


Name: Amy Hull 


Street Address: 253 Summer Street 


City, State, Zip: Boston, MA 02210 


Phone, including area code: 617-428-7477   


Facsimile, including area code: 617-526-1962 


Email address: amy_hull@nhp.org 


Project Information 


Brief description of the 


project/contract and description 


of services performed, including 


technical environment (i.e., 


software applications, data 


communications, etc.) if 


applicable: 


NHP is Massachusetts’ largest 


Medicaid health plan and is 


currently among the nation’s top 


five Medicaid health plans in 


NCQA’s quality rankings.   


NHP enlisted The Menges Group 


to identify opportunities for 


operational improvement in 


medical management, customer 


service, and provider contracting.  


We have also identified areas 


where the organization can 


achieve cost savings and better 


position itself for an upcoming 


contract re-procurement with the 


Medicaid agency.   


Original Project/Contract Start 


Date: 
September 2015 


Original Project/Contract End 


Date: 
February 2016 


Original Project/Contract Value: Approx. $300,000 


Final Project/Contract Date: Current engagement ends on 


February 19th; follow-on support 


could occur. 


Was project/contract completed 


in time originally allotted, and if 


not, why not? 


Yes  


Was project/contract completed 


within or under the original 


budget/ cost proposal, and if not, 


why not? 


Yes  


 


  



mailto:_hull@nhp.org
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3.10.3 Vendors must also submit Attachment F, Reference Questionnaire to the 


business references that are identified in Section 4.3.2.   


 


The reference questionnaire has been sent to each of the above organizations and our 


understanding is that these documents have been emailed to the State of Nevada by February 


16th as required. 


 


3.10.4 The company identified as the business references must submit the 


Reference Questionnaire directly to the Purchasing Division.  


 


3.10.5 It is the vendor’s responsibility to ensure that completed forms are 


received by the Purchasing Division on or before the deadline as specified 


in Section 8, RFP Timeline for inclusion in the evaluation process.  


Reference Questionnaires not received, or not complete, may adversely 


affect the vendor’s score in the evaluation process.   


 


3.10.6 The State reserves the right to contact and verify any and all references 


listed regarding the quality and degree of satisfaction for such 


performance. 
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Tab VIII – Attachment G – Proposed Staff Resume 


 


Vendors must include all proposed staff resumes per Section 4.4, Vendor Staff Resumes in this 


section.   


 


This section should also include any subcontractor proposed staff resumes, if applicable. 


 


3.1 VENDOR STAFF RESUMES  


 


A resume must be completed for each proposed key personnel responsible for 


performance under any contract resulting from this RFP per Attachment G, 


Proposed Staff Resume. 
 


Resumes are provided for the following individuals in the requested format: 


 


 Joel Menges * 


 Jessica Wiecezak * 


 Amira Mouna * 


 Poornima Singh * 


 Abby Evans 


 Nick Pantaleo 


 


*  These individuals have been designated as key staff for this engagement. 
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RESUME – JOEL MENGES 
 


Company Name Submitting Proposal: The Menges Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Joel J. Menges 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Chief Executive Officer 


# of Years in Classification: 
2 Years, 10 


Months 
# of Years with Firm: 


2 
Years, 


10 
Months 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Mr. Menges’ career focus is on coordinated care programs for high-need populations.  He has led 


hundreds of consulting engagements that involve the design, development, improvement or evaluation 


of coordinated care programs, including Medicaid initiatives in more than 30 states. Mr. Menges has 


worked extensively for Medicaid agencies and other state clients, for health plans, and for several trade 


associations. He has played a significant role in the design of many states’ coordinated care programs 


– including current projects in Alaska, Connecticut, Massachusetts, North Carolina and Texas -- and 


has assisted many health plans in entering new states and maintaining their presence in existing 


markets.  Mr. Menges has also served as lead author of a wide array of policy papers that have shaped 


and expanded the role of coordinated care for high-need populations. 


Mr. Menges has a strong and compassionate commitment to improving health status and quality of life 


for high-need populations, to using taxpayer funds as efficiently as possible, and to replacing 


traditional fee-for-service coverage models as well as ineffective coordinated care programs with 


highly effective coordinated care approaches. 


 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 


 


The Menges Group McLean, VA  


Chief Executive Officer April 2013-Present 
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 Assisting Alaska’s State Legislature in designing short-term and long-term improvements to 


the State’s Medicaid program.  Tasks include data analyses to identify coordinated care 


savings opportunities and designing appropriate corresponding interventions, compiling 


information on other states’ Medicaid coordinated care initiatives, preparing written 


deliverables and testifying at legislative hearings.    


 Assisting nation’s highest ranked Medicaid MCO (in terms of NCQA quality scores) with over 


250,000 enrollees in further improving its operations with regard to cost-effectiveness, access 


enhancement, quality, and alignment with the State’s Medicaid reform objectives.  


 Assisting in the creation of a specialized Medicaid MCO focused on delivering “whole person” 


care coordination to individuals with significant behavioural health needs. 


 Preparing a policy paper to allow Texas’ Medicaid MCOs to manage the pharmacy benefit in 


the most cost-effective manner.  Currently, all MCOs are required to use the State’s uniform 


preferred drug list.   


 Conducted extensive data analyses and designed individually tailored care team model to 


reduce the degree to which Connecticut Medicaid beneficiaries are repeatedly hospitalized.   


 Regularly assists association clients in preparation of a variety of reports focused on improving 


the cost-effectiveness of the Medicaid program.  Project work has included identifying 


initiatives that can favorably impact social determinants of health, prescription drug carve-in 


and lock-in programs, medication adherence, preferred drug list policies, capitation rate 


setting practices, and estimating the savings that optimal care coordination can create. 


 Assisted North Carolina’s Medicaid agency in identifying options for creating a managed long 


term care program.  Tasks under this engagement also involved data analytics, policy options 


papers, and strategic discussions regarding redesigning the state’s Medicaid program to 


improve the cost-effectiveness of the coverage and to better promote and reward achievement 


of quality metrics.   


 Has assisted several Medicaid MCOs in preparing their proposals for competitively awarded 


state contracts. More than 80% of our clients have received a contract award through the 


competitive procurements.     


 Conducted due diligence in the acquisition of a Medicaid MCO and supported subsequent efforts to 


help the acquiring firm strengthen the health plan’s operational performance.   


 


 Assisted a large Medicaid health plan in identifying opportunities to achieve medical cost savings. 


 


 Responsible for overseeing all aspects of the consulting firm’s business, shaping the culture, 


ensuring successful completion of all project work, securing new business, and addressing all 


administrative requirements.  


 


 Assisted a children’s hospital in its transformational efforts to become involved in population 


health. 


 


Special Needs Consulting Services Washington, D.C.  


Executive Vice President   2011 - April 2013 
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 Assisted several MCOs in developing a new line of business to serve dual eligibles. 


 Assisted several MCOs in preparing successful proposals to their state Medicaid agency in 


response to competitive RFPs. 


 Assisted  the  Ohio  Association of Health plan by  preparing  a “white paper”  on optimal  design 


features  for  implementing the state’s coordinated  care  program for dual eligibles. The paper also 


derives savings estimates. 


 Assisted Medicaid MCOs in Rhode Island, Kentucky, and the District of Columbia in 


estimating/demonstrating the savings they are achieving for their respective Medicaid programs. 


 


 


The Lewin Group Falls Church, VA  


Vice President                 1993-2011  


 Led consulting engagements on behalf of many state Medicaid agencies with the design, 


implementation, operation, and evaluation of their Medicaid coordinated care programs.  


Oversaw project work of this nature for Medicaid agencies in Connecticut, Delaware, the 


District of Columbia, Florida, Illinois, Massachusetts, Minnesota, New York, Oregon, and 


Texas.  


 Provided extensive consulting support to Medicaid managed care organizations and other 


organizations seeking to develop a Medicaid line of business. 


 Assisted a variety of associations in conducting policy analyses related to Medicaid managed 


care, and in educating their members about various aspects of managed care.  


 Assisted the State of Missouri in a comprehensive assessment of its Medicaid program.  Led a 


specific assessment of the pharmacy benefit, and directed much of the analytical work geared 


to identifying and prioritizing short-term and longer-term cost savings opportunities.   


 Worked with the Arizona Health Care Cost Containment System (AHCCCS) to identify 


components of the Medicaid benefits package that could be limited or eliminated in a manner 


that would cause the least beneficiary harm.  Tasks included on-site participation on a Task 


Force discussion the benefits reduction options, and overseeing a modelling effort to estimate 


the net cost savings various benefits reductions would achieve – taking into account that 


elimination of a certain covered service could result in increased use of other covered services. 


 Assisted the California Healthcare Foundation in preparing a detailed report on high-cost 


Medi-Cal beneficiaries.  The work included creation of a beneficiary-specific data file that 


supported a wide range of cost, usage, and condition-related assessments. 


 Assisted several state Medicaid agencies (CT, DC, DE, MD, NY, OR, TX, WA) in conducting 


Medicaid managed care procurements.  Work has included drafting RFPs, developing scoring 


criteria, training reviewers, facilitating (and in some cases, conducting) proposal team scoring 


reviews, preparing actuarial data books, assisting in the preparation for and conducting of 


bidders conferences, drafting answers to bidders’ written questions, and conducting site visit 


“readiness reviews” of selected vendors.  
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 Serves as project director for a multi-year engagement preparing an annual report on the 


Medicare SNP Alliance health plans.  The report conveys quantitative statistics involving 


enrollment composition (including average risk scores and HCCs), and various utilization 


rates compared to fee-for-service.  The report also shares qualitative information on the models 


of care coordination the SNP Alliance plans have implemented. 


 Directed a decade-long engagement for a Medicaid managed care program, New York’s HIV 


Special Needs Plan (SNP) initiative.   The focal point of this work was annual capitation rate-


setting.  However, Mr. Menges and his colleagues at Lewin played a broader and instrumental 


role in the creation and preservation of this fragile program, with additional tasks including 


evaluations to assess/demonstrate the program’s impacts on inpatient hospital, outpatient 


hospital and pharmacy utilization, assisting in health plan monitoring efforts, and generally 


serving as the “go to” consultants for whatever special challenges arise.       


 Directed a comprehensive assessment of Connecticut’s HUSKY program, a capitated Medicaid 


managed care initiative, preparing a written report that was submitted to the State Legislature 


and testifying at two key hearings about the program’s future.  (2006-2007). Mr Menges also 


assisted in a comprehensive assessment of Pennsylvania’s HealthChoices program, a capitated 


Medicaid managed care initiative.   During 2005 he led the investigation of the program’s 


financial impacts and he presented testimony at a State Legislative hearing during 2007. 


Managed Healthcare Systems     Arlington, VA 


Director of Analytical Services                                      1991-1993 


 
 Assisted this organization in creating a Medicaid health plan in New York State and exploring 


additional state market entry opportunities. 


 


Jurgovan and Blair        Potomac, MD 


Manager                            1985-1991 


 


 Provided array of consulting services, largely to HMO clients assisting with development of new 


lines of business, provider payment negotiations, financial rate filings, etc. 


 


American Enterprise Institute           Washington, DC 


Research Associate                          1983-1985 


 


 Conducted research project work, primarily involving Medicaid managed care and Medicare DRGs 


 


 


U.S. Department of Health and Human Services         Washington, DC 


Office of the Assistant Secretary for Planning and Evaluation                             1981-1983 


Research Associate                          


 


 Conducted research on various Medicare policy issues; helped staff the White House Conference 


on Aging 
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SELECTED PAPERS AND PRESENTATIONS 


“Comparison of Medicaid Pharmacy Costs and Usage in Carve-In Versus Carve-Out States,” April 


2015, prepared for America’s Health Insurance Plans 


 


“Positively Impacting Social Determinants of Health How Safety Net Health Plans Lead the Way,” 


June 2014, prepared for Association for Community Affiliated Plans 


 


“Medicaid Health Plans: Ensuring Appropriate Rates in an Era of Rapid Expansion,” October 2013, 


prepared for America’s Health Insurance Plans 


 


“Medicaid Pharmacy Savings Opportunities: National and State-Specific Estimates,” May 2013, 


prepared for the Pharmaceutical Care Management Association 


 


“Usage of Controlled Substance Pain Medications in Medicaid,” January 2013 


“Savings Generated by New York’s Medicaid Pharmacy Reform,” October 2012, prepared for the 


Pharmaceutical Care Management Association (PCMA)  


“Achieving Optimal Care Coordination for Medicaid/Medicare Dual Eligibles,” August 2011 


 


“Ramping Up Care Coordination for Medicaid Beneficiaries with Disabilities” May, 2011 


“Increasing the Use of the Capitated Model for Dual Eligible’s: Cost Savings Estimates and 


Public Policy Opportunities,” prepared for Association for Community Affiliated Plans 


and Medicaid Health Plans of America, November 2008. 


“Analysis of Drug Rebate Equalization Act’s Savings to the Medicaid Program,” prepared for 


Association for Community Affiliated Plans, September 2008. 


“Medicaid Upper Payment Limit Policies,” Overcoming a Barrier to Managed Care Expansion,” 


prepared for Medicaid Health Plans of America, November 2006. 


“Medicaid Capitation Expansion’s Potential Savings,” presented to Vice President Cheney’s staff, 


February 2006. 


“Medicaid Capitation Expansion’s Potential Savings,” 2006 http://www.lewin.com 


Comparative Evaluation of Pennsylvania’s HealthChoices Program, 2005, (authored cost-effectiveness 


section), http://www.lewin.com/Lewin_Publications/Medicaid_and_S-CHIP/ 


ComparativeEvalPAHealthChoices.htm 


Assessment of Medicaid Managed Care Expansion Options In Illinois, 2005, (project director and co-


author), http://www.lewin.com/Lewin_Publications/Medicaid_and_S-


CHIP/MedicaidMCExpansionOptionsIllinois.htm 


 “Trends in Medicaid Managed Care,” presented with Nancy Beronja at Medicaid Health Plans of 


America’s inaugural conference, October 2005. 


“Testimony on STAR+PLUS Expansion,” presented to Texas House Appropriations Committee, 


March 2005. 


“Managed Care Is Health Reform,” a presentation at American Academy of Orthopedic Surgery 


Annual Meeting, February 1995. 
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"Mandatory versus Voluntary Medicaid Managed Care—A Financial Comparison From Both the 


Government's and the HMO's Perspective," presentation at AMCRA's mid-year conference, 


March 1993. 


"Bringing Managed Care to the Poor and Elderly on a Large Scale During the 1990s", presentation at 


National Managed Health Care Congress, 1991. 


 Was lead author of an award winning, five-volume monograph series prepared on behalf of the 


American College of Cardiology (1994).  Organized and conducted a seminar series for 


cardiovascular specialists on similar topic areas (1995).  Authored additional managed care 


monographs for the American College of Physical Medicine and Rehabilitation (1994), the 


American Academy of Neurology (1995), and the American Academy of Orthopaedic Surgeons 


(1995).  Developed capitation rate derivation diskette products for the American College of 


Cardiology (1994), the American Academy of Neurology (1995), the American Academy of 


Orthopaedic Surgeons (1995), and the American Gastroenterological Association (1997). 


 
 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
SYRACUSE UNIVERSITY, Syracuse, New York 
Master of Public Administration, Concentration in Health Policy                                 1982 


 


KALAMAZOO COLLEGE, Kalamazoo, Michigan 


Bachelor of Science, Double Major in Economics and Political Science                       1980  
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable. 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.   


 


Contact 
Person Organization Title 


Phone 
Number 


Fax 
Number Email 


Richard 
Dropski 


Neighborhood 
Health Plan 


Vice President 
of Regulatory 


Affairs 


617-428-
7449 


617-526-
1962 


richard_dropski@nhp.org 


Michael 
Bollini 


Alliance 
Behavioral 
Healthcare 


Chief Strategy 
Officer 


919-651-
8735 


NA mbollini@AllianceBHC.org 



mailto:richard_dropski@nhp.org

mailto:mbollini@AllianceBHC.org
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Andy 
Nichols 


Humana 


Director | 
Medicaid 


Strategy & 
Community 


Development 
 


502-580-
1095 


 
NA 


anichols2@humana.com 
 


Sharon 
Ludher 


Texas 
Association of 
Health Plans 


Director of 
Policy and 


Government 
Programs 


 


512-476-
2091 


NA sludher@tahp.org 


Abe 
Benitez 


Community 
Health Network 
of Connecticut 


Senior Vice 
President and 


Chief 
Financial 


Officer 


203-626-
7160 


203-265-
3705 


abenitez@chnct.org 


 


 


  



mailto:anichols2@humana.com

mailto:abenitez@chnct.org
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RESUME – JESSICA WIECEZAK 
 


Company Name Submitting Proposal: The Menges Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Jessica Wiecezak 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Vice President 


# of Years in Classification: 
2 Years, 10 


Months 
# of Years with Firm: 


2 
Years, 


10 
Months 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Wiecezak's career has focused on health policy and state Medicaid programs, particularly 
coordinated care, eligibility systems, health information technology and policy operational 
implementation. She has worked with small and large health plans to develop and implement 
dual eligible and Medicaid new lines of business.  Ms. Wiecezak has direct experience working 
for a Medicaid agency (in the District of Columbia) as well as extensive experience delivering 
consulting services to state Medicaid agencies and to Medicaid managed care organizations.  
 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 


The Menges Group  Arlington, VA  


Vice President                                       April 2013-Present 


 Extensive consulting support throughout the past several years for Humana, playing an 


instrumental role in the organization’s success in developing and growing its business in the 


Medicaid and dual eligible arenas 


 Currently assisting a State Medicaid Agency to develop an innovative model to serve dual 


eligibles  


 Provide strategic RFP support for both small and large health plans 


 Help small and large health plans strategize, develop and implement new lines of business, 


particularly for Medicaid and Duals 


 Assisting a State Legislature in detailed analysis of Medicaid expansion 
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Special Needs Consulting Services          Washington, D.C.  


Managing Consultant                                 2011 - April 2013 


 Led teams focused on working with small and large health plans to develop and implement 


dual eligible and Medicaid new lines of business 


 Provided strategic technical RFP support for small and large health plans 


 Led team tasked with assisting Medicaid special needs health plan develop report on home 


health care cost reduction initiatives 


 Assisted the American Public Human Services Association (APHSA) in supporting its Health 


Services Division on a wide range of topics including HIT, Medicaid eligibility and health 


reform 


 Developed proposal for a DC hospital to conduct a community needs assessment 


 Conducted claims data analyses  


 Assisted DC Medicaid health plan in developing report that highlights strengths and 


accomplishments in preparation for upcoming reprocurement 


 


Health Services Division, APHSA (formerly NASMD)       Washington, D.C. 


Health Policy Associate                  Aug. 2010 – Jun. 2011  


 


 Coordinated the Multi-State Collaborative on Health Information Technology, facilitating 


discussions between CMS and the States on HIT 


 Conducted Medicaid policy research and analysis on a wide range of topics, including HIT, 


eligibility, operations, systems and intersection between Medicaid and other publicly funded 


programs 


 Responded to policy questions posed by State Human Services Directors membership 


 Responded to policy questions posed by Medicaid Director membership 


 Wrote and edited articles on health policy for APHSA’s magazine, Policy & Practice 


 Co-authored weekly Health Services Update distributed to members 


 Provided NASMD staff support to the Systems and Eligibility TAGs 


 Provided staff support during the planning and implementation of two annual national meetings  


 


The Lewin Group         Falls Church, VA  


Research Consultant                Oct. 2009 – Aug. 2010  


 


 Assisted the State of California to implement the Medi-Cal EHR incentive payments under the 


HTECH Act 
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 Assisted the State of Missouri in a program-wide analysis of potential cost-containment 


opportunities and strategies, focusing particularly on clinical services 


 Led a team tasked with analyzing the House and Senate health reform bills to determine the impact 


on the Centers for Disease Control and Prevention (CDC) and public health programs  


 Assisted the State of Minnesota in aligning its CHIP and Medicaid eligibility requirements in order 


to streamline client enrollment 


 Developed and drafted responses to State RFPs for Medicaid Health Plans  


 Performed quantitative analysis including cost projections and price elasticity calculations  


 


Department of Health Policy, GWU        Washington, DC  


Research Assistant               Sept. 2008 – Oct. 2009 


 Led project to redesign Medicaid provider enrollment system for the Department of Health Care 


Finance  


 Drafted Medicaid State Plan Amendments for DC’s Medicaid/CHIP program 


 Provided technical assistance in developing eligibility policy and operational strategies to improve 


the efficiency of the DC Medicaid and Alliance programs 


 Worked collaboratively with DHCF staff to develop policies and procedures for operational work 


processes 


 


Government of the District of Columbia       Washington, DC  


Health Policy Intern               Jan. 2008 – Sept. 2008   


 


 Worked with Special Assistant to the Director of the Department of Health on quantitative analysis 


and strategic options involving Medicaid policy and budget reviews 


 Researched and drafted memos on methods to improve coverage and efficiency of DC Health Care 


Alliance and interacted with key DC stakeholders  


 Performed policy analysis on proposed Healthy DC legislation introduced in 2008; attended 


Council hearings on Healthy DC  


 


EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 


 
The George Washington University                  Washington, D.C. 


School of Public Health and Health Services  


• M.P.H., Health Policy, December 2009 


 


Georgetown University        Washington, D.C.  


School of Nursing and Health Studies  


• B.S., Health Systems, May 2003 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.   


 


Contact 
Person Organization Title 


Phone 
Number 


Fax 
Number Email 


Richard 
Dropski 


Neighborhood 
Health Plan 


Vice 
President of 
Regulatory 


Affairs 


617-428-
7449 


617-526-
1962 


richard_dropski@nhp.org 


Patricia 
MacTaggart 


The George 
Washington 
University 


Lead 
Research 
Scientist 


202-615-
0400 


N/A 
  


pmactagg@gwu.edu 


Jennifer 
Michael 
Coleman 


Humana 


Director, 
Business 


Development 
and Product 


Strategy 


502-476-
2524 


 
NA 


jcoleman9@humana.com 
 


 


  



mailto:richard_dropski@nhp.org

mailto:anichols2@humana.com
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RESUME – AMIRA MOUNA 
 


 


Company Name Submitting Proposal: The Menges Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Amira Mouna 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Director, Pharmacy Services and Provider Network Services 


# of Years in Classification: 
2 years, 10 


months 
# of Years with Firm: 2 years, 10 months  


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Amira is a founding partner of The Menges Group and serves as our organization’s Director 


of Pharmacy Services and Provider Network Services.  Amira serves as project director or 


project manager for many of the firm’s engagements including current Medicaid projects in 


Connecticut, Idaho, Massachusetts, North Carolina, Texas and Virginia.  Amira is currently 


assisting the State of Alaska in the identification and assessment of Medicaid reform options, 


and has also worked extensively for the State of North Carolina on a variety of Medicaid 


reform issues and opportunities.    


 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 


 


The Menges Group Arlington, VA  


Director, Pharmacy Services and Provider Network Services  April 2013-Present 


 Currently assisting Alaska’s State Legislature in designing short-term and long-term 


improvements to the State’s Medicaid program.  Tasks include data analyses to identify 


coordinated care savings opportunities and designing appropriate corresponding interventions, 


compiling information on other states’ Medicaid coordinated care initiatives, preparing written 


deliverables and testifying at legislative hearings.    


 Managing an engagement assisting nation’s highest ranked Medicaid MCO (in terms of 


NCQA quality scores) with over 250,000 enrollees in further improving its operations with 


regard to cost-effectiveness, access enhancement, quality, and alignment with the State’s 


Medicaid reform objectives.  
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 Preparing a policy paper to allow Texas’ Medicaid MCOs to manage the pharmacy benefit in 


the most cost-effective manner.  Currently, all MCOs are required to use the State’s uniform 


preferred drug list.   


 Conducted extensive data analyses and designed individually tailored care team model to 


reduce the degree to which Connecticut Medicaid beneficiaries are repeatedly hospitalized.   


 Managed and coordinated a team of seven individuals in a large-scale engagement in 


New York to visit over 1,000 provider offices and ensure a health plan’s provider 


network is ADA compliant according to federal and state regulations. 


 


 Managed dual eligible demonstration readiness reviews for managed care 


organizations in New York and Illinois.  
 


 Regularly assists association clients in preparation of a variety of reports focused on improving 


the cost-effectiveness of the Medicaid program.  Project work has included identifying 


initiatives that can favorably impact social determinants of health, prescription drug carve-in 


and lock-in programs, medication adherence, preferred drug list policies, capitation rate 


setting practices, and estimating the savings that optimal care coordination can create. 


 Assisted North Carolina’s Medicaid agency in identifying options for creating a managed long 


term care program.  Tasks under this engagement also involved data analytics, policy options 


papers, and strategic discussions regarding redesigning the state’s Medicaid program to 


improve the cost-effectiveness of the coverage and to better promote and reward achievement 


of quality metrics.   


 Has assisted several Medicaid MCOs in preparing their proposals for competitively awarded 


state contracts. More than 80% of our clients have received a contract award through the 


competitive procurements.    


 Assisted a large Medicaid health plan in identifying opportunities to achieve medical cost savings. 


 


 Assisted a children’s hospital in its transformational efforts to become involved in population 


health. 


 


Special Needs Consulting Services                              Washington, D.C.  
Consultant   May 2012-May 


2013 
 


 Assisted health plans in developing business plans and establishing Medicaid lines of business 


 Drafted responses to Medicaid managed care proposals for various clients in Kentucky, 


Illinois, and Florida 


 Conducted quantitative analyses of prescription volume growth and cost trends in an expanded 


Medicaid population  


 Supported health plans in implementing best practice models of care for high risk, high-need 


populations 


 Assessed and evaluated policy options for Medicaid pharmacy spending 


 Managed dual eligible and long term care readiness reviews in Florida and Illinois for a health 


plan 
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The White House Office of National Drug Control Policy                               Washington, D.C.  
Public Health Fellow                            February 2012-May 2012 


  


 Drafted talking points and memorandums for the director and deputy director on prescription 


drug abuse  


 Researched and composed summaries on prescription drug abuse prevention methods from 


various states 


 Developed a database of research on drug abuse treatment options 


 Attended legislative  hearings and prepared summaries for the deputy director 


Pharmaceutical Research and Manufacturers of America                        Washington, D.C.  
Policy and Research Intern                     June 2011-January 2012 


  


 Assisted in the accumulation and analysis of data for PhRMA’s “Biopharmaceuticals in 


Perspective” Chart Pack  


 Drafted article summaries distributed to member companies on current events and policy 


initiatives 


 Prepared drafts of lobbying materials relaying data on drug developments and company 


pipelines 


 Tracked monthly changes in the consumer and producer prices of pharmaceutical products 


and medical care 


 Researched and produced summaries on innovative developments within the industry   


 


The Office of Governor Nathan Deal                          Atlanta, Georgia  
Governor’s Internship Program-Office of Policy Intern                      January 2011-May 2011 


  


 Researched and evaluated health policy legislation for Georgia 


 Analyzed pending legislation and developed comprehensive summaries on bills 


 Examined and presented possible ways to implement national health legislation within the 


scope of Georgia state policies 


 Attended legislative committee meetings and assembled briefings for the Governor’s policy and 


government affairs team 


 Served as a liaison between the Governor’s executive staff and members of the Georgia 


General Assembly 


 


SELECTED PAPERS AND PRESENTATIONS    


 Co-author of “Prescription Drug Adherence in Medicaid Managed Care.” The Menges Group. 


October 2014.  


 Co-author of “Positively Impacting Social Determinants of Health: Safety Net Health Plans Lead 


the Way.” The Menges Group. June 2014.  


 Co-author of “Medicaid Health Plans: Ensuring Appropriate Rates in an Era of Rapid Expansion” 


The Menges Group. October 2013.  
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 Co-author of “Medicaid Pharmacy Savings Opportunities: National and State-Specific Estimates.” 


The Menges Group. May 2013.  


 Co-author of “Usage of Controlled Substance Pain Medications in Medicaid.” Special Needs 


Consulting Services. January 2013.  


 Co-author of “Savings Generated by New York’s Medicaid Pharmacy Reform.” Special Needs 


Consulting Services. October 2012.  


 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
GEORGE WASHINGTON UNIVERSITY    
Master of Public Health in Health Policy 


Health Policy Scholars Program    


Washington, D.C. 


August 2011- May 2013 


 


GEORGIA INSTITUTE OF TECHNOLOGY    


Bachelor of Science in International Affairs, Sam Nunn School of International Affairs           


Atlanta, Georgia 


August 2006-December 2009   


 
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable. 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.   


 
 


Contact 
Person Organization Title 


Phone 
Number 


Fax 
Number Email 


Richard 
Dropski 


Neighborhood 
Health Plan 


Vice President 
of Regulatory 


Affairs 


617-428-
7449 


617-526-
1962 


richard_dropski@nhp.org 


Andy 
Nichols 


Humana 


Director  
Medicaid 


Strategy & 
Community 


Development 
 


502-580-
1095 


 
NA 


anichols2@humana.com 
 



mailto:richard_dropski@nhp.org

mailto:anichols2@humana.com
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Sharon 
Ludher 


Texas 
Association of 
Health Plans 


Director of 
Policy and 


Government 
Programs 


 


512-476-
2091 


NA sludher@tahp.org 


Abe 
Benitez 


Community 
Health Network 
of Connecticut 


Senior Vice 
President and 


Chief 
Financial 
Officer 


203-626-
7160 


203-265-
3705 


abenitez@chnct.org 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



mailto:abenitez@chnct.org
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RESUME – POORNIMA SINGH 
 


Company Name Submitting Proposal: The Menges Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Poornima J. Singh 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Practice Director, Government Services 


# of Years in Classification: 
2 Years, 10 


Months 
# of Years with Firm: 


2 
Years, 


10 
Months 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Poornima Singh is the Director of Government Contracting at The Menges Group. Mrs. Singh’s 


career has focused on supporting Medicaid programs and Medicaid MCOs, as well as hospital and 


private payer systems.  


Since 2011, Poornima has worked with a team of consultants at Special Needs Consulting Services 


who then formed The Menges Group, where she is a founding partner.  She has strong experience in 


the design of managed long-term care programs and coordinated care programs that serve dual 


eligibles.  She also has experience in Medicaid MCO operations, quality improvement initiatives and 


correctional healthcare. Mrs. Singh supported North Carolina’s Secretary of Health and Human 


Services in analyzing the Medicaid program for its LTSS population and conducted data modeling and 


developed policy analysis. More recently, Mrs. Singh is managing a project for the State of Alaska’s 


Legislative Budget and Audit Committee in their evaluation of Medicaid reform and expansion as well 


as Maryland’s Medicaid Agency in the design of a waiver for its dual eligible population.  


 


Prior to her role as a consultant, Poornima was a Project Analyst at the National Quality Forum where 


she provided technical assistance on electronic measure implementation. She supported the 


development of tools in response to HIT provisions in the 2010 healthcare law, and has educated 


private and government industries on the use and purpose of these products. 


 


Between March 2010 and April 2011, Poornima was a Research Assistant at the National Association 


of State Medicaid Directors (NASMD). Mrs. Singh engaged with state Medicaid officials on a routine 


basis, and led behavioral health and fraud, waste, and abuse technical advisory groups between state 


Medicaid officials and Federal agencies. Mrs. Singh provided technical assistance to State Medicaid 


Directors, researching and conducting policy analysis on relevant issues including emergency room 


diversions, waiver mechanisms, and health reform.  


 


Mrs. Singh has served in additional roles at the National Council for Community Behavioral 


Healthcare, the Association of State and Territorial Health Officials, and Grantmakers for Children, 
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Youth and Families. Through her career, Poornima has developed expertise in quality improvement, 


MCO procurement support, behavioral health, health information technology, correctional health, and 


maternal and child health programs. 


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 


 


The Menges Group        Arlington, VA 


Director of Government Services, Managing Consultant; Founding Partner  April 2013 – Present  


Manages many of the company’s client projects, including assisting two Fortune 100 firms 


during 2015 in preparing for large state procurements.  Additional recent client engagements 


include: 


• Currently leading an engagement to assist a national coordinated care organization in 


developing a line of business to support inmates as they transition between 


incarceration and Medicaid coverage. 


• Currently directing an engagement to assist the State of Maryland in the design and 


development of a care coordination program for the state’s dual eligibles.  The Menges 


Group serves as a key subcontractor to EGB Advisors on this engagement. 


• Currently serving as manager of a large project to assist the State of Alaska in the 


design of Medicaid reform initiatives.  


• Organized a multi-state learning network to assist a state Medicaid agency in obtaining 


information about eight other states’ Medicaid managed long-term care initiatives. 


• Extensive on-site work at a New York Medicaid MCO with poor quality scores, to 


design and implement an array of quality improvement initiatives.  


• Conducted data analyses using state Medicaid agency’s claims and eligibility data to 


identify opportunities for improvement through targeted care coordination initiatives. 


• Prepared a compilation initiatives implemented by ACAP member Medicaid MCOs to 


favorably impact social determinants. 


• Directed an engagement to assist a children’s special needs health plan in securing a 


five year contract renewal. 


• Managed a health plan’s proposal response effort in a large state to serve foster care 


children.   


 


Special Needs Consulting Services                                             Washington, DC 


Senior Consultant       February 2011 – April 2013  


• Provided operational support to an ACAP member MCO in developing an enhanced 


health risk assessment form, and in conducting data analyses to identify enrollees’ 


gaps in behavioral health care.  
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• Assisted an ACAP member plan in preparing a public report that demonstrated its 


accomplishments.  Subsequently assisted this health plan in preparing a successful 


proposal for statewide expansion as a Medicaid MCO in a competitive procurement 


situation. 


• Assisted a Maryland health plan in successfully expanding into the District of 


Columbia in a competitive procurement situation. 


• Assisted a regional health plan with no Medicaid presence in successfully entering the 


Medicaid market in Maryland.   


• Assisted a state Blue Cross health plan in identifying its needs to succeed in serving 


dual eligibles under the CMS demonstration initiative. 


 


National Quality Forum       Washington, DC 


Project Analyst, Health Information Technology                                     June 2011 – February 


2012 


• Wrote and maintained the Measure Authoring Tool (MAT) user guide 


• Provided daily summary to upper management on MAT requirements discussions 


• Managed and implemented virtual forums (webinars) from suggesting speakers to 


evaluating results 


• Maintained Health IT division’s internal SharePoint site and external facing 


knowledge base 


• Provided technical assistance on eMeasure implementation and the Quality Data 


Model (QDM) 


 


American Public Human Services Association                           Washington, DC  


Research Assistant                              March 2010 – April 


2011 


• Implemented conferences of 700 + in attendance 


• Supported tasks on projects subcontracted from SAMHSA 


• Administered and analyzed member surveys 


• Lead behavioral health and fraud and abuse technical assistance group between state 


Medicaid officials and Federal agencies  
 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
GEORGE WASHINGTON UNIVERSITY, Washington, D.C. 
Master of Public Health, Concentration in Maternal and Child Health                                 2010 
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OAKLAND UNIVERSITY, Rochester Hills, Michigan 


Bachelor of Arts, Major in Physical Therapy                        2008  
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable. 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.   


 


Contact 
Person Organization Title 


Phone 
Number 


Fax 
Number Email 


Bob 
Atlas 


Epstein Becker 
and Green 
Advisors 


President 
202-
861-
1834 


202-
861-
3570 


batlas@ebgadvisors.com 


Andy 
Nichols 


Humana 


Director, 
Medicaid 


Strategy & 
Community 


Development 
 


502-
580-
1095 


 


NA 
anichols2@humana.com  


 


Andrew 
Peterson 


UnitedHealthcare 
Community & 


State 


Vice 
President, 
Business 


Development 
 


904-
296-
6812 


NA Drew.peterson@uhc.com  


 


  



mailto:batlas@ebgadvisors.com

mailto:anichols2@humana.com

mailto:Drew.peterson@uhc.com
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RESUME – NICHOLAS PANTALEO 
 


Company Name Submitting Proposal: The Menges Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Nicholas Pantaleo 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title: Research Analyst 


# of Years in Classification: 1 # of Years with Firm: 1 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
As an analyst with The Menges Group, Nick has worked for a myriad of clients within the 
Medicaid arena, including states, trade groups, and health plans.  He directly performs 
extensive quantitative analysis tasks and provides a versatile array of other support to 
the organization’s client engagements. 
 
Mr. Pantaleo holds a Bachelor’s Degree in psychology from Johns Hopkins University. 
Nick has contributed at every stage of medical/epidemiological research, including grant 
writing, data analysis, and manuscript authorship. Nick has held research positions at 
the Johns Hopkins School of Medicine, the National Institutes of Health, and Children’s 
National Medical Center in Washington D.C.  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 


 
Examples of Mr. Pantaleo’s consulting engagements are shown below: 
 


 Assisting Alaska’s State Legislature in designing short-term and long-term 
improvements to the State’s Medicaid program. 
 


 Assisting nation’s highest ranked Medicaid MCO (in terms of NCQA quality 
scores) with over 250,000 enrollees in further improving its operations with regard 
to cost-effectiveness, access enhancement, quality, and alignment with the 
State’s Medicaid reform objectives. 
 


 Preparing a policy paper to allow Texas’ Medicaid MCOs to manage the pharmacy 
benefit in the most cost-effective manner.  Currently, all MCOs are required to use 
the State’s uniform preferred drug list.   
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 Conducted extensive data analyses and designed individually tailored care team 
model to reduce the degree to which Connecticut Medicaid beneficiaries are 
repeatedly hospitalized.   


 Assisted one of the nation’s largest health plans in preparing their proposal for a 
competitively awarded state Medicaid MCO contract. 


 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
Johns Hopkins University, Baltimore, Maryland 
Bachelor of Arts in Psychology, with Honors, 2010 
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.   


 


Richard 
Dropski 


Neighborhood 
Health Plan 


Vice 
President of 
Regulatory 


Affairs 


617-
428-
7449 


617-
526-
1962 


richard_dropski@nhp.org 


Sharon 
Ludher 


Texas 
Association of 
Health Plans 


Director of 
Policy and 


Government 
Programs 


 


512-
476-
2091 


NA sludher@tahp.org 


Abe 
Benitez 


Community 
Health Network 
of Connecticut 


Senior Vice 
President 
and Chief 
Financial 


Officer 


203-
626-
7160 


203-
265-
3705 


abenitez@chnct.org 


 


  



mailto:richard_dropski@nhp.org

mailto:abenitez@chnct.org
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RESUME – ABBY EVANS 
 


Company Name Submitting Proposal: The Menges Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Abby Evans 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title: Research Analyst 


# of Years in Classification: 7 months # of Years with Firm: 
7 


months 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Evans’ career has been focused on working with and aiding underserved populations. She has 


worked with young adults and children with intellectual and physical disabilities in a variety of 


settings, including county-wide camps and community programs. This focus also led to her internship 


and research with a non-profit that provides medical and forensic support to victims of violence in the 


District of Columbia. 


 


As a research analyst at The Menges Group, Ms. Evans has been involved in evaluating Medicaid 


coordinated care programs. She has assisted in a variety of projects, assessing the effectiveness of and 


developing improvements to these programs.  


 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 


 


The Menges Group Arlington, VA  


Research Analyst August 2015-Present 


 Assisting Alaska’s State Legislature in designing short-term and long-term improvements to 


the State’s Medicaid program. Tasks include data analyses to identify emergency department 


super-utilizers and compiling information on other states’ Medicaid coordinated care 


initiatives. 


 Assisted health plan with provider outreach and recruitment. 


 Has assisted several Medicaid MCOs in preparing their proposals for competitively awarded 


state contracts. 


 Has conducted background research and data analyses for senior level Menges Group team 


members on multiple projects. 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
BRIGHAM YOUNG UNIVERSITY, Provo, Utah 


Bachelor of Science, Food Science                            2015  
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable. 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.   


 


Contact 
Person Organization Title 


Phone 
Number 


Fax 
Number Email 


Richard 
Dropski 


Neighborhood 
Health Plan 


Vice 
President of 
Regulatory 


Affairs 


617-428-
7449 


617-526-
1962 


richard_dropski@nhp.org 


 Nico 
Alvarez 


Liberty Dental 
Plans 


Vice 
President, 
Operations 


714-597-
8983 


949-313-
0775 


nalvarez@libertydentalplan.com 


Andy 
Nichols 


Humana 


Director,  
Medicaid 


Strategy & 
Community 


Development 
 


502-580-
1095 


 
NA 


anichols2@humana.com 
 


Abe 
Benitez 


Community 
Health Network 
of Connecticut 


Senior Vice 
President and 


Chief 
Financial 
Officer 


203-626-
7160 


203-265-
3705 


abenitez@chnct.org 


 


  



mailto:richard_dropski@nhp.org

mailto:nalvarez@libertydentalplan.com

mailto:anichols2@humana.com

mailto:abenitez@chnct.org
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Tab IX – Other Informational Material 


 


Vendors must include any other applicable reference material in this section clearly cross 


referenced with the proposal. 


 


No other reference material has been submitted.  We encourage the Division to visit our web site 


at www.themengesgroup.com to the extent you wish to review examples of our work product on 


the Reports tab and 5 Slide Series tab.   In addition, a web link of our recent deliverable to the 


State of Alaska regarding Medicaid reform is provided below. 


 
http://lba.akleg.gov/download/publications/Initial%20Analysis%20Assessment%20of%20Medi


caid%20Expansion%20and%20Reform,%20January%2015,%202016%20Prepared%20by%20


The%20Menges%20Group.pdf  
 



http://www.themengesgroup.com/
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Tab IV – State Documents 
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Amendments: The only amendment we are aware of is Amendment 1.  The cover sheet and 


signature acknowledgement sheet are provided on the ensuing two pages.  
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Copies of any vendor licensing agreements and/or hardware and software maintenance 


agreements. 


 


Not applicable. The Menges Group utilizes standard hardware and software that is encrypted 


and protected. We do not have additional vendor licensing or maintenance agreements in 


place.   
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Copies of applicable certifications and/or licenses. 


 


Not applicable.  
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Tab V Attachment B, Technical Proposal Certification of Compliance with Terms and 


Conditions of RFP 
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Tab VI – Section 3 – Scope of Work 


 


SCOPE OF WORK  


 


3.1 Review the current Medicaid MCO Program and make recommendations for 


improvement: 


 


 


3.1.1 Recommend revisions to strengthen and improve the Division’s oversight, 


recommendations must comply with federal and state requirements; 


 


At the outset of the engagement we will obtain and review the information the Division 


currently draws upon to monitor the Medicaid MCO Program.  We will also assess the process 


by which the Division obtains this information, the avenues through which information 


becomes available (e.g., MCO reporting, member/provider complaints, advocate input, etc.), 


the resources available to work with the information available, and the ways the available 


information is acted upon (in particular, what types of corrective action have occurred and in 


what circumstances?).   


 


While we will evaluate all aspects of Nevada’s program monitoring and oversight, The Menges 


Group will focus heavily on certain areas that have proven to be particularly challenging in 


most states’ programs: 


 


Member Access to Care:  The Menges Group has reviewed the study commissioned by the 


Division on “Provider Network Access Analysis” and the findings the Health Services 


Advisory Group recommended.  In our proposed engagement, we will review this report, the 


methodology, and the analysis in further detail and validate the results. We will then provide a 


list of recommended action items to address each of the access to care problem areas identified 


in the report. We will particularly address the following questions: How are the MCOs and the 


Division monitoring the degree to which the provider networks that exist “on paper” are in 


fact available?  To what degree are the front-line providers’ offices available to new MCO 


enrollee patients?  As providers change key clinical staff and/or re-locate, how well is this 


updated information being captured?  For which provider types, MCOs, geographic areas, etc. 


do the most significant concerns with accessing appointments exist?  


 


Provider Unit Prices:  One of the key objectives of a Medicaid MCO program is delivering 


savings to the Medicaid program and thus to the state’s taxpayers.  The savings opportunity 


for states, while modest on a percentage basis, can be significant on a raw dollar basis when 


applied to a large enrollee population.  These savings can also compound favorably over time 


to the extent that the MCOs are able to “bend the trend” relative to the traditional fee-for-


service (FFS) setting.  These savings typically occur predominantly through actual care 


coordination – it is uncommon for MCOs to negotiate unit price discounts with providers 


below underlying Medicaid FFS payment rates.  However, for these net Medicaid savings to 


materialize, the negotiations between MCOs and providers need to result in unit prices 


significantly above Medicaid FFS.  In our extensive inside involvement with Medicaid MCO 


programs and provider contracting outcomes, we are concerned that these unit price 
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negotiation outcomes in many states are in fact “wiping out” the taxpayer savings that the 


care coordination would otherwise be achieving.  We believe it is important to ascertain the 


degree to which this dynamic is occurring in Nevada -- and to develop mechanisms to address 


it, if it is occurring.    
 


Data Sharing Between the Division and the MCOs: We will assess the report information 


currently required of the Medicaid MCOs and provide recommendations for modifying this 


information to improve program oversight.  We will also assess, in the other direction, the 


information the Division makes available to the MCOs to facilitate an optimal care 


coordination partnership.  In many states, for example, we find that the state does not provide 


Medicaid claims history information to its MCOs which could be of significant benefit to the 


health plan in ascertaining their incoming enrollees’ needs (providers used, medications 


taken, diagnoses, etc.).  With the high-need subgroups the Division is contemplating to 


transition into the capitated MCO setting, it will be particularly important for the Division to 


share this type of data with its MCOs so that the health plans are not forced to start from a 


“zero base” with each new member.    


 


We will convey our findings from this task in a detailed written deliverable, which will be 


provided to the Division in draft form and then finalized based on the input we receive.  


 


 


3.1.2 Recommend revisions to the MCO contract as it relates to improving 


program oversight and compliance; and 


 


Based on our work under Task 3.1.1, we will provide recommendations on all MCO contract 


revisions we believe are important to consider. We will obtain and review sample MCO 


contracts from three to five additional states to provide a point of comparison on additional 


metrics other states are collecting and to identify best practices on other state oversight 


programs.  We will also contact Nevada’s existing MCOs and provide them with an 


opportunity to offer their suggestions to our team regarding appropriate contract 


modifications.  Our recommendations will include modifications/additions to existing MCO 


contract requirements, but will also include any recommendations we have as to what the 


Division and/or other entities can/should do differently to achieve optimal program oversight 


and performance.   These recommendations can be included in the same deliverable as is 


prepared under Task 3.1.1, or as a stand-alone document. 


 


 


3.1.3 Recommend revisions to contract terms and payment structure to incentivize 


MCO vendors to reduce costs through pay for performance measures. 


 


As noted earlier, one key focus of our work will be on the degree to which MCO/provider 


payment negotiations should be allowed to occur above Nevada’s underlying Medicaid FFS 


rates.  This often amounts to paying providers on the basis of their negotiating leverage, and 


the increased costs resulting from these negotiations are the antithesis of the goal of “paying 


for value.”  
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We will carefully address what MCOs can/should be required to implement (or given 


incentives to implement) in the area of “pay for performance.”  Paying for value and for 


successful performance -- rather than merely paying for volume -- understandably has strong 


appeal in the health policy arena.  However, the challenges in modifying the payment model to 


achieve optimal program outcomes are numerous, complex and inter-related across the key 


partners:  the Division, the participating health plans, and the front-line providers.  Several of 


these challenges are discussed below. 


 


 First, paying providers in accordance with the mix and volume of the services they 


render has many advantages.  In many cases, providers are treating patients who 


present at their door, who need medical attention, and who benefit greatly from the 


services rendered.  Moving away from a fair FFS payment for these treatments to a 


“value-based payment” approach by no means automatically assures better financial 


and clinical outcomes.  Realistic expectations and incentives are particularly needed 


with regard to providers who deliver care at the high-cost end of the care continuum 


(e.g., hospitals and nursing homes).  Enlisting these organizations to minimize 


utilization of themselves can put them in a conflicted position.   


 


 Second, Medicaid is not ideally positioned to drive provider behavior modification.  


Medicaid is typically a low-end payer in terms of unit prices, and usually accounts for 


less than 20% of a provider’s overall revenue.  A provider’s Medicaid revenues are also 


often dispersed across multiple Medicaid health plans and the Medicaid FFS program.   


In this situation, when a Medicaid MCO creates an incentive model around, say 5-10% 


of its payments to a provider, the dollar value of that risk and reward is not likely to be 


a significant factor in a provider’s overall annual financial performance.  Providers 


may have numerous different incentive models with other payer entities across the 


other payers they do business with.  It is rational behavior for providers to just operate 


their business in the manner they deem to make sense – and take whatever incentive 


payments result from that – rather than to turn themselves inside out trying to align 


with any given Medicaid MCO’s value-based payment structures.     


 


 Third, deploying a single incentive payment model is less likely to be successful than 


working with each provider entity from “wherever they are” with regard to their 


information technology and staffing resources, willingness and ability to accept 


downside risk, experience in a coordinated care setting, etc.    


 


 Fourth, the measures used in value-based purchasing (VBP) models run a 


considerable risk of rewarding and penalizing something other than the provider’s or 


health plan’s actual behavior and “performance.”  Factors other than the level and 


quality of effort an MCO and its provider partners are making (e.g., underlying 


enrollee care access and provider treatment approaches, enrollee selection differences, 


breadth of the provider delivery system, etc.) can be key drivers in statistical 


performance outcomes.  These particular challenges argue for having at least some of 


the performance-based compensation tied to improvement from whatever one’s 


baseline is, rather than be entirely based on where the organization’s statistics sit 


relative to a statewide target or percentile. 
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Collectively, these challenges make value-based purchasing a bit of a minefield to navigate 


effectively.  The seemingly unarguable appeal of increasing the use of performance-based 


payments needs to be tempered by careful consideration of the types of issues described above.  


Our deliverable in this task area will not simply seek to achieve an increased quantity of value-


based payments – rather, we will focus on how the Division can best use value based payments 


to create tangible improvements in access, quality, and cost.   


 


 


3.2 Assist state staff in providing recommendations to executive staff and the Nevada 


Legislature regarding the potential MCO expansion: 


 


3.2.1 Recommendations may be based on population, geographical location and/or 


services such as Long Term Support Services; 


 


A strong case can be made that Nevada currently has the least coordinated care where it is 


most needed – in the population groups that have the most significant health needs and 


highest per capita costs.  The table below depicts Nevada’s per capita cost and use of 


capitation dynamics as of 2012.  Nevada’s per capita costs in the subgroups where the MCO 


capitation model has not been used (highlighted in yellow below) are several times above the 


average costs for the children and adults currently enrolled in MCOs.   


 


 


 
   


Expanding use of the capitated MCO model to these populations entails heightened 


opportunities for cost savings.  The savings opportunity is particularly attractive in the 


blind/disabled subgroup where a large share of the Medicaid expenditures are for services that 


are highly impactable in a well-run coordinated care setting (e.g., inpatient and outpatient 


hospital services, and pharmacy services).   However, serving these populations effectively also 


requires a different model of care coordination, state requirements and oversight mechanisms.  


A few examples of the program design needs that we will emphasize are listed below: 


 


 Effective integration of behavioral health and physical health services – as well as 


integration with LTSS services for many beneficiaries.  The high prevalence of 


behavioral health conditions in these MCO expansion subgroups warrants particular 


design attention – but through a “whole-person” lens rather than a behavioral health 


silo. 


 


 An individually tailored care coordination program that systematically identifies each 


new enrollee’s needs and develops appropriate interventions for that person. 


 


AGED BLIND/DISABLED CHILDREN ADULTS


FOSTER CARE 


CHILDREN ALL OTHER TOTAL


Percent of Persons 9% 15% 58% 16% 3% 0% 100%


Percent of Expenditures 12% 43% 24% 12% 7% 2% 100%


PMPM Expenditures $529 $1,073 $157 $293 $1,008 $9,588 $375


% of Expenditures Paid Via Capitation 0% 0% 62% 62% 1% 1% 23%
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 Extensive information gathering at the point of enrollment to help establish 


appropriate avenues of communication with enrollees and caregivers, assess the 


individual’s needs in the social determinants arena as well as the direct health needs, 


etc.   


    


We propose to prepare a deliverable laying out specific recommendations for Medicaid 


managed care expansion by eligibility group, geographic region, services carved in the 


capitation fee, program implementation timeframe, desired number of MCO participants, 


requirements for participant MCOs (e.g., for-profit vs. non-profit ownership, Medicare 


Advantage involvement such that dual eligibles can be served in a “whole-person” manner), 


etc.  This document will also include a description of various managed FFS options for 


serving each subgroup in lieu of traditional capitation (Primary Care Case Management, 


Accountable Care Organization, etc.).  Our document will include cost savings projections for 


the first five years of implementation for each subgroup and geographic area.   


 


We are concerned that Nevada’s two-MCO model could leave the Division in a low-leverage 


position at annual rate negotiations (or when corrective action mechanisms need to be 


invoked), given that threatened contract termination by either plan could completely disrupt 


the capitation program (given that enrollee choice is required).  We will consider the pros and 


cons of using a three MCO approach in the two large counties (Clark and Washoe), as well as 


whether it may make sense to enlist a single MCO to deliver coordinated care in Nevada’s 


rural counties on a non-capitated, administrative services only basis. Due to the tremendous 


Medicaid enrollment growth Nevada has experienced in recent years (largely due to 


implementing Medicaid expansion), a three MCO model can operate with the same economies 


of scale as a two MCO model was operating at a two years ago. 


 


Our team possesses vast project experience with the design of Medicaid coordinated care 


programs for high-need subgroups, including two decades of design and operational 


involvement with New York’s Medicaid special needs plan program, and entailing dozens of 


projects through the interim years including work in 2016 on a tailored whole-person MCO 


program for persons with significant behavioral health needs.  Our work in this area often 


includes financial impact estimates.  Our modeling of Medicaid managed long term care 


(MLTC) and LTSS options in North Carolina, for example, carefully factored in the degree to 


which the already-institutionalized population could reasonably be expected to return to the 


community, the longevity distribution of this already institutionalized population, and the 


degree to which each year’s “incoming class” of persons newly institutionalized (from 


Medicaid’s perspective) have already spent down and been placed in a nursing home prior to 


securing Medicaid eligibility.  All of these dynamics greatly diminish the degree to which 


nursing home cost reductions can be achieved in the early years of MLTC implementation.   


We will request data from the Division that will allow our team to accurately quantify/model 


these dynamics. 


 


In providing design input to the Division for Nevada’s MCO expansion, we will also circle 


back with individuals who have played longstanding and instrumental roles in the creation 


and operation of Medicaid MCO capitation programs for high-need subgroups.  These 


individuals, whom we have worked with and/or for regularly, include John Folkemer (former 
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Maryland Medicaid Director), Sherry Knowlton (former Pennsylvania Medicaid Director), 


Pam Parker (director of the nation’s longest-standing MLTC program in Minnesota), and Ira 


Feldman (director of New York’s HIV special needs plan program).  We will ask these 


individuals about any specific do’s/don’ts they would recommend to Nevada given their own 


lessons learned.   


 


With regard to MLTC design options, during 2014 we assisted the State of North Carolina by 


organizing a “learning network” of executives from five states that had longstanding 


programs in place.  The write-ups from those interviews will be refreshed (circling back to the 


individuals to obtain more current information) and shared with the Division.    


 


 


3.2.2 Recommendations may be a phase in approach to limit financial cash flow 


concerns and/or adverse impact; and 


 


Our recommendations and modeling will include what we believe are appropriate enrollment 


phase-in structures.  The populations Nevada is considering for MCO expansion are 


disproportionately comprised of high-cost, high-need subgroups.   These populations should 


receive thorough and tailored assessments by their MCO, to ensure continuity of care and to 


develop individualized plans of care.  This cannot optimally occur if the MCOs receive a 


massive influx of these enrollees in any given month.   


 


A reasonable enrollment phase-in also helps ensure the expansion program – which will be 


operating in a media fishbowl – gets off to the most successful possible start.  Aside from 


public perceptions about the program, there is “only one chance to make a first impression” 


with each beneficiary who will be transitioning into the MCO program.  It is critical that the 


program be designed to foster an effective relationship between the MCOs and their new high-


need enrollees – as opposed to funneling the beneficiary population into a program to meet an 


arbitrary timetable objective.     


 


With regard to the cash flow issues, we typically do not recommend paying capitation to the 


MCOs on or near the first day of the month for which the payment applies.  Rather, we seek to 


identify a “cash flow neutral” payment date – usually more than 30 days later – such that 


neither the State nor the MCO experience a cash flow advantage or disadvantage.   This 


approach is fair to all parties and eliminates the problem a state otherwise faces in 


simultaneously paying for a “run-out” of FFS claims and pre-payment of capitation funds to 


the MCOs.  MCOs have not been resistant to this as long as the state does not further extend 


outward its capitation payment dates as a budget accounting gimmick.   


 


 


3.2.3 With assistance from state staff recommendation(s) must contain a cost 


benefit analysis which includes the potential loss of revenue to state agencies 


as well as Intergovernmental Transfer of Funds, Certified Public 


Expenditures and drug rebates. 
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Our assessment of MCO expansion impacts will factor in these financing dynamics.  To the 


extent that the IGTs and other special financing arrangements threaten to diminish (or even 


eliminate) the savings care coordination savings initiatives would otherwise achieve, we will 


also offer recommendations (MCO tax, negotiations with CMS, etc.).  Generally speaking, 


CMS is interested in “problem solving” with states – federal policymakers do not want to see 


states locked out of implementing more efficient models of care coordination (which would be 


of fiscal benefit to both CMS and the state) due to the special financing arrangements that 


have already agreed to. 


 


Note that we conduct extensive analytical work in the Medicaid prescription drug arena, 


working with 100% of the Medicaid prescription volume in each state (at the NDC level by 


calendar quarter) as well as with data on all rebates collected by each state’s Medicaid 


program (statutory and supplemental negotiations).  We can readily model the drop-off in 


rebate revenue that can be expected to occur as Nevada moves additional prescription volume 


from the FFS to the MCO setting.  Large net pharmacy cost savings opportunities exist in 


Nevada through greater use of generics (Nevada ranked 27th in the country in the proportion 


of Medicaid prescriptions filled with a generic during 2014) and other drug mix management 


practices.  On a net, post-rebate basis, Nevada’s average Medicaid cost per prescription ranked 


33rd during 2014. 


 


 


3.3 With assistance from state staff, identify the potential impact of the possible 


expansion of the State Medicaid MCO Program. 


 


We will prepare a specific report on expected MCO Expansion program impacts. Our report 


will include the components described in subsections 3.3.1 through 3.3.7 below.   


  


3.3.1 Assist state staff in identifying the potential impact to communities through 


the continuation of town hall meetings to gather public and stakeholder’s 


input; 


 


These meetings are currently being conducted by state staff; 


 


Assessment of the information gathered and a report of the 


findings/results will need to be completed; and 


 


The state is open to any other recommendations the vendor may have in 


this area depending on the state’s available resources and 


timeline. 


 


An impressive array of meetings organized by the State is occurring during the first calendar 


quarter of 2016.  We will meet with the Division at the outset of the engagement to discuss how 


these meetings have gone and the perceived marginal value of additional meetings (where and 


with whom). We will review all notes from the townhall meetings conducted by the time of the 


contract engagement and share our thoughts on areas that have yet to be covered as well as 


areas that require specialized focus.  We would welcome the opportunity to be involved in 
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organizing the topics and designing the agendas of any remaining meetings. Going forward, 


we will listen in by phone (where allowed) to all public meetings that take place subsequent to 


notification of contract award and continue to obtain “recaps” from the Division.   


 


Some of the Nevada stakeholder input we reviewed emphasized the particular vulnerabilities 


of the Medicaid subgroups who remain covered in the FFS setting, and the concerns about 


“handing over the keys” for these persons’ care to for-profit MCOs.  We are confident that 


opportunities exist to serve this population more effectively clinically and more cost-effectively 


under a systematic care coordination model, rather than continuing to rely upon the 


traditional FFS setting which essentially pays for “whatever happens to happen.”  Any 


expansion of the MCO model will need to come with strong requirements for new enrollee 


assessment, preservation of effective existing provider relationships, systematic and 


individually tailored care coordination – as well as significant and sophisticated oversight 


activities to ensure that the goals of the initiative are in fact materializing.   


 


In general, we do not believe it best serves a state’s interests to pre-determine “the who” in 


terms of which organizations are eligible to deliver the coordinated care model.  Rather, we 


tend to encourage that the coordinated care program design focus on “the what” in terms of 


the required services each contractor must perform – and then select whichever organizations 


best demonstrate their ability to achieve this.    


 


On a separate track, we propose to contact an array of 20-25 organizations to schedule 30-60 


minute calls to obtain their input on Medicaid improvement.  Phone meetings would be sought 


with Nevada’s current Medicaid MCOs, 1-2 MCOs that operate MLTC programs in multiple 


states (but not Nevada), numerous Nevada provider associations and providers, key Nevada 


advocacy groups, including tribal health associations and rural health advocates, key 


legislators, and other stakeholders the Division deems it to be important for us to speak with.  


We will take notes from each conversation and share these notes with the Division as a project 


deliverable. 


 


 


3.3.2 With assistance from state staff identify the potential impact to recipients, 


data regarding MCO adequacy of providers and access to care in Nevada is 


available; 


 


For many reasons, possession of a Medicaid coverage card does not automatically translate to 


timely access to needed care.  We will seek out data from the Division showing each provider’s 


volume of Medicaid patients and Medicaid dollars during the past 2-3 years.  We will also 


create enrollee-specific data files indicating the degree to which each beneficiary is accessing 


various Medicaid-covered services. Our modelling will focus on the degree to which the care 


coordination program can enhance or decrease access.  There are many opportunities – 


particularly through the leverage of a competitive RFP to select participating MCOs – to 


motivate and generate access-enhancing innovations. 
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3.3.3 Identify the potential impact to providers; 


 


We will assess, discuss, and model the impact of MCO expansion on the provider community.  


The fiscal impacts will include the obvious dynamic that for overall Medicaid savings to occur, 


the provider community’s collective Medicaid revenue will need to decrease.  Considerable 


reductions almost have to occur in the use of brand medications and in the frequency of 


hospitalizations, for example, for the program to achieve its fiscal objectives.  For many front-


line providers, however, Medicaid revenues typically increase or at least remain at prior levels 


under a well-designed coordinated care program.   


 


Our provider impact assessment will also include non-financial impacts, such as the new 


organized efforts likely to occur to facilitate access to needed services, and to assess and 


enhance providers’ quality.   We recently conducted site visit audits at more than 1,000 


physician offices to assess each provider’s ability to serve persons with disabilities, for 


example.  Activities of this nature simply do not occur in an unmanaged setting. 


 


 


3.3.4 With assistance from state staff, identify the potential impact to local 


government as it relates to reimbursement for administrative and medical 


services; 


 


We will assess these local funding streams and dynamics and then provide estimated impacts 


of Medicaid MCO expansion.  It could well be that the nature of these funding streams will 


need to be considered in shaping the MCO expansion design features. 


 


 


3.3.5 With assistance from state staff, identify the potential impact to Native 


American tribes; 


 


Our work will include an assessment of Native American impacts – both in terms of impacts 


on Native American beneficiaries and on Nevada’s tribal health providers.  This is also an 


area where the program design features may need to be adjusted (e.g., to exclude certain 


populations and/or services from the MCO model).  We will identify policy restrictions when 


serving this population in a managed care setting and identify potential savings, if any, the 


state could benefit from by delivering care via a managed care setting as compared to 


traditional tribal health organizations.  


 


We have familiarity with these issues and challenges – The Menges Group is currently 


engaged in Medicaid redesign work in Alaska, where over 40% of the Medicaid population are 


Alaska Natives.   


 


 


3.3.6 With assistance from state staff, identify the potential impact to state 


agencies that provide billable administrative and medical services such as 


potential downsizing of staff, etc.; and 
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We will assess the impacts on state administration and state staffing needs.  It is by no means a 


given that MCO expansion will warrant a reduction in state staff.  There are many ways in 


which expansion of the MCO model will create additional state staff needs (e.g., program 


oversight).  We will also provide input on the degree to which state administrative functions 


related to MCO expansion are best staffed directly by state personnel versus using external 


contractors.      


 


 


3.3.7 Report any potential impact the state may not be aware of and should 


consider based on the vendor’s experience and/or knowledge of other states’ 


MCO expansion. 


 


We will consider other stakeholder impacts that MCO expansion could have.  Our written 


deliverable in task area 3.3 will describe any such impacts.  One example will be to assess the 


nature of the re-entry programs that exist in Nevada for incarcerated individuals.  Under 


Medicaid expansion, nearly all persons released from state prison are Medicaid-eligible. This 


creates promising opportunities to ensure that health services are accessed (e.g., behavioral 


health medications and counseling services) to help these individuals successfully assimilate 


into society and avoid recidivism.   


 


 


3.4 With assistance from state staff identify ways to leverage existing resources if MCO 


expansion occurs, such as but not limited to: 


 


3.4.1 Certified Public Expenditures; 


3.4.2 Intergovernmental Transfer of Funds; and 


3.4.3 Provider Tax and Assessments. 


 


As described in our response under 3.2.3, we will work to “problem solve” with the Division to 


minimize the degree to which the MCO expansion initiative conflicts with existing or emerging 


federal revenue maximization strategies. 


 


3.5 Provide consulting services and project management for MCO expansion: 


 


3.5.1 Develop and design the project plan upon approval of a MCO expansion; 


 


We will develop and maintain an evolving Project Plan document listing each task and sub-


task needed to implement MCO expansion and then showing for each item:  


 


 Brief description of the task and sub-task 


 Responsible party from the Division 


 Responsible party from The Menges Group 


 Deadline for completion 


 Next action step(s) 


 Status of Task 


 Barriers to completing this task (or other issues needing attention) 
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We will designate a project manager for the overall engagement (either Amira Mouna, 


Poornima Singh, or Jessica Wiecezak).  This individual will also be responsible for 


maintaining the Project Plan document.  We encourage that the Division designate an overall 


project manager counterpart.  We will follow the Division’s direction as to whether our person 


or the Division’s designated person will serve as ongoing “electronic owner” of the 


continually evolving Project Plan document.  


 


 


3.5.2 Assist in the completion of a timeline for implementation of the approved 


plan and identify critical path(s); 


 


The Project Plan document will include timeframes for each task and subtask, as well as the 


action steps and barriers that must be addressed.   


 


 


3.5.3 Ensure project is completed within approved timeframe(s) and/or notify 


management of delay(s), reason for any delay(s), and possible solutions to 


resolve any delay(s); 


 


The Project Plan document will serve as a means of tracking the progress of each task (and 


sub-task) relative to the established timeframes.  Barriers that threaten to delay (or 


undermine) completion of a given task will be flagged and pointedly addressed throughout the 


implementation effort. 


 


 


3.5.4 Identify stakeholders; 


 


We will work with the Division to identify individuals and organizations who need to become 


involved in the completion of each task and sub-task.   


 


 


3.5.5 Design and manage communication plan; 


 


With regard to our overall relationship with the Division, we suggest that a standard weekly 


project status call occur.   


 


With regard to the much broader set of communications that need to occur between our team, 


various Division staff, and other stakeholders, the most appropriate approaches cannot be 


determined at this time.  Our project manager will work with the Division’s designated project 


manager closely throughout the engagement to identify and best fulfill all ongoing 


communication needs.    


 


 


3.5.6 Manage meetings; 
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Our team can play either a lead role or a supporting role in the numerous meetings that will 


arise during this engagement.  The volume and nature of these meetings cannot be predicted 


accurately at this time.  We will work with the Division to establish appropriate boundaries for 


this task such that our organization’s labor effort and compensation are fairly matched.    


 


Note that we are planning to attend several key meetings in person.  Twelve person-trips to 


Nevada are included in our current work plan and corresponding budget.  Whenever we are 


on-site in Nevada we will seek to maximize the trip by scheduling several internal and external 


meetings as appropriate.    


 


 


3.5.7 Manage and track status of tasks assigned to all parties involved; 


 


The Project Plan document is structured to systematically track the status of each task and 


sub-task in an ongoing manner. 


 


 


3.5.8 In the event Long Term Support Services (LTSS) are recommended and 


approved as part of the MCO expansion, assist state staff in preparing the 


necessary documents that meet CMS’s requirements in obtaining proper 


authority under an 1115 (a) demonstration waiver; and/or 1915 (b) waivers’ 


and/or 1915 (c); and/or 1915 (i) accordingly; 


 


We will assist the Division in identifying the necessary waivers and in guiding preparation of 


the corresponding application materials. Poornima Singh and Jessica Wiecezak are currently 


engaged and supporting a project for the Maryland Department of Health and Mental 


Hygiene in designing a program for its dual eligible population. The final deliverable for this 


project is the submission of a waiver application to CMS.  


 


 


3.5.9 With assistance from state staff develop a transition plan for the MCO 


expansion. 


 


The transition plan to successfully move beneficiaries from the fee-for-service setting to their 


selected (or assigned) MCO will be included in the Project Plan document’s action steps.  The 


nature of the enrollee phase-in, the programmatic requirements around MCOs preserving 


existing provider relationships and courses of treatment, other required MCO activities during 


the enrollee “onboarding” process, the timing and content of information provided to new 


enrollees to help them select an appropriate MCO, the data the Division will provide to the 


MCOs about each new enrollee, the readiness review process to ensure the MCOs have all 


needed staff, systems, etc. in place, and other factors will all be components of ensuring that a 


successful transition occurs at the outset of the MCO expansion as well as on an ongoing 


basis for all newly eligible Medicaid individuals. 
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3.6 With assistance from state staff identify the potential loss of revenue to the 


Medicaid agency such as IGT and drug rebates. 


 


As described in an earlier section, we will identify these types of potential revenue losses and 


include them in our modeling of cost savings.   


 


 


3.7 Assist in the initial procurement process of MCO vendors; 


 


3.7.1 Develop Request for Information to solicit interested MCO vendors; 


3.7.2 Review Request for Information submissions by interested MCO vendors; 


and 


3.7.3 Assist in drafting the Request for Proposal to procure MCO vendors in 


Nevada. 


 


We are exceptionally well-positioned to assist the Division with its procurement in a supportive, 


as-needed manner. Our project team has vast experience working with states and with MCOs 


on Medicaid MCO procurement engagements.  Joel Menges has assisted multiple states in 


producing their Medicaid MCO RFPs, in developing the scoring algorithm, and in training the 


state’s review team.  All individuals on our project team work regularly on Medicaid MCO 


procurement engagements – we are currently working on MCO procurement projects in four 


states, for example.  We will assist the Division in structuring its RFI, RFP, scoring, and review 


process to best meet the objectives of the MCO expansion initiative.  
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Tab VII– Section 4 – Company Background and References 


 


Vendors must place their written response(s) in bold/italics immediately following the applicable 


RFP question, statement and/or section.  This section must also include the requested information 


in Section 4.2, Subcontractor Information, if applicable. 


 


COMPANY BACKGROUND AND REFERENCES 


 


3.8 VENDOR INFORMATION 


 


3.8.1 Vendors must provide a company profile in the table format below. 


 


Question Response 


Company name: The Menges Group 


Ownership (sole proprietor, partnership, 


etc.): 
Limited Liability Corporation, S-


Corporation 


State of incorporation: Virginia 


Date of incorporation: 4/9/2013 


# of years in business: 2 years, 10 months 


List of top officers: Joel Menges 


Amira Mouna 


Poornima Singh 


Jessica Wiecezak 


Location of company headquarters: 4001 9th Street N., Suite 227 


Arlington, VA 22203 


Location(s) of the company offices: Same as above 


Location(s) of the office that will provide 


the services described in this RFP: 
Same as above 


Number of employees locally with the 


expertise to support the requirements 


identified in this RFP: 


6 (all in Arlington, VA) 


Number of employees nationally with the 


expertise to support the requirements in 


this RFP: 


6  


Location(s) from which employees will 


be assigned for this project: 
Arlington VA  


 


3.8.2 Please be advised, pursuant to NRS 80.010, a corporation organized 


pursuant to the laws of another state must register with the State of 


Nevada, Secretary of State’s Office as a foreign corporation before a 


contract can be executed between the State of Nevada and the awarded 


vendor, unless specifically exempted by NRS 80.015. 


 


The Menges Group will become registered with the State of Nevada as a foreign corporation 


upon notification of intent to award our organization a contract for this consulting 
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engagement.  We will provide documentation to the Division demonstrating that we have 


fulfilled this requirement, well in advance of the May contract effective date.  


 


3.8.3 The selected vendor, prior to doing business in the State of Nevada, must 


be appropriately licensed by the State of Nevada, Secretary of State’s 


Office pursuant to NRS76.  Information regarding the Nevada Business 


License can be located at http://nvsos.gov. 


 


Question Response 


Nevada Business License 


Number: 


 


Legal Entity Name: The Menges Group, LLC 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes X No  


 


If “No”, provide explanation. 


 


3.8.4 Vendors are cautioned that some services may contain licensing 


requirement(s).  Vendors shall be proactive in verification of these 


requirements prior to proposal submittal.  Proposals that do not contain 


the requisite licensure may be deemed non-responsive. 


 


3.8.5 Has the vendor ever been engaged under contract by any State of Nevada 


agency?   


 


Yes  No X 


 


If “Yes”, complete the following table for each State agency for whom 


the work was performed.  Table can be duplicated for each contract being 


identified. 


 


Question Response 


Name of State agency:  


State agency contact name:  


Dates when services were 


performed: 


 


Type of duties performed:  


Total dollar value of the 


contract: 


 


 


3.8.6 Are you now or have you been within the last two (2) years an employee 


of the State of Nevada, or any of its agencies, departments, or divisions? 


 



http://nvsos.gov/
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Yes  No X 


 


If “Yes”, please explain when the employee is planning to render services, 


while on annual leave, compensatory time, or on their own time? 


 


If you employ (a) any person who is a current employee of an agency of 


the State of Nevada, or (b) any person who has been an employee of an 


agency of the State of Nevada within the past two (2) years, and if such 


person will be performing or producing the services which you will be 


contracted to provide under this contract, you must disclose the identity 


of each such person in your response to this RFP, and specify the services 


that each person will be expected to perform. 


 


Not applicable – none of The Menges Group’s employees have ever been employed by an 


agency of the State of Nevada. 


 


3.8.7 Disclosure of any significant prior or ongoing contract failures, contract 


breaches, civil or criminal litigation in which the vendor has been alleged 


to be liable or held liable in a matter involving a contract with the State of 


Nevada or any other governmental entity.  Any pending claim or litigation 


occurring within the past six (6) years which may adversely affect the 


vendor’s ability to perform or fulfill its obligations if a contract is awarded 


as a result of this RFP must also be disclosed. 


 


Does any of the above apply to your company? 


 


Yes  No X 


 


If “Yes”, please provide the following information.  Table can be 


duplicated for each issue being identified. 


 


Question Response 


Date of alleged contract 


failure or breach: 


 


Parties involved:  


Description of the contract 


failure, contract breach, or 


litigation, including the 


products or services 


involved: 


 


Amount in controversy:  


Resolution or current status 


of the dispute: 


 


If the matter has resulted in a 


court case: 


Court Case Number 
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Question Response 


Status of the litigation:  


 


3.8.8 Vendors must review the insurance requirements specified in Attachment 


E, Insurance Schedule for RFP 2103.  Does your organization currently 


have or will your organization be able to provide the insurance 


requirements as specified in Attachment E. 


 


Yes X No  


 


Any exceptions and/or assumptions to the insurance requirements must 


be identified on Attachment B, Technical Proposal Certification of 


Compliance with Terms and Conditions of RFP.  Exceptions and/or 


assumptions will be taken into consideration as part of the evaluation 


process; however, vendors must be specific.  If vendors do not specify any 


exceptions and/or assumptions at time of proposal submission, the State 


will not consider any additional exceptions and/or assumptions during 


negotiations.  


 


Upon contract award, the successful vendor must provide the Certificate 


of Insurance identifying the coverages as specified in Attachment E, 


Insurance Schedule for RFP 2103. 


 


The insurance coverage we have in place exceeds Nevada’s requirements.  We will convey 


documentation of this coverage to the Division upon notification of intent to award our firm a 


contract. 


 


3.8.9 Company background/history and why vendor is qualified to provide the 


services described in this RFP.  Limit response to no more than five (5) 


pages. 


 


The Menges Group is a specialized consulting firm, established to contribute to the evolution 


of coordinated care programs that improve quality of life and lower expenditures for high-


need public sector beneficiaries.  The vast majority of our staff’s project work and prior 


experience involves the design, implementation, evaluation, and improvement of Medicaid 


coordinated care programs.   


 


Our key differentiating strengths for this engagement are summarized below. 


 


 The qualifications we describe in our proposal are not “corporate qualifications” – 


they are our project team’s qualifications.  The team we are offering to Nevada has 


exceptional relevant experience and expertise.  We work extensively for state agencies 


and for Medicaid MCOs.  We understand all key stakeholders’ needs, strengths, and 


limitations.  
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 We are a small firm that is fully dedicated to this type of work.  We have six employees, 


all of whom are included on our proposed project team.  This Nevada engagement 


opportunity is important and exciting to us – our work will help improve how health 


care services to Nevada’s highest-need Medicaid beneficiaries are accessed, delivered, 


and paid for. Our team works together closely and effectively out of a single office in 


Arlington, Virginia.       


 


 We provide exceptional and objective analyses to help optimally shape and strengthen 


Medicaid coordinated care programs.  Our work significantly adds to the quality of 


information available upon which policymakers can make their decisions.  We are also 


respected for looking at all sides of an issue – our recommendations and analyses do 


not selectively include/exclude information in order to satisfy anyone’s predetermined 


desired outcome.    


 


 We possess a strong and compassionate commitment to addressing the health needs of 


the Medicaid population and overcoming the many challenges that poverty and 


disability create in this regard.  We possess an equally strong commitment to making 


Medicaid as affordable as possible to the taxpayer community.   We strive to be easy to 


work with contractually, professionally, and on a personal level. 


    


We focus broadly in two areas – assisting our clients in creating new care coordination 


programs and in strengthening existing care coordination programs.  The majority of our 


project work involves the Medicaid program, although we are currently also conducting care 


coordination engagements involving Medicare, commercial, and correctional health 


populations.  More specific descriptions of our project work are presented below in the 


following areas: 


 


 Design of New Medicaid Coordinated Care Initiatives 


 Data Analyses and Cost Savings Estimates 


 Procurement Support 


 Policy Analyses and Papers 


 


Design of New Medicaid Coordinated Care Initiatives 


 


The Menges Group is regularly involved in assisting in the design and improvement of 


Medicaid coordinated care initiatives.   


  


 The Menges Group is currently assisting the State of Alaska in identifying and 


assessing Medicaid reform options.  Our work primarily involves the design of 


Medicaid coordinated care options but also includes an assessment of the fiscal 


impacts of Medicaid expansion.  Our initial report from this engagement is publicly 


available at:  


 
http://lba.akleg.gov/download/publications/Initial%20Analysis%20Assessment%20of%20Medi


caid%20Expansion%20and%20Reform,%20January%2015,%202016%20Prepared%20by%20


The%20Menges%20Group.pdf  



http://lba.akleg.gov/download/publications/Initial%20Analysis%20Assessment%20of%20Medicaid%20Expansion%20and%20Reform,%20January%2015,%202016%20Prepared%20by%20The%20Menges%20Group.pdf

http://lba.akleg.gov/download/publications/Initial%20Analysis%20Assessment%20of%20Medicaid%20Expansion%20and%20Reform,%20January%2015,%202016%20Prepared%20by%20The%20Menges%20Group.pdf

http://lba.akleg.gov/download/publications/Initial%20Analysis%20Assessment%20of%20Medicaid%20Expansion%20and%20Reform,%20January%2015,%202016%20Prepared%20by%20The%20Menges%20Group.pdf
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 We are assisting the State of Maryland in the design of a new coordinated care 


program focused on the state’s dual eligible population.  Current efforts are focused on 


obtaining stakeholder input. 


 


 During 2013-2014, we assisted North Carolina’s Department of Health and Human 


Services in the design of a comprehensive Medicaid managed care program.  We 


conducted extensive data analyses, organized a managed long term care learning 


network whereby other state agency executives shared their experiences, provided a 


wide array of issue-specific analyses and deliverables.  We are currently assisting a 


government-sponsored behavioral health coordinated care entity in North Carolina in 


developing a full-person care coordination model for individuals with significant 


behavioral health needs.   


 


 We are currently assisting a client that provides coordinated care services to 


Connecticut’s entire Medicaid population in identifying specific opportunities (at the 


therapeutic class and individual drug levels) to achieve savings in prescription drug 


costs through stronger management of the formulary and related prior authorization 


processes.   


 


 Prior to the creation of The Menges Group, Joel Menges has directed Medicaid 


coordinated care design and improvement work for Medicaid agencies or state 


legislatures in more than 12 states including: Arizona, Connecticut, the District of 


Columbia, Delaware, Florida, Illinois, Massachusetts, Minnesota, Missouri, New 


York-Y, Rhode Island, South Dakota, and Texas.  He has assisted Medicaid managed 


care engagements (not as project director) in several additional states.  


 


 Much of our Medicaid coordinated care work for private sector clients also focuses on 


program design and improvement.  For example, we are currently completing an 


engagement with a health plan in Massachusetts that involves a wide array of tasks, 


including identifying and scoring innovation options for improving the health plan’s 


operational performance and demonstrating alignment with the state Medicaid 


agency’s identified objectives for its Medicaid MCO program.   


 


 Throughout our careers our key project team members have all conducted a vast array 


of Medicaid coordinated care work.  Across public sector and private sector clients, 


Joel Menges has conducted Medicaid coordinated care project work in more than 35 


states.  Amira Mouna, Poornima Singh, and Jessica Wiecezak have each conducted 


Medicaid coordinated care project work in more than 15 states.  


 


Data Analysis 
 


Our team has strong experience in claims data analyses to identify accomplishments, identify 


program improvement opportunities, and estimate cost savings (of past and of planned 


initiatives).  By applying a wide range of analysis to pharmacy claims, behavioral health 


claims, and physical health claims, we have been able to identify areas of cost savings 


achievement and areas of possible cost savings for our clients. Additionally, based on these 
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data analytics, we have collaborated with our clients to develop pilot programs to improve care 


coordination for their members. Some specific examples of recent data analyses we have 


conducted include: 


 


 Assessing the degree to which children eligible for Medicaid by virtue of a behavioral 


health disabling condition were receiving any form of behavioral health care.  (The 


findings were stunning and the health plan has implemented numerous initiatives to 


address the identified care gaps.) 


 


 Analyzing the opportunity to achieve savings through a managed long-term care 


program for a State Medicaid agency.  We arrayed the institutionalized population by 


nursing home entry year (e.g., the percentage of currently institutionalized persons in 


the “class of 2010”) which permitted realistic modeling of the savings that could be 


achieved through diversions and discharges. 


 


 Assessing the PMPM cost trajectory of various longstanding enrollee subgroups to 


identify “true trends” in per capita health care costs (undistorted by the changes in the 


covered population over time). 


 


 Arraying enrollees by the degree to which they have filled prescriptions for narcotic 


painkiller medications, to create a baseline against which the impact of future 


interventions can be discerned.  


 


 Creation of focused care teams to deliver targeted care coordination to individuals with 


at least three inpatient admissions during the past two years. 


 


o Alaska: Assessed the degree to which Alaska Medicaid beneficiaries are being 


hospitalized repeatedly and quantified the savings opportunity of a case 


management team focused on selected subgroups of these members.   


 


o Connecticut: Conducted extensive data analyses and designed individually 


tailored care team model for the State’s ASO, Connecticut Health Network, to 


reduce the degree to which Connecticut Medicaid beneficiaries are repeatedly 


hospitalized. 


 


o North Carolina: Identified frequently hospitalized persons by eligibility group, 


with a special focus on the long-term care population, and modeled geographic 


program options and cost savings opportunities.   


 


 Modeling the impact of short-term crisis housing for persons to avoid hospitalization 


(and to permit earlier inpatient discharges) when unstable housing – not clinical need 


– is the key factor in the decision to utilize inpatient care setting 


 


 Design of a comprehensive information gathering form -- including all traditional 


“HRA” information but also extensive social determinants data and member/caregiver 


contact information. 
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Procurement Support 
  


Our project team has vast expertise in Medicaid MCO procurements, spanning over 20 years.  


We have assisted state Medicaid agencies in the design and scoring of their Medicaid MCO 


RFPs, and we often work for Medicaid MCOs helping them prepare optimal proposals in 


response to a state RFP.  We are highly skilled at ensuring that the State structures its 


contract requirements, information request and scoring process to ascertain which MCO 


partners can best meet the Division’s objectives.  


 


Our team has engaged in all elements of the procurement process for many clients, including: 


 


For State Agencies: 


 drafting the RFP document and corresponding contract requirements  


 organizing and facilitating a bidder’s conference and assisting the State in preparing 


responses to applicants’ written questions 


 establishing the scoring structure 


 training the State review team(s) and serving as an advisor during each team’s scoring 


evaluation sessions  


 assisting in readiness reviews 


 


For Managed Care Organizations: 


 planning and positioning support during the pre-RFP phase  


 analysis of the RFP and implications upon release 


 project management during the RFP response effort 


 writing sections of the RFP response  


 conducting “fresh-eyes” review of section drafts  


 assisting in preparation of oral presentations if required 


 review of protest options and preparation of protest analyses and materials  


 


We have recently assisted clients in Medicaid managed care bids, correctional health bids, and 


dual eligibles demonstration bids.  We have also assisted MCOs with readiness review 


preparation when they have been awarded a contract to serve a new population 


 


Public Policy Analysis 
 


We regularly produce policy papers on behalf of association clients.  Examples of publicly 


available reports are listed below: 


 


 State-by-state Medicaid Coordinated Care Savings Estimates (ACAP) 


 Pharmacy Carve-In / Carve-Out Financial Comparison in Medicaid Coordinated Care 


Programs (AHIP) 


 Compilation of Medicaid MCO Initiatives to Address Social Determinants (ACAP)  


 Medication Adherence in Medicaid Managed Care (PhRMA) 


 Care Coordination Best Practices (ACAP) 
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 Using Risk Corridors for New Medicaid Populations (AHIP) 


 State Policies Regarding Preferred Drug Lists (ACAP) 


 Actuarial Soundness in Medicaid (AHIP) 


 Savings from Optimal Management of Prescription Drug Benefit (PCMA) 


 Medicaid Preferred Drug List Management in Texas (TAHP, forthcoming in late 


February 2016) 


 


We also prepare a monthly publication, our 5 Slide Series, addressing a different topic each 


month outside of the boundaries of our client work.  These are available on our website, along 


with many of the public reports described above:  www.themengesgroup.com.    


 


Client Satisfaction Examples (quotes from our project directors) 
 


“I view the data analytics you have provided to be game changing.”  State Medicaid Agency 


project manager (long-term care data analysis project) 


  


“Your work has been phenomenal – exactly what we were hoping for when we envisioned this 


project,” – Medicaid MCO CEO (project to identify medical cost savings opportunities) 


 


“I want to thank you again - not only has your team been a pleasure to work with but you 


have pulled off a Herculean feat.” -- Provider Relations Director (project involving more than 


1,000 site-visits to physician offices)   


 


“You’ve been an essential part of our team.  We couldn’t have achieved this growth without 


you guys.”  Medicaid MCO Business Development Executive (client for whom we have played 


a key writing, editing, and conceptual role on several Medicaid proposals)  


 


 


3.8.10 Length of time vendor has been providing services described in this RFP 


to the public and/or private sector.  Please provide a brief description. 


 


The Menges Group has been in business for just under three years and nearly all of our 


consulting services focus on the design, development, evaluation, and improvement of 


Medicaid coordinated care programs.  A few current examples of our work include: 


 


 Currently assisting the State of Alaska in assessing Medicaid reform options, most of 


which involve the introduction of coordinated care. 


 


 Currently assisting the State of Maryland in designing a coordinated care program for 


its dual eligible population.   


 


 Currently assisting a North Carolina behavioral health organization in creating a 


Medicaid special needs health plan focused on serving individuals with significant 


behavioral health needs. 



http://www.themengesgroup.com/
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 Currently assess1ing opportunities for the State of Connecticut to achieve savings in 


prescription drug costs through improved management of the mix of drugs prescribed 


to Medicaid beneficiaries. 


 


 Assisting a large and experienced Medicaid health plan in identifying opportunities for 


operational improvement. 


 


Our project team’s experience in Medicaid coordinated care extend back to the late 1980’s, 


when Joel Menges conducted a consulting engagement for the State of Missouri. Since that 


engagement, Joel has conducted projects – typically serving as project director – for hundreds 


of Medicaid managed care engagements including work for State agencies in more than 20 


different states and Medicaid coordinated care projects for private sector clients in more than 


35 states.  The other key staff on our proposed project team -- Amira Mouna, Poornima Singh 


and Jessica Wiecezak – have each served as consultants on Medicaid coordinated care 


engagements in at least 15 states.  
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3.9 SUBCONTRACTOR INFORMATION 
 


3.9.1 Does this proposal include the use of subcontractors? 
 


Yes  No x 


 


If “Yes”, vendor must: 
 


3.9.1.1 Identify specific subcontractors and the specific 


requirements of this RFP for which each proposed 


subcontractor will perform services. 
 


3.9.1.2 If any tasks are to be completed by subcontractor(s), vendors 


must: 
 


A.  Describe the relevant contractual arrangements; 
 


B.  Describe how the work of any subcontractor(s) will be 


supervised, channels of communication will be 


maintained and compliance with contract terms assured; 


and 
 


C.  Describe your previous experience with 


subcontractor(s). 


 


3.9.1.3 Vendors must describe the methodology, processes and tools 


utilized for: 


 


A.  Selecting and qualifying appropriate subcontractors for 


the project/contract; 


 


B.  Ensuring subcontractor compliance with the overall 


performance objectives for the project;  


 


C.  Ensuring that subcontractor deliverables meet the quality 


objectives of the project/contract; and 


 


D.  Providing proof of payment to any subcontractor(s) used 


for this project/contract, if requested by the State.  


Proposal should include a plan by which, at the State’s 


request, the State will be notified of such payments. 


 


3.9.1.4 Provide the same information for any proposed 


subcontractors as requested in Section 4.1, Vendor 


Information. 
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3.9.1.5 Business references as specified in Section 4.3, Business 


References must be provided for any proposed 


subcontractors. 


 


3.9.1.6 Vendor shall not allow any subcontractor to commence work 


until all insurance required of the subcontractor is provided 


to the vendor. 


 


3.9.1.7 Vendor must notify the using agency of the intended use of 


any subcontractors not identified within their original 


proposal and provide the information originally requested in 


the RFP in Section 4.2, Subcontractor Information.  The 


vendor must receive agency approval prior to subcontractor 


commencing work. 
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3.10 BUSINESS REFERENCES 


 


3.10.1 Vendors should provide a maximum of three (3) business references from 


similar projects performed for private, state and/or large local government 


clients within the last five (5) years. 


 


References were requested from three current client organizations – Community Health 


Network of Connecticut, Health Services for Children with Special Needs, and Neighborhood 


Health Plan (Massachusetts).  These are all Medicaid coordinated care organizations with 


whom our project team has longstanding experience.   


 


Note that The Menges Group is conducting extensive Medicaid redesign project work for the 


State of Alaska on behalf of the Legislative Budget and Audit Committee.  Due to this 


legislative body’s diverse political membership, this client’s policy is to not provide references 


about their contractors.  Similarly, The Menges Group provided Medicaid redesign project 


work during 2013-2015 for North Carolina’s Department of Health and Human Services.  


This Department also has a policy of not providing contractor references.  We have just begun 


project work for the State of Maryland to assist in the design of a coordinated care initiative 


for dual eligibles.  It is too early in this engagement for the client to evaluate our performance.  


Thus, while we conduct extensive Medicaid project work for states that is highly relevant to the 


Nevada engagement’s scope of work, we are not able to provide references for these 


engagements to the State of Nevada.    


 


3.10.2 Vendors must provide the following information for every business 


reference provided by the vendor and/or subcontractor: 


 


The “Company Name” must be the name of the proposing vendor or the 


vendor’s proposed subcontractor. 


 


The requested information is provided on the ensuing pages.   
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Reference #:  1 


Company Name: Community Health Network of Connecticut 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Medical Cost Analyses (2013), Pharmacy Usage 


Analyses (2015-2016) 


Primary Contact Information 


Name: Abe Benitez 


Street Address: 11 Fairfield Boulevard 


City, State, Zip: Wallingford, CT 06492 


Phone, including area code: 203-626-7160 


Facsimile, including area code: NA 


Email address: abenitez@chnct.org 


Alternate Contact Information 


Name: Cory Ludington 


Street Address: 11 Fairfield Boulevard 


City, State, Zip: Wallingford, CT 06492 


Phone, including area code: 203-949-4091 


Facsimile, including area code: NA 


Email address: cludington@chnct.org 


Project Information 


Brief description of the 


project/contract and description 


of services performed, including 


technical environment (i.e., 


software applications, data 


communications, etc.) if 


applicable: 


CHNCT contracts with the State 


of Connecticut on an 


administrative services only basis 


to coordinate care for the state’s 


entire Medicaid population.  


During 2013 we conducted 


extensive data analyses to identify 


opportunities for CHNCT to 


deliver new Medicaid costs 


savings.  Our work ultimately 


focused on development of 


tailored case management for 


frequently hospitalized persons.   


During 2015 we identified that 


Connecticut has the nation’s 


highest Medicaid costs per 


prescription.  We are currently 


working with CHNCT to identify 


specific areas to improve the cost-


effectiveness of the pharmacy 


benefit. 



mailto:abenitez@chnct.org

mailto:cludington@chnct.org
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Original Project/Contract Start 


Date: 
Initial Project: June 2013 


Current Project:  December 2015 


Original Project/Contract End 


Date: 
Initial Project: March 2014 


Current Project:  March 2016 


Original Project/Contract Value: Initial Project:  Approx. $300,000 


Current Project:  Approx. $20,000 


Final Project/Contract Date: To be determined – follow-on 


pharmacy savings analysis work 


could occur. 


Was project/contract completed 


in time originally allotted, and if 


not, why not? 


Yes on initial project.  Current 


project end date to be determined 


by speed of Medicaid agency’s 


review process. 


Was project/contract completed 


within or under the original 


budget/ cost proposal, and if not, 


why not? 


Yes – both engagements occurred 


on a fixed price basis. 


 


 


 


Reference #:  2 


Company Name: Health Services for Children with Special Needs 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Data analyses to identify accomplishments (2014); 


Procurement support to secure contract extension 


(2015) 


Primary Contact Information 


Name: Danny Bellamy 


Street Address: 1101 Vermont Avenue NW, 12th 


Floor 


City, State, Zip: Washington, DC 20005 


Phone, including area code: 202-536-7309 


Facsimile, including area code: NA 


Email address: dbellamy@hscsn.org 


Alternate Contact Information 


Name: Rob Laronde 


Street Address: 1101 Vermont Avenue NW, 12th 


Floor 


City, State, Zip: Washington, DC 20005 


Phone, including area code: 202-467-2706 


Facsimile, including area code: NA 



mailto:dbellamy@hscsn.org
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Email address: rlaronde@hscsn.org 


Project Information 


Brief description of the 


project/contract and description 


of services performed, including 


technical environment (i.e., 


software applications, data 


communications, etc.) if 


applicable: 


HSCSN is a Medicaid health plan 


that serves children with 


disabilities. Joel Menges was 


instrumental in the creation of 


this health plan during the 1990s 


and has provided consulting 


support to HSCSN across a two-


decade timeframe.  Since the 


formation of The Menges Group 


during 2013, we have conducted 


two projects.  The first during 


2014 focused on data analyses to 


identify successful cost 


containment performance 


statistics that the MCO’s normal 


reporting efforts were not 


capturing.  The second 


engagement, during 2015, 


involved preparing HSCSN’s 


comprehensive proposal (six 


binders of content) to the District 


of Columbia Medicaid agency to 


secure a five year contract 


extension. 


Original Project/Contract Start 


Date: 
Initial Project: September 2013 


Current Project:  July 2015 


Original Project/Contract End 


Date: 
Initial Project: December 2014 


Current Project:  September 2015 


Original Project/Contract Value: Initial Project:  Approx. $30,000 


Most Recent Project:  Approx. 


$130,000 


Final Project/Contract Date: We continue to provide services to 


HSCSN on an as-needed basis, 


including current capitation rate-


setting support.   


Was project/contract completed 


in time originally allotted, and if 


not, why not? 


Yes on all projects.   


Was project/contract completed 


within or under the original 


budget/ cost proposal, and if not, 


why not? 


Yes – all engagements occurred 


on a time and materials basis in 


line with initial cost estimates. 


 


 



mailto:rlaronde@hscsn.org
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Reference #:  3 


Company 


Name: 
Neighborhood Health Plan 


Identify role company will have for this RFP project 


(Check appropriate role below): 


X VENDOR  SUBCONTRACTOR 


Project Name: Operational Improvement Analyses (2015-2016) 


Primary Contact Information 


Name: Richard Dropski 


Street Address: 253 Summer Street 


City, State, Zip: Boston, MA 02210 


Phone, including area code: 617-428-7449 


Facsimile, including area code: 617-526-1962 


Email address: richard_dropski@nhp.org 


  



mailto:richard_dropski@nhp.org
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Alternate Contact Information 


Name: Amy Hull 


Street Address: 253 Summer Street 


City, State, Zip: Boston, MA 02210 


Phone, including area code: 617-428-7477   


Facsimile, including area code: 617-526-1962 


Email address: amy_hull@nhp.org 


Project Information 


Brief description of the 


project/contract and description 


of services performed, including 


technical environment (i.e., 


software applications, data 


communications, etc.) if 


applicable: 


NHP is Massachusetts’ largest 


Medicaid health plan and is 


currently among the nation’s top 


five Medicaid health plans in 


NCQA’s quality rankings.   


NHP enlisted The Menges Group 


to identify opportunities for 


operational improvement in 


medical management, customer 


service, and provider contracting.  


We have also identified areas 


where the organization can 


achieve cost savings and better 


position itself for an upcoming 


contract re-procurement with the 


Medicaid agency.   


Original Project/Contract Start 


Date: 
September 2015 


Original Project/Contract End 


Date: 
February 2016 


Original Project/Contract Value: Approx. $300,000 


Final Project/Contract Date: Current engagement ends on 


February 19th; follow-on support 


could occur. 


Was project/contract completed 


in time originally allotted, and if 


not, why not? 


Yes  


Was project/contract completed 


within or under the original 


budget/ cost proposal, and if not, 


why not? 


Yes  


 


  



mailto:_hull@nhp.org
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3.10.3 Vendors must also submit Attachment F, Reference Questionnaire to the 


business references that are identified in Section 4.3.2.   


 


The reference questionnaire has been sent to each of the above organizations and our 


understanding is that these documents have been emailed to the State of Nevada by February 


16th as required. 


 


3.10.4 The company identified as the business references must submit the 


Reference Questionnaire directly to the Purchasing Division.  


 


3.10.5 It is the vendor’s responsibility to ensure that completed forms are 


received by the Purchasing Division on or before the deadline as specified 


in Section 8, RFP Timeline for inclusion in the evaluation process.  


Reference Questionnaires not received, or not complete, may adversely 


affect the vendor’s score in the evaluation process.   


 


3.10.6 The State reserves the right to contact and verify any and all references 


listed regarding the quality and degree of satisfaction for such 


performance. 
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Tab VIII – Attachment G – Proposed Staff Resume 


 


Vendors must include all proposed staff resumes per Section 4.4, Vendor Staff Resumes in this 


section.   


 


This section should also include any subcontractor proposed staff resumes, if applicable. 


 


3.1 VENDOR STAFF RESUMES  


 


A resume must be completed for each proposed key personnel responsible for 


performance under any contract resulting from this RFP per Attachment G, 


Proposed Staff Resume. 
 


Resumes are provided for the following individuals in the requested format: 


 


 Joel Menges * 


 Jessica Wiecezak * 


 Amira Mouna * 


 Poornima Singh * 


 Abby Evans 


 Nick Pantaleo 


 


*  These individuals have been designated as key staff for this engagement. 


 


  


  







50 


 


RESUME – JOEL MENGES 
 


Company Name Submitting Proposal: The Menges Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Joel J. Menges 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Chief Executive Officer 


# of Years in Classification: 
2 Years, 10 


Months 
# of Years with Firm: 


2 
Years, 


10 
Months 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Mr. Menges’ career focus is on coordinated care programs for high-need populations.  He has led 


hundreds of consulting engagements that involve the design, development, improvement or evaluation 


of coordinated care programs, including Medicaid initiatives in more than 30 states. Mr. Menges has 


worked extensively for Medicaid agencies and other state clients, for health plans, and for several trade 


associations. He has played a significant role in the design of many states’ coordinated care programs 


– including current projects in Alaska, Connecticut, Massachusetts, North Carolina and Texas -- and 


has assisted many health plans in entering new states and maintaining their presence in existing 


markets.  Mr. Menges has also served as lead author of a wide array of policy papers that have shaped 


and expanded the role of coordinated care for high-need populations. 


Mr. Menges has a strong and compassionate commitment to improving health status and quality of life 


for high-need populations, to using taxpayer funds as efficiently as possible, and to replacing 


traditional fee-for-service coverage models as well as ineffective coordinated care programs with 


highly effective coordinated care approaches. 


 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 


 


The Menges Group McLean, VA  


Chief Executive Officer April 2013-Present 
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 Assisting Alaska’s State Legislature in designing short-term and long-term improvements to 


the State’s Medicaid program.  Tasks include data analyses to identify coordinated care 


savings opportunities and designing appropriate corresponding interventions, compiling 


information on other states’ Medicaid coordinated care initiatives, preparing written 


deliverables and testifying at legislative hearings.    


 Assisting nation’s highest ranked Medicaid MCO (in terms of NCQA quality scores) with over 


250,000 enrollees in further improving its operations with regard to cost-effectiveness, access 


enhancement, quality, and alignment with the State’s Medicaid reform objectives.  


 Assisting in the creation of a specialized Medicaid MCO focused on delivering “whole person” 


care coordination to individuals with significant behavioural health needs. 


 Preparing a policy paper to allow Texas’ Medicaid MCOs to manage the pharmacy benefit in 


the most cost-effective manner.  Currently, all MCOs are required to use the State’s uniform 


preferred drug list.   


 Conducted extensive data analyses and designed individually tailored care team model to 


reduce the degree to which Connecticut Medicaid beneficiaries are repeatedly hospitalized.   


 Regularly assists association clients in preparation of a variety of reports focused on improving 


the cost-effectiveness of the Medicaid program.  Project work has included identifying 


initiatives that can favorably impact social determinants of health, prescription drug carve-in 


and lock-in programs, medication adherence, preferred drug list policies, capitation rate 


setting practices, and estimating the savings that optimal care coordination can create. 


 Assisted North Carolina’s Medicaid agency in identifying options for creating a managed long 


term care program.  Tasks under this engagement also involved data analytics, policy options 


papers, and strategic discussions regarding redesigning the state’s Medicaid program to 


improve the cost-effectiveness of the coverage and to better promote and reward achievement 


of quality metrics.   


 Has assisted several Medicaid MCOs in preparing their proposals for competitively awarded 


state contracts. More than 80% of our clients have received a contract award through the 


competitive procurements.     


 Conducted due diligence in the acquisition of a Medicaid MCO and supported subsequent efforts to 


help the acquiring firm strengthen the health plan’s operational performance.   


 


 Assisted a large Medicaid health plan in identifying opportunities to achieve medical cost savings. 


 


 Responsible for overseeing all aspects of the consulting firm’s business, shaping the culture, 


ensuring successful completion of all project work, securing new business, and addressing all 


administrative requirements.  


 


 Assisted a children’s hospital in its transformational efforts to become involved in population 


health. 


 


Special Needs Consulting Services Washington, D.C.  


Executive Vice President   2011 - April 2013 
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 Assisted several MCOs in developing a new line of business to serve dual eligibles. 


 Assisted several MCOs in preparing successful proposals to their state Medicaid agency in 


response to competitive RFPs. 


 Assisted  the  Ohio  Association of Health plan by  preparing  a “white paper”  on optimal  design 


features  for  implementing the state’s coordinated  care  program for dual eligibles. The paper also 


derives savings estimates. 


 Assisted Medicaid MCOs in Rhode Island, Kentucky, and the District of Columbia in 


estimating/demonstrating the savings they are achieving for their respective Medicaid programs. 


 


 


The Lewin Group Falls Church, VA  


Vice President                 1993-2011  


 Led consulting engagements on behalf of many state Medicaid agencies with the design, 


implementation, operation, and evaluation of their Medicaid coordinated care programs.  


Oversaw project work of this nature for Medicaid agencies in Connecticut, Delaware, the 


District of Columbia, Florida, Illinois, Massachusetts, Minnesota, New York, Oregon, and 


Texas.  


 Provided extensive consulting support to Medicaid managed care organizations and other 


organizations seeking to develop a Medicaid line of business. 


 Assisted a variety of associations in conducting policy analyses related to Medicaid managed 


care, and in educating their members about various aspects of managed care.  


 Assisted the State of Missouri in a comprehensive assessment of its Medicaid program.  Led a 


specific assessment of the pharmacy benefit, and directed much of the analytical work geared 


to identifying and prioritizing short-term and longer-term cost savings opportunities.   


 Worked with the Arizona Health Care Cost Containment System (AHCCCS) to identify 


components of the Medicaid benefits package that could be limited or eliminated in a manner 


that would cause the least beneficiary harm.  Tasks included on-site participation on a Task 


Force discussion the benefits reduction options, and overseeing a modelling effort to estimate 


the net cost savings various benefits reductions would achieve – taking into account that 


elimination of a certain covered service could result in increased use of other covered services. 


 Assisted the California Healthcare Foundation in preparing a detailed report on high-cost 


Medi-Cal beneficiaries.  The work included creation of a beneficiary-specific data file that 


supported a wide range of cost, usage, and condition-related assessments. 


 Assisted several state Medicaid agencies (CT, DC, DE, MD, NY, OR, TX, WA) in conducting 


Medicaid managed care procurements.  Work has included drafting RFPs, developing scoring 


criteria, training reviewers, facilitating (and in some cases, conducting) proposal team scoring 


reviews, preparing actuarial data books, assisting in the preparation for and conducting of 


bidders conferences, drafting answers to bidders’ written questions, and conducting site visit 


“readiness reviews” of selected vendors.  
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 Serves as project director for a multi-year engagement preparing an annual report on the 


Medicare SNP Alliance health plans.  The report conveys quantitative statistics involving 


enrollment composition (including average risk scores and HCCs), and various utilization 


rates compared to fee-for-service.  The report also shares qualitative information on the models 


of care coordination the SNP Alliance plans have implemented. 


 Directed a decade-long engagement for a Medicaid managed care program, New York’s HIV 


Special Needs Plan (SNP) initiative.   The focal point of this work was annual capitation rate-


setting.  However, Mr. Menges and his colleagues at Lewin played a broader and instrumental 


role in the creation and preservation of this fragile program, with additional tasks including 


evaluations to assess/demonstrate the program’s impacts on inpatient hospital, outpatient 


hospital and pharmacy utilization, assisting in health plan monitoring efforts, and generally 


serving as the “go to” consultants for whatever special challenges arise.       


 Directed a comprehensive assessment of Connecticut’s HUSKY program, a capitated Medicaid 


managed care initiative, preparing a written report that was submitted to the State Legislature 


and testifying at two key hearings about the program’s future.  (2006-2007). Mr Menges also 


assisted in a comprehensive assessment of Pennsylvania’s HealthChoices program, a capitated 


Medicaid managed care initiative.   During 2005 he led the investigation of the program’s 


financial impacts and he presented testimony at a State Legislative hearing during 2007. 


Managed Healthcare Systems     Arlington, VA 


Director of Analytical Services                                      1991-1993 


 
 Assisted this organization in creating a Medicaid health plan in New York State and exploring 


additional state market entry opportunities. 


 


Jurgovan and Blair        Potomac, MD 


Manager                            1985-1991 


 


 Provided array of consulting services, largely to HMO clients assisting with development of new 


lines of business, provider payment negotiations, financial rate filings, etc. 


 


American Enterprise Institute           Washington, DC 


Research Associate                          1983-1985 


 


 Conducted research project work, primarily involving Medicaid managed care and Medicare DRGs 


 


 


U.S. Department of Health and Human Services         Washington, DC 


Office of the Assistant Secretary for Planning and Evaluation                             1981-1983 


Research Associate                          


 


 Conducted research on various Medicare policy issues; helped staff the White House Conference 


on Aging 
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SELECTED PAPERS AND PRESENTATIONS 


“Comparison of Medicaid Pharmacy Costs and Usage in Carve-In Versus Carve-Out States,” April 


2015, prepared for America’s Health Insurance Plans 


 


“Positively Impacting Social Determinants of Health How Safety Net Health Plans Lead the Way,” 


June 2014, prepared for Association for Community Affiliated Plans 


 


“Medicaid Health Plans: Ensuring Appropriate Rates in an Era of Rapid Expansion,” October 2013, 


prepared for America’s Health Insurance Plans 


 


“Medicaid Pharmacy Savings Opportunities: National and State-Specific Estimates,” May 2013, 


prepared for the Pharmaceutical Care Management Association 


 


“Usage of Controlled Substance Pain Medications in Medicaid,” January 2013 


“Savings Generated by New York’s Medicaid Pharmacy Reform,” October 2012, prepared for the 


Pharmaceutical Care Management Association (PCMA)  


“Achieving Optimal Care Coordination for Medicaid/Medicare Dual Eligibles,” August 2011 


 


“Ramping Up Care Coordination for Medicaid Beneficiaries with Disabilities” May, 2011 


“Increasing the Use of the Capitated Model for Dual Eligible’s: Cost Savings Estimates and 


Public Policy Opportunities,” prepared for Association for Community Affiliated Plans 


and Medicaid Health Plans of America, November 2008. 


“Analysis of Drug Rebate Equalization Act’s Savings to the Medicaid Program,” prepared for 


Association for Community Affiliated Plans, September 2008. 


“Medicaid Upper Payment Limit Policies,” Overcoming a Barrier to Managed Care Expansion,” 


prepared for Medicaid Health Plans of America, November 2006. 


“Medicaid Capitation Expansion’s Potential Savings,” presented to Vice President Cheney’s staff, 


February 2006. 


“Medicaid Capitation Expansion’s Potential Savings,” 2006 http://www.lewin.com 


Comparative Evaluation of Pennsylvania’s HealthChoices Program, 2005, (authored cost-effectiveness 


section), http://www.lewin.com/Lewin_Publications/Medicaid_and_S-CHIP/ 


ComparativeEvalPAHealthChoices.htm 


Assessment of Medicaid Managed Care Expansion Options In Illinois, 2005, (project director and co-


author), http://www.lewin.com/Lewin_Publications/Medicaid_and_S-


CHIP/MedicaidMCExpansionOptionsIllinois.htm 


 “Trends in Medicaid Managed Care,” presented with Nancy Beronja at Medicaid Health Plans of 


America’s inaugural conference, October 2005. 


“Testimony on STAR+PLUS Expansion,” presented to Texas House Appropriations Committee, 


March 2005. 


“Managed Care Is Health Reform,” a presentation at American Academy of Orthopedic Surgery 


Annual Meeting, February 1995. 
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"Mandatory versus Voluntary Medicaid Managed Care—A Financial Comparison From Both the 


Government's and the HMO's Perspective," presentation at AMCRA's mid-year conference, 


March 1993. 


"Bringing Managed Care to the Poor and Elderly on a Large Scale During the 1990s", presentation at 


National Managed Health Care Congress, 1991. 


 Was lead author of an award winning, five-volume monograph series prepared on behalf of the 


American College of Cardiology (1994).  Organized and conducted a seminar series for 


cardiovascular specialists on similar topic areas (1995).  Authored additional managed care 


monographs for the American College of Physical Medicine and Rehabilitation (1994), the 


American Academy of Neurology (1995), and the American Academy of Orthopaedic Surgeons 


(1995).  Developed capitation rate derivation diskette products for the American College of 


Cardiology (1994), the American Academy of Neurology (1995), the American Academy of 


Orthopaedic Surgeons (1995), and the American Gastroenterological Association (1997). 


 
 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
SYRACUSE UNIVERSITY, Syracuse, New York 
Master of Public Administration, Concentration in Health Policy                                 1982 


 


KALAMAZOO COLLEGE, Kalamazoo, Michigan 


Bachelor of Science, Double Major in Economics and Political Science                       1980  
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable. 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.   


 


Contact 
Person Organization Title 


Phone 
Number 


Fax 
Number Email 


Richard 
Dropski 


Neighborhood 
Health Plan 


Vice President 
of Regulatory 


Affairs 


617-428-
7449 


617-526-
1962 


richard_dropski@nhp.org 


Michael 
Bollini 


Alliance 
Behavioral 
Healthcare 


Chief Strategy 
Officer 


919-651-
8735 


NA mbollini@AllianceBHC.org 



mailto:richard_dropski@nhp.org

mailto:mbollini@AllianceBHC.org
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Andy 
Nichols 


Humana 


Director | 
Medicaid 


Strategy & 
Community 


Development 
 


502-580-
1095 


 
NA 


anichols2@humana.com 
 


Sharon 
Ludher 


Texas 
Association of 
Health Plans 


Director of 
Policy and 


Government 
Programs 


 


512-476-
2091 


NA sludher@tahp.org 


Abe 
Benitez 


Community 
Health Network 
of Connecticut 


Senior Vice 
President and 


Chief 
Financial 


Officer 


203-626-
7160 


203-265-
3705 


abenitez@chnct.org 


 


 


  



mailto:anichols2@humana.com

mailto:abenitez@chnct.org
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RESUME – JESSICA WIECEZAK 
 


Company Name Submitting Proposal: The Menges Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Jessica Wiecezak 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Vice President 


# of Years in Classification: 
2 Years, 10 


Months 
# of Years with Firm: 


2 
Years, 


10 
Months 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Wiecezak's career has focused on health policy and state Medicaid programs, particularly 
coordinated care, eligibility systems, health information technology and policy operational 
implementation. She has worked with small and large health plans to develop and implement 
dual eligible and Medicaid new lines of business.  Ms. Wiecezak has direct experience working 
for a Medicaid agency (in the District of Columbia) as well as extensive experience delivering 
consulting services to state Medicaid agencies and to Medicaid managed care organizations.  
 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 


The Menges Group  Arlington, VA  


Vice President                                       April 2013-Present 


 Extensive consulting support throughout the past several years for Humana, playing an 


instrumental role in the organization’s success in developing and growing its business in the 


Medicaid and dual eligible arenas 


 Currently assisting a State Medicaid Agency to develop an innovative model to serve dual 


eligibles  


 Provide strategic RFP support for both small and large health plans 


 Help small and large health plans strategize, develop and implement new lines of business, 


particularly for Medicaid and Duals 


 Assisting a State Legislature in detailed analysis of Medicaid expansion 
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Special Needs Consulting Services          Washington, D.C.  


Managing Consultant                                 2011 - April 2013 


 Led teams focused on working with small and large health plans to develop and implement 


dual eligible and Medicaid new lines of business 


 Provided strategic technical RFP support for small and large health plans 


 Led team tasked with assisting Medicaid special needs health plan develop report on home 


health care cost reduction initiatives 


 Assisted the American Public Human Services Association (APHSA) in supporting its Health 


Services Division on a wide range of topics including HIT, Medicaid eligibility and health 


reform 


 Developed proposal for a DC hospital to conduct a community needs assessment 


 Conducted claims data analyses  


 Assisted DC Medicaid health plan in developing report that highlights strengths and 


accomplishments in preparation for upcoming reprocurement 


 


Health Services Division, APHSA (formerly NASMD)       Washington, D.C. 


Health Policy Associate                  Aug. 2010 – Jun. 2011  


 


 Coordinated the Multi-State Collaborative on Health Information Technology, facilitating 


discussions between CMS and the States on HIT 


 Conducted Medicaid policy research and analysis on a wide range of topics, including HIT, 


eligibility, operations, systems and intersection between Medicaid and other publicly funded 


programs 


 Responded to policy questions posed by State Human Services Directors membership 


 Responded to policy questions posed by Medicaid Director membership 


 Wrote and edited articles on health policy for APHSA’s magazine, Policy & Practice 


 Co-authored weekly Health Services Update distributed to members 


 Provided NASMD staff support to the Systems and Eligibility TAGs 


 Provided staff support during the planning and implementation of two annual national meetings  


 


The Lewin Group         Falls Church, VA  


Research Consultant                Oct. 2009 – Aug. 2010  


 


 Assisted the State of California to implement the Medi-Cal EHR incentive payments under the 


HTECH Act 
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 Assisted the State of Missouri in a program-wide analysis of potential cost-containment 


opportunities and strategies, focusing particularly on clinical services 


 Led a team tasked with analyzing the House and Senate health reform bills to determine the impact 


on the Centers for Disease Control and Prevention (CDC) and public health programs  


 Assisted the State of Minnesota in aligning its CHIP and Medicaid eligibility requirements in order 


to streamline client enrollment 


 Developed and drafted responses to State RFPs for Medicaid Health Plans  


 Performed quantitative analysis including cost projections and price elasticity calculations  


 


Department of Health Policy, GWU        Washington, DC  


Research Assistant               Sept. 2008 – Oct. 2009 


 Led project to redesign Medicaid provider enrollment system for the Department of Health Care 


Finance  


 Drafted Medicaid State Plan Amendments for DC’s Medicaid/CHIP program 


 Provided technical assistance in developing eligibility policy and operational strategies to improve 


the efficiency of the DC Medicaid and Alliance programs 


 Worked collaboratively with DHCF staff to develop policies and procedures for operational work 


processes 


 


Government of the District of Columbia       Washington, DC  


Health Policy Intern               Jan. 2008 – Sept. 2008   


 


 Worked with Special Assistant to the Director of the Department of Health on quantitative analysis 


and strategic options involving Medicaid policy and budget reviews 


 Researched and drafted memos on methods to improve coverage and efficiency of DC Health Care 


Alliance and interacted with key DC stakeholders  


 Performed policy analysis on proposed Healthy DC legislation introduced in 2008; attended 


Council hearings on Healthy DC  


 


EDUCATION 
Information required should include: institution name, city, state, degree and/or Achievement and date 


completed/received. 


 
The George Washington University                  Washington, D.C. 


School of Public Health and Health Services  


• M.P.H., Health Policy, December 2009 


 


Georgetown University        Washington, D.C.  


School of Nursing and Health Studies  


• B.S., Health Systems, May 2003 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.   


 


Contact 
Person Organization Title 


Phone 
Number 


Fax 
Number Email 


Richard 
Dropski 


Neighborhood 
Health Plan 


Vice 
President of 
Regulatory 


Affairs 


617-428-
7449 


617-526-
1962 


richard_dropski@nhp.org 


Patricia 
MacTaggart 


The George 
Washington 
University 


Lead 
Research 
Scientist 


202-615-
0400 


N/A 
  


pmactagg@gwu.edu 


Jennifer 
Michael 
Coleman 


Humana 


Director, 
Business 


Development 
and Product 


Strategy 


502-476-
2524 


 
NA 


jcoleman9@humana.com 
 


 


  



mailto:richard_dropski@nhp.org

mailto:anichols2@humana.com
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RESUME – AMIRA MOUNA 
 


 


Company Name Submitting Proposal: The Menges Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Amira Mouna 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Director, Pharmacy Services and Provider Network Services 


# of Years in Classification: 
2 years, 10 


months 
# of Years with Firm: 2 years, 10 months  


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Amira is a founding partner of The Menges Group and serves as our organization’s Director 


of Pharmacy Services and Provider Network Services.  Amira serves as project director or 


project manager for many of the firm’s engagements including current Medicaid projects in 


Connecticut, Idaho, Massachusetts, North Carolina, Texas and Virginia.  Amira is currently 


assisting the State of Alaska in the identification and assessment of Medicaid reform options, 


and has also worked extensively for the State of North Carolina on a variety of Medicaid 


reform issues and opportunities.    


 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 


 


The Menges Group Arlington, VA  


Director, Pharmacy Services and Provider Network Services  April 2013-Present 


 Currently assisting Alaska’s State Legislature in designing short-term and long-term 


improvements to the State’s Medicaid program.  Tasks include data analyses to identify 


coordinated care savings opportunities and designing appropriate corresponding interventions, 


compiling information on other states’ Medicaid coordinated care initiatives, preparing written 


deliverables and testifying at legislative hearings.    


 Managing an engagement assisting nation’s highest ranked Medicaid MCO (in terms of 


NCQA quality scores) with over 250,000 enrollees in further improving its operations with 


regard to cost-effectiveness, access enhancement, quality, and alignment with the State’s 


Medicaid reform objectives.  
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 Preparing a policy paper to allow Texas’ Medicaid MCOs to manage the pharmacy benefit in 


the most cost-effective manner.  Currently, all MCOs are required to use the State’s uniform 


preferred drug list.   


 Conducted extensive data analyses and designed individually tailored care team model to 


reduce the degree to which Connecticut Medicaid beneficiaries are repeatedly hospitalized.   


 Managed and coordinated a team of seven individuals in a large-scale engagement in 


New York to visit over 1,000 provider offices and ensure a health plan’s provider 


network is ADA compliant according to federal and state regulations. 


 


 Managed dual eligible demonstration readiness reviews for managed care 


organizations in New York and Illinois.  
 


 Regularly assists association clients in preparation of a variety of reports focused on improving 


the cost-effectiveness of the Medicaid program.  Project work has included identifying 


initiatives that can favorably impact social determinants of health, prescription drug carve-in 


and lock-in programs, medication adherence, preferred drug list policies, capitation rate 


setting practices, and estimating the savings that optimal care coordination can create. 


 Assisted North Carolina’s Medicaid agency in identifying options for creating a managed long 


term care program.  Tasks under this engagement also involved data analytics, policy options 


papers, and strategic discussions regarding redesigning the state’s Medicaid program to 


improve the cost-effectiveness of the coverage and to better promote and reward achievement 


of quality metrics.   


 Has assisted several Medicaid MCOs in preparing their proposals for competitively awarded 


state contracts. More than 80% of our clients have received a contract award through the 


competitive procurements.    


 Assisted a large Medicaid health plan in identifying opportunities to achieve medical cost savings. 


 


 Assisted a children’s hospital in its transformational efforts to become involved in population 


health. 


 


Special Needs Consulting Services                              Washington, D.C.  
Consultant   May 2012-May 


2013 
 


 Assisted health plans in developing business plans and establishing Medicaid lines of business 


 Drafted responses to Medicaid managed care proposals for various clients in Kentucky, 


Illinois, and Florida 


 Conducted quantitative analyses of prescription volume growth and cost trends in an expanded 


Medicaid population  


 Supported health plans in implementing best practice models of care for high risk, high-need 


populations 


 Assessed and evaluated policy options for Medicaid pharmacy spending 


 Managed dual eligible and long term care readiness reviews in Florida and Illinois for a health 


plan 
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The White House Office of National Drug Control Policy                               Washington, D.C.  
Public Health Fellow                            February 2012-May 2012 


  


 Drafted talking points and memorandums for the director and deputy director on prescription 


drug abuse  


 Researched and composed summaries on prescription drug abuse prevention methods from 


various states 


 Developed a database of research on drug abuse treatment options 


 Attended legislative  hearings and prepared summaries for the deputy director 


Pharmaceutical Research and Manufacturers of America                        Washington, D.C.  
Policy and Research Intern                     June 2011-January 2012 


  


 Assisted in the accumulation and analysis of data for PhRMA’s “Biopharmaceuticals in 


Perspective” Chart Pack  


 Drafted article summaries distributed to member companies on current events and policy 


initiatives 


 Prepared drafts of lobbying materials relaying data on drug developments and company 


pipelines 


 Tracked monthly changes in the consumer and producer prices of pharmaceutical products 


and medical care 


 Researched and produced summaries on innovative developments within the industry   


 


The Office of Governor Nathan Deal                          Atlanta, Georgia  
Governor’s Internship Program-Office of Policy Intern                      January 2011-May 2011 


  


 Researched and evaluated health policy legislation for Georgia 


 Analyzed pending legislation and developed comprehensive summaries on bills 


 Examined and presented possible ways to implement national health legislation within the 


scope of Georgia state policies 


 Attended legislative committee meetings and assembled briefings for the Governor’s policy and 


government affairs team 


 Served as a liaison between the Governor’s executive staff and members of the Georgia 


General Assembly 


 


SELECTED PAPERS AND PRESENTATIONS    


 Co-author of “Prescription Drug Adherence in Medicaid Managed Care.” The Menges Group. 


October 2014.  


 Co-author of “Positively Impacting Social Determinants of Health: Safety Net Health Plans Lead 


the Way.” The Menges Group. June 2014.  


 Co-author of “Medicaid Health Plans: Ensuring Appropriate Rates in an Era of Rapid Expansion” 


The Menges Group. October 2013.  
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 Co-author of “Medicaid Pharmacy Savings Opportunities: National and State-Specific Estimates.” 


The Menges Group. May 2013.  


 Co-author of “Usage of Controlled Substance Pain Medications in Medicaid.” Special Needs 


Consulting Services. January 2013.  


 Co-author of “Savings Generated by New York’s Medicaid Pharmacy Reform.” Special Needs 


Consulting Services. October 2012.  


 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
GEORGE WASHINGTON UNIVERSITY    
Master of Public Health in Health Policy 


Health Policy Scholars Program    


Washington, D.C. 


August 2011- May 2013 


 


GEORGIA INSTITUTE OF TECHNOLOGY    


Bachelor of Science in International Affairs, Sam Nunn School of International Affairs           


Atlanta, Georgia 


August 2006-December 2009   


 
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable. 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.   


 
 


Contact 
Person Organization Title 


Phone 
Number 


Fax 
Number Email 


Richard 
Dropski 


Neighborhood 
Health Plan 


Vice President 
of Regulatory 


Affairs 


617-428-
7449 


617-526-
1962 


richard_dropski@nhp.org 


Andy 
Nichols 


Humana 


Director  
Medicaid 


Strategy & 
Community 


Development 
 


502-580-
1095 


 
NA 


anichols2@humana.com 
 



mailto:richard_dropski@nhp.org

mailto:anichols2@humana.com
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Sharon 
Ludher 


Texas 
Association of 
Health Plans 


Director of 
Policy and 


Government 
Programs 


 


512-476-
2091 


NA sludher@tahp.org 


Abe 
Benitez 


Community 
Health Network 
of Connecticut 


Senior Vice 
President and 


Chief 
Financial 
Officer 


203-626-
7160 


203-265-
3705 


abenitez@chnct.org 


 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



mailto:abenitez@chnct.org
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RESUME – POORNIMA SINGH 
 


Company Name Submitting Proposal: The Menges Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Poornima J. Singh 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Practice Director, Government Services 


# of Years in Classification: 
2 Years, 10 


Months 
# of Years with Firm: 


2 
Years, 


10 
Months 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Poornima Singh is the Director of Government Contracting at The Menges Group. Mrs. Singh’s 


career has focused on supporting Medicaid programs and Medicaid MCOs, as well as hospital and 


private payer systems.  


Since 2011, Poornima has worked with a team of consultants at Special Needs Consulting Services 


who then formed The Menges Group, where she is a founding partner.  She has strong experience in 


the design of managed long-term care programs and coordinated care programs that serve dual 


eligibles.  She also has experience in Medicaid MCO operations, quality improvement initiatives and 


correctional healthcare. Mrs. Singh supported North Carolina’s Secretary of Health and Human 


Services in analyzing the Medicaid program for its LTSS population and conducted data modeling and 


developed policy analysis. More recently, Mrs. Singh is managing a project for the State of Alaska’s 


Legislative Budget and Audit Committee in their evaluation of Medicaid reform and expansion as well 


as Maryland’s Medicaid Agency in the design of a waiver for its dual eligible population.  


 


Prior to her role as a consultant, Poornima was a Project Analyst at the National Quality Forum where 


she provided technical assistance on electronic measure implementation. She supported the 


development of tools in response to HIT provisions in the 2010 healthcare law, and has educated 


private and government industries on the use and purpose of these products. 


 


Between March 2010 and April 2011, Poornima was a Research Assistant at the National Association 


of State Medicaid Directors (NASMD). Mrs. Singh engaged with state Medicaid officials on a routine 


basis, and led behavioral health and fraud, waste, and abuse technical advisory groups between state 


Medicaid officials and Federal agencies. Mrs. Singh provided technical assistance to State Medicaid 


Directors, researching and conducting policy analysis on relevant issues including emergency room 


diversions, waiver mechanisms, and health reform.  


 


Mrs. Singh has served in additional roles at the National Council for Community Behavioral 


Healthcare, the Association of State and Territorial Health Officials, and Grantmakers for Children, 
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Youth and Families. Through her career, Poornima has developed expertise in quality improvement, 


MCO procurement support, behavioral health, health information technology, correctional health, and 


maternal and child health programs. 


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 


 


The Menges Group        Arlington, VA 


Director of Government Services, Managing Consultant; Founding Partner  April 2013 – Present  


Manages many of the company’s client projects, including assisting two Fortune 100 firms 


during 2015 in preparing for large state procurements.  Additional recent client engagements 


include: 


• Currently leading an engagement to assist a national coordinated care organization in 


developing a line of business to support inmates as they transition between 


incarceration and Medicaid coverage. 


• Currently directing an engagement to assist the State of Maryland in the design and 


development of a care coordination program for the state’s dual eligibles.  The Menges 


Group serves as a key subcontractor to EGB Advisors on this engagement. 


• Currently serving as manager of a large project to assist the State of Alaska in the 


design of Medicaid reform initiatives.  


• Organized a multi-state learning network to assist a state Medicaid agency in obtaining 


information about eight other states’ Medicaid managed long-term care initiatives. 


• Extensive on-site work at a New York Medicaid MCO with poor quality scores, to 


design and implement an array of quality improvement initiatives.  


• Conducted data analyses using state Medicaid agency’s claims and eligibility data to 


identify opportunities for improvement through targeted care coordination initiatives. 


• Prepared a compilation initiatives implemented by ACAP member Medicaid MCOs to 


favorably impact social determinants. 


• Directed an engagement to assist a children’s special needs health plan in securing a 


five year contract renewal. 


• Managed a health plan’s proposal response effort in a large state to serve foster care 


children.   


 


Special Needs Consulting Services                                             Washington, DC 


Senior Consultant       February 2011 – April 2013  


• Provided operational support to an ACAP member MCO in developing an enhanced 


health risk assessment form, and in conducting data analyses to identify enrollees’ 


gaps in behavioral health care.  
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• Assisted an ACAP member plan in preparing a public report that demonstrated its 


accomplishments.  Subsequently assisted this health plan in preparing a successful 


proposal for statewide expansion as a Medicaid MCO in a competitive procurement 


situation. 


• Assisted a Maryland health plan in successfully expanding into the District of 


Columbia in a competitive procurement situation. 


• Assisted a regional health plan with no Medicaid presence in successfully entering the 


Medicaid market in Maryland.   


• Assisted a state Blue Cross health plan in identifying its needs to succeed in serving 


dual eligibles under the CMS demonstration initiative. 


 


National Quality Forum       Washington, DC 


Project Analyst, Health Information Technology                                     June 2011 – February 


2012 


• Wrote and maintained the Measure Authoring Tool (MAT) user guide 


• Provided daily summary to upper management on MAT requirements discussions 


• Managed and implemented virtual forums (webinars) from suggesting speakers to 


evaluating results 


• Maintained Health IT division’s internal SharePoint site and external facing 


knowledge base 


• Provided technical assistance on eMeasure implementation and the Quality Data 


Model (QDM) 


 


American Public Human Services Association                           Washington, DC  


Research Assistant                              March 2010 – April 


2011 


• Implemented conferences of 700 + in attendance 


• Supported tasks on projects subcontracted from SAMHSA 


• Administered and analyzed member surveys 


• Lead behavioral health and fraud and abuse technical assistance group between state 


Medicaid officials and Federal agencies  
 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
GEORGE WASHINGTON UNIVERSITY, Washington, D.C. 
Master of Public Health, Concentration in Maternal and Child Health                                 2010 
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OAKLAND UNIVERSITY, Rochester Hills, Michigan 


Bachelor of Arts, Major in Physical Therapy                        2008  
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable. 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.   


 


Contact 
Person Organization Title 


Phone 
Number 


Fax 
Number Email 


Bob 
Atlas 


Epstein Becker 
and Green 
Advisors 


President 
202-
861-
1834 


202-
861-
3570 


batlas@ebgadvisors.com 


Andy 
Nichols 


Humana 


Director, 
Medicaid 


Strategy & 
Community 


Development 
 


502-
580-
1095 


 


NA 
anichols2@humana.com  


 


Andrew 
Peterson 


UnitedHealthcare 
Community & 


State 


Vice 
President, 
Business 


Development 
 


904-
296-
6812 


NA Drew.peterson@uhc.com  


 


  



mailto:batlas@ebgadvisors.com

mailto:anichols2@humana.com

mailto:Drew.peterson@uhc.com
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RESUME – NICHOLAS PANTALEO 
 


Company Name Submitting Proposal: The Menges Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Nicholas Pantaleo 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title: Research Analyst 


# of Years in Classification: 1 # of Years with Firm: 1 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
As an analyst with The Menges Group, Nick has worked for a myriad of clients within the 
Medicaid arena, including states, trade groups, and health plans.  He directly performs 
extensive quantitative analysis tasks and provides a versatile array of other support to 
the organization’s client engagements. 
 
Mr. Pantaleo holds a Bachelor’s Degree in psychology from Johns Hopkins University. 
Nick has contributed at every stage of medical/epidemiological research, including grant 
writing, data analysis, and manuscript authorship. Nick has held research positions at 
the Johns Hopkins School of Medicine, the National Institutes of Health, and Children’s 
National Medical Center in Washington D.C.  
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 


 
Examples of Mr. Pantaleo’s consulting engagements are shown below: 
 


 Assisting Alaska’s State Legislature in designing short-term and long-term 
improvements to the State’s Medicaid program. 
 


 Assisting nation’s highest ranked Medicaid MCO (in terms of NCQA quality 
scores) with over 250,000 enrollees in further improving its operations with regard 
to cost-effectiveness, access enhancement, quality, and alignment with the 
State’s Medicaid reform objectives. 
 


 Preparing a policy paper to allow Texas’ Medicaid MCOs to manage the pharmacy 
benefit in the most cost-effective manner.  Currently, all MCOs are required to use 
the State’s uniform preferred drug list.   
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 Conducted extensive data analyses and designed individually tailored care team 
model to reduce the degree to which Connecticut Medicaid beneficiaries are 
repeatedly hospitalized.   


 Assisted one of the nation’s largest health plans in preparing their proposal for a 
competitively awarded state Medicaid MCO contract. 


 
 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
Johns Hopkins University, Baltimore, Maryland 
Bachelor of Arts in Psychology, with Honors, 2010 
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.   


 


Richard 
Dropski 


Neighborhood 
Health Plan 


Vice 
President of 
Regulatory 


Affairs 


617-
428-
7449 


617-
526-
1962 


richard_dropski@nhp.org 


Sharon 
Ludher 


Texas 
Association of 
Health Plans 


Director of 
Policy and 


Government 
Programs 


 


512-
476-
2091 


NA sludher@tahp.org 


Abe 
Benitez 


Community 
Health Network 
of Connecticut 


Senior Vice 
President 
and Chief 
Financial 


Officer 


203-
626-
7160 


203-
265-
3705 


abenitez@chnct.org 


 


  



mailto:richard_dropski@nhp.org

mailto:abenitez@chnct.org
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RESUME – ABBY EVANS 
 


Company Name Submitting Proposal: The Menges Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor: X Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Abby Evans 
Key Personnel: 


(Yes/No) 
No 


Individual’s Title: Research Analyst 


# of Years in Classification: 7 months # of Years with Firm: 
7 


months 
 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Evans’ career has been focused on working with and aiding underserved populations. She has 


worked with young adults and children with intellectual and physical disabilities in a variety of 


settings, including county-wide camps and community programs. This focus also led to her internship 


and research with a non-profit that provides medical and forensic support to victims of violence in the 


District of Columbia. 


 


As a research analyst at The Menges Group, Ms. Evans has been involved in evaluating Medicaid 


coordinated care programs. She has assisted in a variety of projects, assessing the effectiveness of and 


developing improvements to these programs.  


 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held 


during the term of the contract/project and details of contract/project. 


 


The Menges Group Arlington, VA  


Research Analyst August 2015-Present 


 Assisting Alaska’s State Legislature in designing short-term and long-term improvements to 


the State’s Medicaid program. Tasks include data analyses to identify emergency department 


super-utilizers and compiling information on other states’ Medicaid coordinated care 


initiatives. 


 Assisted health plan with provider outreach and recruitment. 


 Has assisted several Medicaid MCOs in preparing their proposals for competitively awarded 


state contracts. 


 Has conducted background research and data analyses for senior level Menges Group team 


members on multiple projects. 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
BRIGHAM YOUNG UNIVERSITY, Provo, Utah 


Bachelor of Science, Food Science                            2015  
 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Not applicable. 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax 


number and email address.   


 


Contact 
Person Organization Title 


Phone 
Number 


Fax 
Number Email 


Richard 
Dropski 


Neighborhood 
Health Plan 


Vice 
President of 
Regulatory 


Affairs 


617-428-
7449 


617-526-
1962 


richard_dropski@nhp.org 


 Nico 
Alvarez 


Liberty Dental 
Plans 


Vice 
President, 
Operations 


714-597-
8983 


949-313-
0775 


nalvarez@libertydentalplan.com 


Andy 
Nichols 


Humana 


Director,  
Medicaid 


Strategy & 
Community 


Development 
 


502-580-
1095 


 
NA 


anichols2@humana.com 
 


Abe 
Benitez 


Community 
Health Network 
of Connecticut 


Senior Vice 
President and 


Chief 
Financial 
Officer 


203-626-
7160 


203-265-
3705 


abenitez@chnct.org 


 


  



mailto:richard_dropski@nhp.org

mailto:nalvarez@libertydentalplan.com

mailto:anichols2@humana.com

mailto:abenitez@chnct.org
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Tab IX – Other Informational Material 


 


Vendors must include any other applicable reference material in this section clearly cross 


referenced with the proposal. 


 


No other reference material has been submitted.  We encourage the Division to visit our web site 


at www.themengesgroup.com to the extent you wish to review examples of our work product on 


the Reports tab and 5 Slide Series tab.   In addition, a web link of our recent deliverable to the 


State of Alaska regarding Medicaid reform is provided below. 


 
http://lba.akleg.gov/download/publications/Initial%20Analysis%20Assessment%20of%20Medi


caid%20Expansion%20and%20Reform,%20January%2015,%202016%20Prepared%20by%20


The%20Menges%20Group.pdf  
 



http://www.themengesgroup.com/






 


 


February 18, 2016 


Annette Morfin, Purchasing Officer 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


 


RE: Request for Proposal: 2103 


 


Dear Ms. Morfin: 


The Stephen Group is pleased to offer the following proposal in response to RFP 2103 and 


welcomes the chance to serve the Department of Health and Human Services, Division of Health 


Care Financing and Policy in such an important project for the citizens of Nevada.  The Stephen 


Group is the right partner to provide evaluation and planning services for the potential expansion 


of the Medicaid Managed Care Organization program and welcomes the opportunity to partner 


with state staff in this undertaking. 


The Stephen Group (TSG) is a boutique consulting firm focused on delivering excellence for 


clients who operate in the health care and human services fields.  Our firm consists of individuals 


who have worked in the top echelon of these areas, operating agencies responsible for the 


management of Medicaid, Behavioral Health, Developmental Disabilities, Long Term Care, 


medical/pharmacy and state health policy.  The Stephen Group team brings knowledge, 


capabilities and judgment developed by direct experience that has enhanced similar consulting 


projects in many states. 


We have assembled a team and work plan that we believe is uniquely suited to the State’s need: 


 Results not studies: TSG makes improvement happen in states.  Yes, we do great analysis 


and write eloquent reports.  But, we are most proud when we can point to the major 


improvements we have launched in Florida, Texas, Mississippi, Arkansas, Pennsylvania, 


and so on… 


 Experienced professionals: every member of your team will bring dozens of years’ 


experience improving Medicaid.  Besides experience consulting, each of the team has 


worked in management, facing the same problems you face 


 Rural as well as urban: TSG’s recent projects include Mississippi, Arkansas and Texas, 


where we dug into demographic challenges similar to those Nevada faces with MCO 


 Experience with MCO and innovation: TSG is a key architect of Arkansas’ next move 


into MCO.  We worked with Texas on MCO issues.  We wrote the 1115 Waiver for 


Rhode Island, which allowed them flexibility to save $1 billion 







814 Elm Street, Suite 309, Manchester, NH 03101 Phone: (603) 419-9592, Fax: (603) 625-8875 
info@stephengroupinc.com  
 


2 


 Orientation to cost, with passion for value: TSG works to focus attention on improving 


outcomes as well as containing cost expansion 


TSG seeks out engagements that allow for both the creation of extraordinary client value, as well 


as the opportunity to help develop and advance national best practice models.  Thus, our team of 


experts is highly selective about those contracts on which we participate.  Moreover, we utilize 


top level team members throughout the entirety of an engagement.  Unlike some, we do not use 


junior staff to manage or lead projects. TSG has consistently delivered outstanding results for our 


clients.  We believe in a shared success model in which we’re not satisfied if our clients are not.  


We view the best measure of our success to be whether our clients will recommend us and bring 


us back for additional work.  To date, nearly all TSG clients have continued to work with us after 


our initial engagement, including the states of Florida, Mississippi, Arkansas, Texas and South 


Carolina, and our client testimonials are available with this RFP response. 


TSG knows that government agencies do the people’s business and must be accountable to the 


public and the taxpayers.  Our work in HHS programs has addressed issues that receive intense 


scrutiny, and we have shown that we can demonstrate value in these types of environments.   


Here are examples of public references to our work: 


“John Stephen and his staff did a commendable job in reviewing the current status of our 


Medicaid program and presenting options for reform as we debate the future of Medicaid 


in Arkansas."  -Asa Hutchinson, Governor of Arkansas - October 2015 


"[A] consulting group, The Stephen Group, reviewed CPS exit interviews from an entire 


year as part of an overall agency review. That report was remarkably insightful." - San 


Antonio News-Express editorial 


"[T]he Department of Family and Protective Services hired a consulting group — The 


Stephen Group — to conduct a top to bottom review of Child Protective Services. The 


result was a remarkably informative 475-report filled with details on how the agency 


operates, what’s not working and how to fix it." - Austin American Statesman 


The Stephen Group difference is the ability to work consistently with national experts who shape 


the cutting edge of reform in HHS programs.  We have worked with many states and private 


companies to ensure they get the resolution they seek, with rigorous data analysis and reality-


based recommendations to ensure that implementation is not simply theoretical, but practical.  


We view our role as strategic partners, as our experts have worked across the country to execute 


substantial change initiatives, so that we know how to turn the possible into the probable. 


TSG believes the opportunity, and the challenge, facing Nevada’s Medicaid program represents 


an excellent prospect for utilizing best practices from other states and the private sector to 


expand managed care to rural populations.  TSG has recently conducted extensive research of 


other state managed care best practice for the State of Arkansas, including reviewing historical 


trends, access, contracts, RFPs and state vendor management best practices.   Thus, we believe 
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we can bring real value to Nevada with a high level of effectiveness and in a way that improves 


quality outcomes for numerous Nevadans. 


I look forward to talking further with you and the Agency about this important project.  Please 


call me if you have any questions about our proposal. 


 


Sincerely,  


 


 


 


John Stephen 


Managing Partner 
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PART I A – TECHNICAL PROPOSAL 


Tab I – Title Page 


 


Part I A – Technical Proposal 


RFP Title: Evaluation and Planning Services for the Potential Expansion of the 


Medicaid Managed Care Organization Program 


RFP: 2103 


Vendor Name: The Stephen Group 


Address: 814 Elm Street, Suite 309 


Manchester NH 03101 


Opening Date: February 19, 2016 


Opening Time: 2:00 PM 
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Tab III – Vendor Information Sheet 


 


V1 Company Name The Stephen Group, LLC 


 


V2 Street Address 814 Elm Street, Suite 309 


 


V3 City, State, ZIP Manchester NH 03101 


 


V4 
Telephone Number 


Area Code:  Number: (603) 419-9592 Extension:  


 


V5 


Facsimile Number 


Area Code:  Number: (603) 625-8875 Extension:  


 


V6 


Toll Free Number 


Area Code:  Number: None Extension:  


 


V7 


Contact Person for Questions / Contract Negotiations, 


including address if different than above 


Name: John Stephen 


Title: Managing Partner 


Address: Same as above 


Email Address: jstephen@stephengroupinc.com 
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V8 


Telephone Number for Contact Person 


Area Code: 603 Number: 419-9592 Extension:  


 


V9 


Facsimile Number for Contact Person 


Area Code:  Number: (603) 625-8875 Extension:  


 


V10 
Name of Individual Authorized to Bind the Organization 


Name: John Stephen Title: Managing Partner 


 


V11 


Signature (Individual must be legally authorized to bind the vendor per NRS 


333.337) 


Signature:  Date: February 18, 


2016 
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Tab IV – State Documents 


A. The signature page from all amendments with an original signature by an individual 


authorized to bind the organization. 


Vendor must sign and return this amendment with proposal submitted. 


Full, signed amendment is presented as Exhibit A, at the end of this Part  


Vendor Name: The Stephen Group 


Authorized Signature:  


Title: Managing Partner Date: 
February 18, 


2016 


 


B. Attachment A – Confidentiality and Certification of Indemnification with an original 


signature by an individual authorized to bind the organization. 


Submitted proposals, which are marked “confidential” in their entirety, or those in which a 


significant portion of the submitted proposal is marked “confidential” will not be accepted by the 


State of Nevada.  Pursuant to NRS 333.333, only specific parts of the proposal may be labeled a 


“trade secret” as defined in NRS 600A.030(5).  All proposals are confidential until the contract is 


awarded; at which time, both successful and unsuccessful vendors’ technical and cost proposals 


become public information.   


In accordance with the Submittal Instructions of this RFP, vendors are requested to submit 


confidential information in separate binders marked “Part I B Confidential Technical” and 


“Part III Confidential Financial”. 


The State will not be responsible for any information contained within the proposal.  Should 


vendors not comply with the labeling and packing requirements, proposals will be released as 


submitted.  In the event a governing board acts as the final authority, there may be public 


discussion regarding the submitted proposals that will be in an open meeting format, the 


proposals will remain confidential.  


By signing below, I understand it is my responsibility as the vendor to act in protection of the 


labeled information and agree to defend and indemnify the State of Nevada for honoring such 


designation.  I duly realize failure to so act will constitute a complete waiver and all submitted 


information will become public information; additionally, failure to label any information that is 


released by the State shall constitute a complete waiver of any and all claims for damages caused 


by the release of the information. 


This proposal contains Confidential Information, Trade Secrets and/or Proprietary information as 


defined in Section 2 “ACRONYMS/DEFINITIONS.”  
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Please initial the appropriate response in the boxes below and provide the justification for 


confidential status. 


Part I B – Confidential Technical Information 


YES  NO x 


Justification for Confidential Status 


Not Applicable 


 


A Public Records CD has been included for the Technical and Cost Proposal 


YES  NO (See note below) x 


Note: By marking “NO” for Public Record CD included, you are authorizing the State to use the “Master CD” 


for Public Records requests. 


Acknowledged 


 


Part III – Confidential Financial Information 


YES X NO  


Justification for Confidential Status 


  Not Applicable 


The Stephen Group, LLC 


Company Name  


    


Signature    


    


John Stephen   February 18, 2016 


Print Name   Date 


 


 


 


This document must be submitted in Tab IV of vendor’s technical proposal 
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C. Attachment C – Vendor Certifications with an original signature by an individual 


authorized to bind the organization. 


Vendor agrees and will comply with the following: 


(1) Any and all prices that may be charged under the terms of the contract do not and will not violate any 


existing federal, State or municipal laws or regulations concerning discrimination and/or price fixing.  


The vendor agrees to indemnify, exonerate and hold the State harmless from liability for any such 


violation now and throughout the term of the contract. 


(2) All proposed capabilities can be demonstrated by the vendor. 


(3) The price(s) and amount of this proposal have been arrived at independently and without consultation, 


communication, agreement or disclosure with or to any other contractor, vendor or potential vendor. 


(4) All proposal terms, including prices, will remain in effect for a minimum of 180 days after the proposal 


due date.  In the case of the awarded vendor, all proposal terms, including prices, will remain in effect 


throughout the contract negotiation process. 


(5) No attempt has been made at any time to induce any firm or person to refrain from proposing or to 


submit a proposal higher than this proposal, or to submit any intentionally high or noncompetitive 


proposal.  All proposals must be made in good faith and without collusion. 


(6) All conditions and provisions of this RFP are deemed to be accepted by the vendor and incorporated 


by reference in the proposal, except such conditions and provisions that the vendor expressly excludes 


in the proposal.  Any exclusion must be in writing and included in the proposal at the time of 


submission. 


(7) Each vendor must disclose any existing or potential conflict of interest relative to the performance of 


the contractual services resulting from this RFP.  Any such relationship that might be perceived or 


represented as a conflict should be disclosed.  By submitting a proposal in response to this RFP, vendors 


affirm that they have not given, nor intend to give at any time hereafter, any economic opportunity, 


future employment, gift, loan, gratuity, special discount, trip, favor, or service to a public servant or 


any employee or representative of same, in connection with this procurement.  Any attempt to 


intentionally or unintentionally conceal or obfuscate a conflict of interest will automatically result in 


the disqualification of a vendor’s proposal.  An award will not be made where a conflict of interest 


exists.  The State will determine whether a conflict of interest exists and whether it may reflect 


negatively on the State’s selection of a vendor.  The State reserves the right to disqualify any vendor 


on the grounds of actual or apparent conflict of interest. 


(8) All employees assigned to the project are authorized to work in this country. 


(9) The company has a written equal opportunity policy that does not discriminate in employment practices 


with regard to race, color, national origin, physical condition, creed, religion, age, sex, marital status, 


sexual orientation, developmental disability or handicap.   


(10) The company has a written policy regarding compliance for maintaining a drug-free workplace. 


(11) Vendor understands and acknowledges that the representations within their proposal are material and 


important, and will be relied on by the State in evaluation of the proposal.  Any vendor 


misrepresentations shall be treated as fraudulent concealment from the State of the true facts relating 


to the proposal. 


(12) Vendor must certify that any and all subcontractors comply with Sections 7, 8, 9, and 10, above. 
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(13) The proposal must be signed by the individual(s) legally authorized to bind the vendor per NRS 


333.337. 


 


 


The Stephen Group 


Vendor Company Name   


    


Vendor Signature    


John Stephen   February 18, 2016 


Print Name   Date 


  
This document must be submitted in Tab IV of vendor’s technical proposal 
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D. Attachment J – Certification Regarding Lobbying with an original signature by an 


individual authorized to bind the organization. 


Certification for Contracts, Grants, Loans, and Cooperative Agreements 


 


The undersigned certifies, to the best of his or her knowledge and belief, that: 


 


(1) No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned, 


to any person for influencing or attempting to influence an officer or employee of any agency, a 


Member of Congress, an officer or employee of Congress, or an employee of a Member of Congress 


in connection with the awarding of any Federal contract, the making of any Federal grant, the 


making of any Federal loan, the entering into of any cooperative agreement, and the extension, 


continuation, renewal, amendment, or modification of any Federal contract, grant, loan, or 


cooperative agreement. 


 


(2) If any funds other than Federally appropriated funds have been paid or will be paid to any person 


for influencing or attempting to influence an officer or employee of any agency, a Member of 


Congress, an officer or employee of Congress, or an employee of a Member of Congress in 


connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall 


complete and submit Standard Form-LLL, “Disclosure of Lobbying Activities,” in accordance with 


its instructions. 


 


(3) The undersigned shall require that the language of this certification be included in the award 


documents for all sub awards at all tiers (including subcontracts, sub grants, and contracts under 


grants, loans, and cooperative agreements) and that all sub recipients shall certify and disclose 


accordingly. 


 


This certification is a material representation of fact upon which reliance was placed when this transaction 


was made or entered into.  Submission of this certification is a prerequisite for making or entering into this 


transaction imposed by section 1352, U.S. Code.  Any person who fails to file the required certification 


shall be subject to a civil penalty of not less than $10,000 and not more than $100,000 for each such failure. 
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By:   February 18, 


2016 


 Signature of Official Authorized to Sign Application  Date 


 


For: The Stephen Group, LLC 


      Vendor Name 


 


Evaluation and Planning Services for the Potential Expansion of the Medicaid Managed 


Care Organization Program 


Project Title 


 


 


 


E. Copies of any vendor licensing agreements and/or hardware and software maintenance 


agreements. 


Not Applicable 


F. Copies of applicable certifications and/or licenses. 


Not Applicable 


This document must be submitted in Tab IV of vendor’s technical proposal 
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Tab V – Attachment B, Technical Proposal Certification of Compliance with 


Terms and Conditions of RFP 


 


I have read, understand and agree to comply with all the terms and conditions specified in this 


Request for Proposal.   


 


YES x I agree to comply with the terms and conditions specified in this RFP. 


 


NO  I do not agree to comply with the terms and conditions specified in this RFP. 


 


If the exception and/or assumption require a change in the terms in any section of the RFP, the 


contract, or any incorporated documents, vendors must provide the specific language that is being 


proposed in the tables below.  If vendors do not specify in detail any exceptions and/or assumptions 


at time of proposal submission, the State will not consider any additional exceptions and/or 


assumptions during negotiations.   


 


The Stephen Group, LLC  


Company Name:  


    


Signature    


    


John Stephen   February 18, 2016 


Print Name   Date 


 


 


Vendors MUST use the following format.  Attach additional sheets if necessary. 


 


No Exceptions or Assumptions to Declare 
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EXCEPTION SUMMARY FORM 


EXCEPTION # 
RFP SECTION 


NUMBER 


RFP  


PAGE NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must be 


identified) 


    


    


    


 


 


ASSUMPTION SUMMARY FORM 


ASSUMPTION # 
RFP SECTION 


NUMBER 


RFP  


PAGE NUMBER 


ASSUMPTION 


(Complete detail regarding assumptions must 


be identified) 


    


    


    


 


 


 


1.  


2.  


This document must be submitted in Tab V of vendor’s technical proposal 
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Tab VI – Section 3 – Scope of Work 


The Stephen Group has developed the following proposed Scope of Work responding 


specifically to the phase of the project requested by the RFP—from May 11 through 


release of the RFP on July 1.  Tasks subsequent to July 1 are not included in the 


current proposal.  The Stephen Group looks forward to working with the Agency to 


plan future phases in due course.   


Many of the tasks requested by the RFP implicitly assume that the State will choose to 


proceed with broader use of MCO following the proposed analysis and assessment.  


The Stephen Group understands that the State has an open mind concerning further 


expansion of MCO.  The Stephen Group also holds an open mind, and recognizes that 


the work plan might need major revision were the State to decide it should go in a 


different direction.  Notwithstanding everyone’s willingness to consider all the options 


and revise the project accordingly, The Stephen Group has proposed as requested in 


the RFP. 


The Stephen Group will deliver the project with the team described in the Tab VII.  


Richard Kellogg will serve as Project Manager and will be supported by those listed in 


the company background section, each one an expert in Medicaid with deep experience 


in all aspects of managed care management, best practice, including structuring the 


most appropriate outcome-based performance measures in contracting. 


3.0 Assure project is aligned with Agency needs 


3.0.1 Finalize work plan 


Method: 


 During the first week of the project, The Stephen Group will review the project 


plan with Agency leadership to discuss how it should be adapted based on the 


most recent information the State has about the project requirements 


 The Stephen Group will revise the plan as needed and obtain final Agency 


leadership approval 


Deliverable: 


 Authorized work plan, with appropriate timelines and deliverables 


3.0.2 Conduct baseline interviews with key State personnel 


Method: 


 During the first two weeks of the project, The Stephen Group will conduct a 


series of structured interviews with key State Agency personnel.  This will 


document the issues and assure that The Stephen Group is well grounded in the 


landscape of issues the project must address.  The Stephen Group will then 
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continue to meet with state agency personnel throughout the project and discuss 


issues related to future implementation of managed care.    


Deliverable: 


 Findings report of historical and current  information related to managed care 


framework, including provider, stakeholder, organization, access, and other 


issues with managed care, to be discussed with Agency leadership 


 Recommendations as input to the work plan 


3.0.3 Prepare and Deliver Final Report 


Method: 


 Each section of this phase of the project is self-documenting.  However, this 


must be assembled into a final report suited for public release 


 The Stephen Group will prepare the final report of the phase and submit it to 


Agency leadership for edit.  The Stephen Group will respond to comments and 


edits to deliver a final report.  We understand from RFP Amendment #1 that the 


State is not requesting a final presentation. 


Deliverable: 


 Final report draft 


 Final report 


3.1 Review the current Medicaid MCO Program and make 


recommendations for improvement: 


3.1.1 Recommend revisions to strengthen and improve the Division’s oversight, 


recommendations must comply with federal and state requirements;  


Method:  


 Review organization chart for potential changes aligned with a larger use of 


MCO 


 Review staffing levels for potential impact from larger use of MCO 


 Review current vendor management over MCO contract and performance 


Deliverables: 


 Findings and recommendations concerning Agency organization structure 


assuming expanded MCO 


 Findings and recommendations concerning Agency staffing levels assuming 


expanded MCO 
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 Findings and recommendations concerning MCOL vendor management 


assuming expanded MCO 


3.1.2 Recommend revisions to the MCO contract as it relates to improving program 


oversight and compliance; 


Method: Perform a best-practices review of MCO contractual elements with a focus on 


MCO oversight and compliance 


 Meet with the Division’s assigned staff managing current MCO contracts to 


learn and assess current state practice. 


 Read and comment on the current Nevada MCO contracts.  This will be 


conducted by Stephen Group personnel with legal background and a strong 


experience base with MCO contracts. 


 Discuss contractual wording with potential MCOs, documenting best 


approaches from the viewpoint of potential MCO services providers. 


 Discuss contractual elements with several state MCO managers, highlighting 


lessons learned in contract development, procurement and management. 


Deliverables: 


 Analysis of the best overall construction of MCO contracts, and 


recommendations on improving Nevada’s performance and accountability and 


impact on staff 


3.1.3 Recommend revisions to contract terms and payment structure to incentivize MCO 


vendors to reduce costs through pay for performance measures. 


Method:  


 Assess current Nevada contracting approach and state best practices for pay- 


for-performance models from Medicaid programs agreed to by the Division, as 


well as relevant commercial methods of paying for performance at the MCO 


and provider level 


 Assess opportunity for introducing outcome metrics, not mere volume or access 


metrics 


Deliverables: 


 Two contracting approaches that reflect best practices designed to reduce costs 


based on pay-for-performance in MCO contracting and/or innovative 


adaptations 


 Assessment of contracts drawn from existing best practice setting 


 Recommended pay-for-performance contracting approach for Nevada 
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 Recommended metrics to track MCO performance 


3.2 Assist state staff in providing recommendations to executive staff and the 


Nevada Legislature regarding the potential MCO expansion: 


3.2.1 Recommendations may be based on population, geographical location and/or 


services such as Long Term Support Services; 


Method: 


 Document providers and support services shortages now serving the Medicaid 


population outside the urban areas of Nevada—where MCOs are not currently 


operating, with a focus on the most vulnerable Aged, Blind, and Disabled 


populations. 


 Document providers, provider networks, and individual and familyinsurance 


companies (potential MCOs) already operating in the rural areas of Nevada.  


Obtain this information directly from the insurance companies if possible (we 


are not certain the level of support we will garner from them during the study).  


Alternatively, obtain Health Professional Shortage Areas (HPSAs) and 


Medically Underserved Areas/Populations (MUA/P) from the Nevada 


Department of Public and Behavioral Health. 


 Build a geo-map documenting claims for current Fee For Service recipients, 


overlap with existing insurance company provider networks, determine extent of 


provider networks to cover current FFS populations through MCO networks 


Deliverables: 


 Geo-map showing location of current FFS recipients 


 Geo-map showing provider base: those currently serving FFS patients and 


those already included in insurance company networks.  This will net out to 


those geographies where current FFS recipients would not have access to 


networks, assuming insurance companies made their networks available to 


MCO 


 Shortfall assessment: Location and number of recipients without any networks 


available 


 Recommendations based on state law, rules, current and future waivers in the 


context of Executive Branch communication pathways and standing Legislative 


committees with oversight of the state’s Medicaid program  
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3.2.2 Recommendations may be a phase in approach to limit financial cash flow concerns 


and/or adverse impact;  


The Stephen Group will develop a model of healthcare benefits cost and revenue.  This 


will be based on a format and number of years determined in partnership with State 


staff.  The model will highlight the “critical” factors—those key assumptions that have 


the greatest effect on cash flow.  It will be reviewed with various levels of Agency 


management and financial staff: 


Method: 


 Document the effect of various state funding sources 


 Review current Nevada initiatives such as the “CMO Quality Incentive Payment 


Methodology”, PCCM/Comprehensive Care Waiver and current cash flow 


framework 


 Discuss with Division staff the pros and cons of a phased approach 


 Estimate potential change in enrollment (i.e. any “woodwork” effect) 


 Project potential impact or change in rates 


 Make clear assumptions about program and policy changes assumed for each 


scenario and relationship to cost potentially impacting cash flow 


 Spell out clearly the effect of other assumptions, such as any changes in 


Federal Match or new grant, and further leverage of waiver programs 


 Project staffing changes related to shifting the work from internal State to 


external MCO personnel.  This would lay out specific assumptions about how 


the MCO-based models would provide all the work required including 


eligibility, claims processing, quality and outcome management, policy 


development, etc. 


 Estimate costs related to procurement of MCO services and other services 


related to the change-over 


 Estimate costs of new investments in software or other systems to support the 


change to MCO 


 Estimate costs related to on-going management other than State staffing.  For 


example, the model might assume some form of on-going Independent 


Validation and Verification over MCOs 


 Identify potential alternatives to phase-in costs and benefits 


Deliverables: 


 Cash flow model 


 Assumptions 
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 “Critical” items, demonstrating those assumptions and program changes that 


have the greatest impact on the cash flow 


3.2.3 With assistance from state staff recommendation(s) must contain a cost benefit 


analysis which includes the potential loss of revenue to state agencies as well as 


Intergovernmental Transfer of Funds, Certified Public Expenditures and drug 


rebates. 


TSG will forecast the other State agency impacts, if any, related to each of the 


scenarios modeled in 3.2.2.  These models will include such factors as: 


 Impact on revenue, Intergovernmental Transfers, and Certified Public 


Expenditures to various affected state agencies 


 Impact on staffing levels of other state agencies 


 Impact on programs of other state agencies 


 Format and number of years of the model projection will be developed in 


partnership with State staff 


Deliverables: 


 Two cash flow models 


 Assumptions 


 “Critical” items, demonstrating those assumptions and program changes that 


have the greatest impact on the cash flow and other state agencies 


 A presentation describing the method and findings of the cost benefit analysis 


3.3 With assistance from state staff, identify the potential impact of the 


possible expansion of the State Medicaid MCO Program. 


3.3.1 Assist state staff in identifying the potential impact to communities through the 


continuation of town hall meetings to gather public and stakeholder’s input; 


Method: 


 The Stephen Group will work with the Agency to assess the need for additional 


stakeholder meetings  


 Assist the Agency to revise support materials and agendas for meetings, and 


create a revised schedule of stakeholders to be included in the data gathering. 


 Support the Agency in conducting impact data gathering.  The Stephen Group 


has budgeted 80 hours of time for participation in and review of stakeholder 


sessions. 
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Deliverables 


 Plan for additional stakeholder events, presentation material to support 


stakeholder meetings 


 Assessment of stakeholder input 


3.3.1.1 These meetings are currently being conducted by state staff; 


Noted: The Stephen Group will discuss with lead state staff involved with stakeholders 


on their thoughts about interests, level of agreement/disagreement concerning 


expansion, and any transparency concerns 


3.3.1.2 Assessment of the information gathered and a report of the findings/results will need to 


be completed; 


Method 


 Assist the Agency to develop a stakeholder map—this will define the level and 


type of input for each of the major stakeholder groups.  It will take account of 


the stakeholder input collected prior to the contract.  Finally, it will define the 


required activities so that the data collection is sufficiently comprehensive. 


 Work with the Agency to assess stakeholder input prior to the contract 


initiation.  This will guide The Stephen Group as it assists the Agency to revise 


meetings going forward, possibly revising: schedule, participants, format, 


messaging, input collection method, how input is captured, and so forth. 


Develop a qualitative assessment of the input from town meetings   


Deliverables: 


 Stakeholder map, showing the assessment and how each stakeholder group was 


listened to 


 Detailed assessment of the messages from stakeholder meetings—across the 


many venues 


3.3.1.3 The state is open to any other recommendations the vendor may have in this area 


depending on the state’s available resources and timeline. 


Method: 


 Develop a series of data gathering tools using social media to expand input and 


go to where the people are.  These are not a replacement for in-person 


meetings, but a method for the Agency to use 21st century tools to obtain 


broader input, from people not inclined to attend formal meetings.  The Stephen 


Group suggests the following, subject to State approval: 


o Develop, manage and assess an Internet-based survey 


o Create a Facebook page to present information and collect likes, as well 


as comments from stakeholders 
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o Create a Twitter presence and use that to collect response from 


stakeholders 


Deliverables: 


 Quantitative and qualitative assessment of survey responses 


 Quantitative and qualitative assessment of Facebook input 


 Quantitative and qualitative assessment of Twitter responses 


 


3.3.2 With assistance from state staff identify the potential impact to recipients, data 


regarding MCO adequacy of providers and access to care in Nevada is available; 


Method: 


 Compare stakeholder input to the findings of the geo-mapping (Section 3.2, 


above), contract review and other aspects of the project to develop a gap 


analysis.  This will define a series of critical considerations that will guide 


recommendations 


 Discuss the implications for MCO compliance and performance data with State 


staff 


 Compare Nevada MCO access network adequacy to CMS requirements 


Deliverable: 


 Report of findings and recommendations 


3.3.3 Identify the potential impact to providers; 


Provider impact is a very broad topic, including such varied impacts as:  


 Shifting from Medicaid rate setting to MCO negotiated rates and hold-backs or incentives 


 Shift of patients from current FFS Medicaid providers to MCO providers 


 Decrease in provider satisfaction as a result of MCO being involved 


 Decrease (or increase in some cases) in utilization of PCP and ER services as a result of 


more active care management of the MCO 


The intended impact is to reduce overall costs to some determined target over a period of 


years, benchmarked to a projected annual rate of aggregate Medicaid program cost growth  


State initiatives, such as expanding MCOs in Nevada, are designed  to “beat” the cost growth 


target by achieving a lower annual rate of growth.  Reducing costs often involves less volume 


of unnecessary services and reduced fees to some or all providers.    There are quite a number 


of studies showing the impact of moving to MCO, however most are retrospective. 
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Notwithstanding, The Stephen Group goes into the project assuming that a goal is to reduce 


cost, and that lower costs (combined with added Medical Loss Ratio) means lower utilization 


and probable rate adjustments based MCO contract requirements and innovative MCO 


provider reimbursement strategies for specified outcomes.   


Method: 


 Survey providers to establish provider expectations about the nature and 


magnitude of changes.  This might be conducted in conjunction with Nevada 


provider organizations, such as the Nevada Hospital Association and State 


Medical Association. 


 Create a matrix of other state MCO models that have been researched 


regarding cost and provider impact.  Summarize the findings as to the nature 


and effect of impact on cost and providers, recognizing unknowns and 


limitations. 


 Develop an impact model predicting cost and volume impact on providers based 


on shifting from FFS to MCO model of payment, informed by the provider geo-


mapping done in section 3.2 of the assessment phase 


Deliverables: 


 Matrix of other state MCO models 


 Impact model of provider shift from FFS to MCO 


 Findings projecting the expected scope of impact on Nevada providers shifting 


from FFS to MCO network provider status 


3.3.4 With assistance from state staff, identify the potential impact to local government as 


it relates to reimbursement for administrative and medical services; 


While The Stephen Group could “tell” the Agency what impact MCO might have on local 


governments, we recommend that it will be both more comprehensive and politically effective 


to ask the affected stakeholders.  Accordingly, The Stephen Group proposes to create and 


manage an input collection process across Nevada’s counties, cities, and municipalities.  We 


also understand that Nevada can little afford to shift costs to the thin resources available 


through counties, cities, and towns. 


Method: 


 Schedule and conduct in-person or audio/video conference meetings.  These 


meetings would ideally include representation from county health, county 


hospitals, county HR staff (re: county employee health benefits), corrections 


healthcare, etc. 


 Follow-up the meeting with a survey of counties to document how health 


benefits are provided by key local institutions: employees and retirees, 
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correctional institutions, health departments and districts, Federally Qualified 


Health Centers, county hospitals, etc.  This will provide a better view of the 


whole healthcare picture in the counties 


Deliverables: 


 Findings of concerns expressed by county and other local agencies 


3.3.5 With assistance from state staff, identify the potential impact to Native American 


tribes; 


Method: 


 Meet with state staff responsible for tribal relations to learn appropriate tribal 


custom related to governmental relationships, health care, the access problems 


facing Native American Tribes in Nevada, and any data, including claims or 


expenditures, on the role of Medicaid in state tribal health care.  


 Based on discussions and advice from state staff, The Stephen Group will 


develop a plan to meet with the InterTribal Council of Nevada and determine 


the most acceptable way to reach out to Nevada’s Native American Tribes to 


discuss their views on the impact of expanding Medicaid managed care in their 


communities. 


 Schedule and conduct in-person or audio/video conference meetings with tribal 


leaders responsible for healthcare 


 Document the provider networks already in place to serve the native population 


Deliverables: 


 Findings from discussions with the Community and discussion of potential 


impact, pro and con, to the Native American Tribes in Nevada 


3.3.6 With assistance from state staff, identify the potential impact to state agencies that 


provide billable administrative and medical services such as potential downsizing of 


staff, etc.; and 


Method: 


 With assistance of Division staff, document the state agencies that “touch” the 


Nevada Medicaid program by providing Public Health and related services 


billed to Medicaid or through state shared services administrative cost 


distribution 


 Document potential impact through interview of agency leadership, including 


HHS, Medicaid, Public Health, Budget Agency 


 Obtain and review budgets 


 Discuss potential impact with each relevant agency’s financial staff 
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Deliverable: 


 Findings of anticipated impact(s) of MCO on intergovernmental staffing, 


programs, transfers and related funding  


3.3.7 Report any potential impact the state may not be aware of and should consider based 


on the vendor’s experience and/or knowledge of other states’ MCO expansion. 


One key impact of expanding MCO may be the change in the insurance landscape as a result 


of Medicaid MCO.  This will add significantly to the size of the health insurance industry in 


the state. The Stephen Group proposes to work with the Nevada Division of Insurance to 


document issues and opportunities that overlap between potential MCO and the rest of the 


health insurance industry in Nevada. 


Another potential change may be the effect on providers.  This effect is likely to be 


complicated (based on The Stephen Group experience in other states).  The Stephen Group 


found in another state that the Hospital Association members supported a survey of impact.  


The Stephen Group proposes to urge the Nevada Hospital Association to poll its members as 


part of establishing likely impact.  The Stephen Group would help by putting the Nevada 


association in contact with the Arkansas Hospital Association to develop a suitable survey.  


This is something the hospital association would conduct and report—the Agency would 


benefit from the findings. 


In addition, The Stephen Group will focus on the potential impact on relatively small 


providers of home and community based services for people with serious and persistent mental 


illness, developmental disabilities, and people with long term care needs. 


3.4 With assistance from state staff identify ways to leverage existing 


resources if MCO expansion occurs, such as but not limited to: 


The Stephen Group will consider with the Agency the potential for the three leverage ideas 


suggested in the RFP1.  In addition, our own experience with Texas, Mississippi, Florida, 


Arkansas, Pennsylvania, Rhode Island, New Hampshire and other states will provide us the 


contacts to reach back into these states for the latest in best practice methods of leveraging 


resources. 


Method: 


 Document the opportunities from each of the following: 


3.4.1 Certified Public Expenditures; 


3.4.2 Intergovernmental Transfer of Funds; and 


                                                 


 


1 for more reading on these, see for example a document written by the Council of State Governments at 


http://www.csg.org/knowledgecenter/docs/Medicaid_Primer_final_screen.pdf) 
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3.4.3 Provider Tax and Assessments. 


In addition, The Stephen Group will work with the State to consider, as appropriate: 


 Purchasing consortium with state and local government health plans including 


employees and retirees 


 Expanding county use of on-site clinics drawing on resources of State 


Department of Health and Medicaid 


 Expanding Federally Qualified Health Centers in remote areas 


Deliverables: 


 Series of write-ups documenting leverage opportunities for Nevada.  Each of 


these will describe the opportunity, investment, impact on healthcare, impact on 


state spending, impact on counties and other organizations. 


3.5 Provide consulting services and project management for MCO 


expansion: 


This section of the proposal describes how The Stephen Group will assist to lay out a plan for 


implementation.  The Stephen Group is the best resource to help manage to that plan.  


However, the scope and timing of RFP 2103 to which this proposal responds does not include 


the period of actual implementation.  Accordingly, The Stephen Group describes in this 


section how it will help the State put in place an effective process for managing 


implementation.  In due course, The Stephen Group looks forward to being asked to support 


the actual implementation, were the State to go forward with expanded MCO. 


This section of the proposal assumes that the State will proceed with MCO expansion.  The 


Stephen Group acknowledges that a key purpose of the current project is to assess whether 


that is the best path forward.  Accordingly, The Stephen Group has proposed development of 


an implementation plan, as part of supporting determination of the best path forward. 


Project management centers around three levels: Executive Steering Board (ESB), a Project 


Management Office (PMO) and Project Teams. The Stephen Group will provide professional 


facilitation for each of these three groups.  It will help create and manage each of them. 


Project management requires communication among the three groups.  The Stephen Group 


will bring order and professional appearance to project communications to assure high band-


width communication.  Key to this is effective meetings; The Stephen Group will help the 


PMO assure that all meetings are effective. 


Project management also requires a plan—one that lays out a timetable, milestones and 


outcomes.  The Stephen Group will make sure that the key people are involved in creating the 


plan, that it is laid out properly in advance, and that progress is part of the PMO and ESB 


deliberations along the way.   


The Stephen Group notes that there is an inherent gap between analysis and implementation.  


This happens with every project of this nature.  To avoid timing issues or changes in project 
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team, The Stephen Group will develop with the Agency a plan to keep project momentum 


during the decision-making period.   


3.5.1 Develop and design the project plan upon approval of a MCO expansion; and 3.5.2 


Assist in the completion of a timeline for implementation of the approved plan and 


identify critical path(s); 


Method: 


 Develop high level implementation plans to accompany each of the two 


recommended alternative solutions.  These will be suitable for decision making, 


but lack full details to guide implementation.  These will be informed by 


implementations completed in other states 


 After one of the alternative solutions is approved, develop a detail-level plan for 


that alternative 


 Emphasize dependencies and “critical path” in development of the plan 


 The planning assumptions will be crucial to implementation management.  


Accordingly, The Stephen Group will carefully document the implementation 


assumptions and include their tracking as part of the implementation project 


management 


 Document critical events, interim milestones, interim outcomes and final 


outcomes.  Obtain agreement to these and create a tracking and reporting 


mechanism 


 Assist the Agency to create an Executive Steering Board, an oversight team of 


decision makers that will meet periodically to “clear the path” as needed 


 Assist the Agency to create a Project Management Office to manage all aspects 


of the implementation.  The Stephen Group usually finds that it is best for this 


to be made up of 8-12 Agency executives.  We also find that this group should 


include related executives—in this case perhaps leadership from IT, Insurance, 


Public Health and possible the Budget Office.  (At this point, these are just 


ideas, not a recommendation.) 


Deliverable: 


 High level implementation plan for each of the (e.g. 2) alternatives presented to 


decision makers 


 Detail implementation plan  


 Detail implementation reporting guide, showing key events and outcomes 


 Program Management Office and Executive Steering Board 


 Periodic progress reporting process 
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3.5.2 Assist in the completion of a timeline for implementation of the approved plan and 


identify critical path(s); 


See 3.5.1 


3.5.1 Ensure project is completed within approved timeframe(s) and/or notify 


management of delay(s), reason for any delay(s), and possible solutions to resolve 


any delay(s);  


Method: 


 Schedule and facilitate periodic meetings of the Program Management Office 


and Executive Steering Board 


 Assist State personnel to develop reports to the PMO and ESB 


 Develop and manage a project dashboard, including MSProject and outcomes 


 Develop periodic report for a more general audience.  For example, this might 


be delivered through a State web page or Facebook page (see also 


Communication Plan, 3.5.5) 


 Develop a “Critical Concern” communication plan to Agency leadership that 


augments the project dashboard when needed 


Deliverables: 


 Calendar based periodic reports of project status and outcomes 


3.5.4 Identify stakeholders; 


Method: 


 The Stephen Group will use RACI approach to identify the level and form of 


involvement for each key stakeholder group.  RACI stands for Responsibility, 


Accountability, Consulting and Inform.  Each stakeholder group will be 


assigned into one level of involvement. 


 For each stakeholder group, The Stephen Group will assist the State to develop 


a series of time-phased points of involvement reflecting the RACI level and 


stage of the implementation. 


 Will be coordinated with 3.3.1 


Deliverable: 


 A list of the key stakeholder groups 
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 RACI (see above) chart defining the involvement level of each stakeholder 


group 


 Time-phased description of the involvement plan for each group 


 Communication calendar 


3.5.5 Design and manage communication plan; 


Method: 


 Assist the Agency PR personnel and Agency leadership to develop a series of 


messages to key stakeholder groups during the current project phase 


 Assist the Agency to deliver those messages in the most effective means.  Note, 


PowerPoint presentations and in-person meetings are not always the most 


effective method of communication.  Instead, Stephen Group will help the 


Agency define a set of communication tools, possible including emails, web site, 


video calls, town meetings or the like 


 Assist the State to develop the content of communication messages 


 Assist the Agency to design a communication plan for future phases (after 7/1) 


Deliverable: 


 Set of messages targeted on the various stakeholder groups 


 Communication plan for the current phase 


 Communication plan for future phases 


3.5.6 Manage meetings; 


During this initial 6-week phase, The Stephen Group proposes to manage meetings pertaining to 


creating and evaluating the RFI, assessing the findings of the current phase, designing and 


launching the RFP.  This proposal is based on planning and facilitating 4 major meetings.  This 


does not include individual interviews or ad-hoc meetings. 


Method: 


 Assist the PMO to develop a calendar of PMO, ESB and other meetings – as 


defined by the communication plan 


 Assist the PMO to invite participants and follow-up to assure appropriate 


participation 


 Assist the PMO to develop for each meeting a high-impact agenda, which is 


delivered to participants at least 24 hours in advance 
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 Assist the PMO to record key decisions made in each project meeting, and 


distribute the minutes as appropriate.  Each set of notes must identify next steps 


with responsibility and date due 


 Coach groups and individuals if necessary on how to achieve effective meetings 


Deliverable: 


 A set of project agendas and minutes 


3.5.7 Manage and track status of tasks assigned to all parties involved; 


Method: 


 Assist the PMO to manage updates to the MSProject 


 Assist the PMO to manage updates to the project outcomes dashboard 


 


Deliverables: 


 Series of project status reports 


 Tools suitable for tracking project after the current phase is completed 


3.5.8 In the event Long Term Support Services (LTSS) are recommended and approved 


as part of the MCO expansion, assist state staff in preparing the necessary 


documents that meet CMS’s requirements in obtaining proper authority under an 


1115 (a) demonstration waiver; and/or 1915 (b) waivers’ and/or 1915 (c); and/or 


1915 (i) accordingly; 


Method: 


 Assist the Implementation Team to develop waivers and other documents as 


needed 


 Assist the Implementation Team to discuss waivers with the CMS office, as 


needed 


 Assist the Implementation Team to present waivers as need to the Nevada 


legislature and governor (as needed) in support of the decision making process 


Deliverables: 


 Waiver documents 


 Presentations and other communications as needed 
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3.5.9 With assistance from state staff develop a transition plan for the MCO expansion. 


As part of the current proposal, The Stephen Group will assist the Agency to develop a 


plan for changing the necessary rules, personnel, policy, management and other 


aspects of Medicaid as needed to enable broader implementation of MCO—assuming 


that is the path chosen by decision makers.  The Stephen Group looks forward to 


continuing to serve the State through and after the procurement process—work to be 


proposed in due time.  During the time the Agency is selecting and contracting with 


MCO(s), The Stephen Group looks forward to helping the Agency develop increasingly 


detailed plans.  As the transition to MCO nears, The Stephen Group looks forward to 


assisting with implementing the changes. 


Method: 


 The Stephen Group will assist Agency leadership to develop a new high-level 


staffing plan reflecting the change in work under an MCO.  This staffing plan 


will identify where work is shifted from the old set of responsibilities (e.g. claim 


processing) to new responsibilities (e.g. vendor management).   


 The Stephen Group will assist Agency leadership to consider new management 


approaches to reflect the new Medicaid with more dependence on MCO.  These 


will reflect a shift from managing the people who perform much of the tasks 


related to Medicaid to some form of vendor management—from hands-on 


management of those “doing” the work to “oversight” of third party companies.   


 The Stephen Group will assist Agency leadership to develop at a high level new 


methods of tracking Medicaid performance, reflecting the shift from Fee For 


Service managed in house to MCO.  The role of budgets will change.  The 


Agency will require new forms of reports from the MCOs, and personnel 


responsible for reviewing, managing and using those reports.  Stephen Group 


will assist Agency leadership and staff to develop the initial concept for new 


reports to support the new form of Medicaid management necessitated by a 


more aggressive shift to MCO. This will be coordinated with related sections 


above. 


 Change is challenging.  The Stephen Group will assist Agency leadership to 


develop a high-level change management plan.  This will assure that Agency 


personnel are included throughout the process of determining if MCO is the 


right way to go, all the way to how staffing changes are made.  The change 


management plan will be built on a foundation of listening, engagement, 


communication and respect for all levels of Medicaid staff.  In future stages 


(proposed in due course), The Stephen Group looks forward to assisting the 


Agency to assure that input is collected on the culture before, during and after 
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MCO implementation.  This could involve one of the standard culture 


assessment tools, or something the Project develops specifically for the purpose. 


 The new MCO approach will require a completely different budget.  During the 


current phase, The Stephen Group will assist Agency finance personnel to 


design at a high level any significant changes to the budgeting process that will 


be required by significant move to MCO.  In later phases, The Stephen Group 


will offer to help the State start from scratch and develop a new Administration 


budget, as well as a new budget of Medicaid claims moving to MCO premiums. 


Deliverables: 


 High level staffing plan including job descriptions for new functions 


 New management structure, designed at a high level 


 Description of major changes to the process and form of Medicaid and Admin 


budgets 


 High level change management plan 


 Design of culture assessments at three points: before, during and after MCO 


launch 


3.6 With assistance from state staff identify the potential loss of revenue to 


the Medicaid agency such as IGT and drug rebates. 


The Stephen Group, as a matter of priority for the project, will assist Agency leadership 


not only to identify potential loss of revenue, but also to develop a mitigation plan—


replacing any sources as possible, or adjust the implementation to avoid loss 


Method: 


 Building on the assessment of impact in project section 3.2, The Stephen Group 


will assist the Agency to work with other agencies, counties and CMS to find 


work-arounds to avoid adverse impact 


Deliverables: 


 Assessment of the opportunities to avoid adverse impact.  These might include 


approaches used in other states (identified in section 3.2).  In some cases, there 


simply might not be a way to avoid adverse impact…Stephen Group will 


document this 


 An overall forecast of financial impact as the move to MCO affects: Medicaid, 


other state agencies, other government agencies such as counties, and the level 


of federal match and grants 
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3.7 Assist in the initial procurement process of MCO vendors; 


3.7.1 Develop Request for Information to solicit interested MCO vendors; 


Method: 


 During the course of the Assessment phase of the project, The Stephen Group 


will interview some of the likely candidates for MCO.  This will provide the 


Agency a window into their capabilities and interest, as well as important 


information for the assessment 


 The Stephen Group will write the RFI in support of the Agency.  The purpose 


and form of the RFI will be determined.  It should be conducted as part of the 


Assessment phase – i.e. early in the contract.  It should collect vendor input 


about how best to create the MCO 


 The Stephen Group will assist the Agency to release and support the RFI 


process 


Deliverable: 


 RFI document  


3.7.2 Review Request for Information submissions by interested MCO vendors 


Method: 


 The Stephen Group will support the Agency in summarizing key findings from 


the response to the RFI.  This will include a list of the capabilities described.  It 


will also include documenting the good ideas represented in the RFI responses 


 The Stephen Group will work with the responding vendors to dig into any ideas, 


to see whether they are really applicable to Nevada’s situation 


Deliverables: 


 Assessment of RFI responses 


 Report of further investigation into ideas suggested in the responses. 


 Recommendation of how to incorporate RFI findings in the decision of how to 


proceed with MCO 


3.7.3 Assist in drafting the Request for Proposal to procure MCO vendors in Nevada. 


The Stephen Group is prepared to assist the drafting of the RFP in any way that would 


be helpful to Nevada. We recommend a project team approach with an identified 


Project Manager, timeline, and contingencies such as CMS negotiations. We are 


prepared to play a leadership or consultation role. 
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Tab VII– Section 4 – Company Background and References 


3. 4. Company Background and References 


Vendors must place their written response(s) in bold/italics immediately following the applicable 


RFP question, statement and/or section.  This section must also include the requested 


information in Section 4.2, Subcontractor Information, if applicable. 


4.1 VENDOR INFORMATION 


4.1.1 Vendors must provide a company profile in the table format below. 


Question Response 


Company name: The Stephen Group, LLC 


Ownership (sole proprietor, partnership, 


etc.): 
Limited Liability Corporation  


State of incorporation: New Hampshire  


Date of incorporation: January 2011 


# of years in business: 5 


List of top officers: John Stephen, Managing 


Partner 


Location of company headquarters: 814 Elm, Street, Suite 309, 


Manchester, NH 03101 


Location(s) of the company offices: Same  


Location(s) of the office that will provide 


the services described in this RFP: 
Same  


Number of employees locally with the 


expertise to support the requirements 


identified in this RFP: 


Stephen Group will staff the 


project with national expertise, 


who will commute directly from 


their homes in various parts of 


the US, and be on-site as needed 


throughout the project and 


available locally whenever 


needed  
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Question Response 


Number of employees nationally with the 


expertise to support the requirements in 


this RFP: 


12 senior-level experts.   


Location(s) from which employees will 


be assigned for this project: 
Nationally 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the 


laws of another state must register with the State of Nevada, Secretary of State’s 


Office as a foreign corporation before a contract can be executed between the State 


of Nevada and the awarded vendor, unless specifically exempted by NRS 80.015. 


Acknowledged 


 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 


appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant 


to NRS76.  Information regarding the Nevada Business License can be located at. 


 


Question Response 


Nevada Business License 


Number: 
Will apply at the appropriate time 


Legal Entity Name: The Stephen Group, LLC 


 


Is “Legal Entity Name” the same name as vendor is doing business as? 


 


Yes x No  


 


If “No”, provide explanation. 


 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  


Vendors shall be proactive in verification of these requirements prior to proposal 
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submittal.  Proposals that do not contain the requisite licensure may be deemed non-


responsive. 


Acknowledged 


 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


Yes  No x 


 


If “Yes”, complete the following table for each State agency for whom 


the work was performed.  Table can be duplicated for each contract being 


identified. 


Not Applicable 


 


Question Response 


Name of State agency:  


State agency contact name:  


Dates when services were 


performed: 


 


Type of duties performed:  


Total dollar value of the 


contract: 


 


 


4.1.6 Are you now or have you been within the last two (2) years an employee of the State 


of Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No x 


 


If “Yes”, please explain when the employee is planning to render services, 


while on annual leave, compensatory time, or on their own time? 
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Not Applicable 


 


If you employ (a) any person who is a current employee of an agency of 


the State of Nevada, or (b) any person who has been an employee of an 


agency of the State of Nevada within the past two (2) years, and if such 


person will be performing or producing the services which you will be 


contracted to provide under this contract, you must disclose the identity 


of each such person in your response to this RFP, and specify the services 


that each person will be expected to perform. 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, 


civil or criminal litigation in which the vendor has been alleged to be liable or held 


liable in a matter involving a contract with the State of Nevada or any other 


governmental entity.  Any pending claim or litigation occurring within the past six 


(6) years which may adversely affect the vendor’s ability to perform or fulfill its 


obligations if a contract is awarded as a result of this RFP must also be disclosed. 


 


Does any of the above apply to your company? 


 


Yes  No x 


 


If “Yes”, please provide the following information.  Table can be 


duplicated for each issue being identified. 


Not Applicable 


 


Question Response 


Date of alleged contract 


failure or breach: 


 


Parties involved:  


Description of the contract 


failure, contract breach, or 


litigation, including the 


products or services 


involved: 
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Question Response 


Amount in controversy:  


Resolution or current status 


of the dispute: 


 


If the matter has resulted in a 


court case: 


Court Case Number 


  


Status of the litigation:  


 


4.1.8 Vendors must review the insurance requirements specified in Attachment E, 


Insurance Schedule for RFP 2103.  Does your organization currently have or will 


your organization be able to provide the insurance requirements as specified in 


Attachment E. 


 


Yes x No  


 


Any exceptions and/or assumptions to the insurance requirements must 


be identified on Attachment B, Technical Proposal Certification of 


Compliance with Terms and Conditions of RFP.  Exceptions and/or 


assumptions will be taken into consideration as part of the evaluation 


process; however, vendors must be specific.  If vendors do not specify any 


exceptions and/or assumptions at time of proposal submission, the State 


will not consider any additional exceptions and/or assumptions during 


negotiations.  


 


Upon contract award, the successful vendor must provide the Certificate 


of Insurance identifying the coverages as specified in Attachment E, 


Insurance Schedule for RFP 2103. 


 


4.1.9 Company background/history and why vendor is qualified to provide the services 


described in this RFP.  Limit response to no more than five (5) pages. 


The Stephen Group is made up of strategy experts with years of experience providing 


recommendations and implementation assistance in the areas of: vision and strategic 
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planning, comprehensive reorganization, change management and project management.  Our 


team has experience in Health and Human Services, Medicaid Program Administration, 


MITA, Medicaid systems in the public sector, and Medicare/dual eligible systems in the private 


sector.  We have experience with Long-Term Care, Behavioral Health, Intellectual 


Disabilities, Child Welfare, and Public Health.  We help states address complex issues and 


make rigorous, value and fact-based recommendations for systemic solutions.  Where 


appropriate, we assist states in taking action to implement and achieve superior outcomes. 


Our strategic experts have years of experience providing comprehensive analytic and data 


mining methods and direct experience with Medicaid systems modernization in the public 


sector and Medicare/dual eligible systems in the private sector. We help states address complex 


issues and make rigorous, value and fact-based recommendations for systemic solutions.   


Where appropriate, we assist states in taking action to implement and achieve superior 


outcomes.     


Our core competencies include: government efficiency and reform; extensive knowledge of 


Medicaid/Medicare and private health funded systems; financial, actuarial, and analytical 


services; Medicaid cost containment; pharmacy systems management; the Aged, Blind and 


Disabled populations served by Behavioral Health, Intellectual/Developmental Disabilities and 


Long Term Home and Community Based Services (HCBS) waivers; organizational redesign; 


regulatory reform; change management; stakeholder inclusion, and contract management 


that produce innovative private sector oriented solutions for government.  It is this portfolio of 


values, expertise, and rigorous effort that The Stephen Group will bring to the detailed work 


necessary to produce high quality analyses, organizational design, reorganization, and related 


deliverable reports required by the three phases of the DMS Planning and Implementation 


schedule deliverables. 


The Stephen Group has experience working in a number of states on Medicaid and Human 


Service reform over the past few years. We have worked and provided comprehensive 


Medicaid and Human Service reform plans and recommendations for the states of Arkansas, 


Texas, Florida, Maine, Illinois, South Carolina, and Mississippi.  


State of Texas 


Assessment of the State’s Child Welfare and Medicaid IV E program, with Recommendations 


for Improvement and Implementation Plan.  The Stephen Group continues to provide strategic 


planning and project management to the State of Texas in implementing its Transformation 


Plan, which arose out of The Stephen Group operational report and a legislative task force 


review aligned with these efforts.  The Stephen Group proposed team involved in this project: 


John Stephen, Richard Kellogg, Dr. Will Oliver and Lindsay Littlefield. 


 


Start and end dates April 2014 to current 


Project’s objectives, 
scope and 
deliverables 


1. Assessment of the State’s Child Welfare and Medicaid IV E 


program, with Recommendations for Improvement and 


Implementation Plan 
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2. Major support of major “Transformation”. The Stephen Group 


continues to provide technical assistance and project management to 


the State of Texas in implementing its Transformation Plan 


Summary of project 
outcomes 


150 recommendations leading to a major transformation of every 


aspect of agency operations: policy development, recruiting, training, 


case decision making, communications, as well as organizational 


changes and performance review process transformation for over 


9000 employees.  The client is now implementing each of The Stephen 


Group’s recommendations to wide public acclaim: 


"[A] consulting group, The Stephen Group, reviewed CPS exit 


interviews from an entire year as part of an overall agency 


review. That report was remarkably insightful" 


http://www.mysanantonio.com/opinion/editorials/article/Let-


public-see-CPS-exit-interviews-5976244.php 


 


"[T]he Department of Family and Protective Services hired a 


consulting group — The Stephen Group — to conduct a top to 


bottom review of Child Protective Services. The result was a 


remarkably informative 475-report filled with details on how 


the agency operates, what’s not working and how to fix it" 


http://investigations.blog.statesman.com/2014/12/03/72/ 


State of Arkansas 


The Stephen Group was chartered to provide to the members of the Arkansas General 


Assembly detailed and accurate information concerning the current state of health care 


programs in the State of Arkansas, as well as recommendations for alternatives to the current 


programs and options for modernizing Medicaid programs serving the indigent, aged, and 


disabled.  The project provided recommendations regarding contract consolidation and 


administrative efficiencies as well as an examination of the roles of other agencies in the state 


that impact the patient populations.  The project provided recommendations for an alternative 


healthcare coverage model to ensure the continued availability of healthcare services for 


vulnerable populations covered by Arkansas’ expansion population – known as the private 


option, since they are accessing their essential benefits and health services through private 


carriers.  It also provided recommendations for options to modernize Medicaid programs as 


well as an audit of the current Medicaid system in Arkansas, as well as the case management 


tracking for beneficiaries across social services programs.  It provided descriptions and 


comparisons of successful Medicaid programs in other states, and recommendations of 


procedures to optimize and streamline the review and approval process for state plan 


amendments and other Medicaid rules. The Stephen Group proposed Team involved in this 


project: John Stephen, Dr. William Oliver, Dr. Stephen Palmer, Richard Kellogg, Jason 


Melancon, and Michael Walker. 
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Start and end dates June 1, 2015 to present 


Project’s objectives, 
scope and 
deliverables 


Phase 1. Assess Medicaid program and Private Option and recommend 


solutions for efficiency and to control spending, to include 


organizational changes to the Department of Human Services, Division 


of Medicaid.  Also, offer alternative solutions for the expansion 


population as the foundation for debates during the 2016 legislative 


session concerning how to proceed with both 


Phase 2. Implement recommendations 


Summary of project 
outcomes 


105 recommendations the legislature is now debating.  See discussion 


under the Specific Engagement section about the Governor’s positive 


response 


State of Mississippi:  


In Mississippi, The Stephen Group was hired to assess the organization and systems at the 


Mississippi Department of Human Services that had connection to Medicaid. The Medicaid 


department was a separate state agency and DHS was looking to align its operations and 


enhance synergies for collaboration between the two agencies; especially when dealing with 


aspects of Medicaid integration among child support, Temporary Aid to Needy Families, 


SNAP and other aspect of Human Services economic services.   The Stephen Group developed 


for the state DHS a plan for the integration and interface of eligibility systems of Medicaid 


and Human Services involving TANF, SNAP, and Medicaid.  This involved aspects of 


organizational review and assessment, business plan and strategy for transformation, A-87 


Waiver opportunities and future systems integration using MITA standards – developing the 


strategic plan and providing assistance through documentation and drafting of pre-  Advanced 


Planning Development preparation.  


Four relevant projects: 


Assessment of the State’s Child Support Program and Medicaid IV D Spending, with 


Recommendations for Improvement.   March 2014 to October 2014.   The Stephen Group 


proposed team involved in this project: John Stephen, Richard Kellogg, and Dr. William 


Oliver. 


Technical Assistance to State with the Outsourcing of 17 Counties in Child Support/Medicaid 


IV D Program, Including Drafting RFP, Assisting in Evaluation of Vendor and Developing 


State’s Continuous Quality Improvement Plan for Non-outsourced Counties.    October 2014 


to January 2015.  The Stephen Group proposed team involved in this project: John Stephen.   


Providing Project Management and Technical Assistance to State in Developing and 


Sustaining Continuous Quality Improvements in the Child Support and Medicaid IV D 


Funding and Integration Efforts with State Medicaid.  Chosen as vendor for this contract, 


effective April 1, 2015 to April 1, 2016.  The Stephen Group proposed team involved in this 


project: John Stephen.  
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Assessment of A 87 Medicaid Integration Waiver for Department of Human Services System 


Upgrades to Integrate Eligibility with Medicaid Program. March to July 2013. The Stephen 


Group proposed team involved in this project: John Stephen, Dr. William Oliver and Richard 


Kellogg. 


State of Florida 


Assessment of State’s Medicaid Fraud Benefit Recovery Unit Operations and Identification of 


Areas of Efficiency and Opportunity to Improve Recoveries, Including TANF and SNAP 


Programs. October to December 2012.  The Stephen Group team involved in this project: John 


Stephen and Dr. William Oliver. 


Implementation of Recommendations to address Medicaid Benefit Recovery Fraud Backlog 


and Development of a Plan to Integrate State Department Systems and Prioritization Tool for 


Claims Management.   The Stephen Group was able to far exceed state’s expectations and 


realize over $800,000 in fraud recoveries while identifying a future prioritization and 


integration design to save millions of dollars in the future for taxpayers.   April to July 2013.  


The Stephen Group team involved in this project: John Stephen and Dr. William Oliver. 


Start and end dates July 2011 to October 2014 


Brief description of 
all project 
deliverables 


1. Develop the business case for $200 million of systems improvements 


to better support Child Protective Services 


2. Assessment of State’s Medicaid Fraud Benefit Recovery Unit 


Operations and Identification of Areas of Efficiency and Opportunity 


to Improve Recoveries, Including TANF and SNAP Programs 


3. Implementation of recommendations to address Medicaid Benefit 


Recovery Fraud Backlog and Development of a Plan to Integrate State 


Department Systems and Prioritization Tool for Claims Management 


Project’s objectives, 
scope and 
deliverables and 
summary of project 
outcomes 


Completed a transformative redesign of CPS statewide, working 


directly with the State HHS Secretary.  Developed the business case for 


Governor and Legislative approval 


As a result of The Stephen Group’s assessment of the Medicaid 


Recoveries Unit, DHS re-contracted for the services, expanding the 


scope, changing the approach to contracting, and changing the vendor 


The Stephen Group was able to far exceed state’s expectations and 


realize over $800,000 in fraud recoveries while identifying a future 


prioritization and integration design to save millions of dollars in the 


future for taxpayers 


“I would like to thank you and your team for your diligence and 


expertise with this project. I believe with your teams recommendations 


we are headed in the right direction in becoming a world class 


organization. I am grateful to have had the opportunity to work with 


such an excellent group of individuals within your team.”   Sheri Lynn, 
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Florida Benefit Recovery Unit Director, Department of Children and 


Family Services, Program Integrity Division 


State of South Carolina 


Assessment of State Medicaid Long Term Care Program with Recommendations for Future 


Reform and Savings.  In South Carolina, The Stephen Group reviewed the operations of the 


Department of Human Services as they pertained to Long Term Care and made several 


recommendations on the future of the program and the services to many of South Carolina 


elders, particularly those on the home and community based waiver program and in 


institutional care.   The Stephen Group conducted extensive analysis and field, staff and 


stakeholder interviews and arrived at a strategic plan to transform S.C. long term care services 


into a quality operation focusing on community based care and care coordination, with 


managed care integration among many dual eligible individuals as well.  Many of the 


recommendations contained in the report delivered to the South Carolina Department of 


Human Services were implemented as the state has recently worked to integrate the long term 


care Medicaid dual eligible population into a managed care strategy recommended by The 


Stephen Group.   


Rhode Island 


Global Waiver.  Three of the proposing team members were part of the consulting team that 


designed and developed the Rhode Island Medicaid 1115 Waiver which was approved by CMS 


in 2009.  Specifically, The Stephen Group managing partner and project manager for this 


proposal, John Stephen, assisted Rhode Island Governor Donald Carcieri in drafting and 


negotiating the Rhode Island Global Medicaid Waiver.  This landmark Medicaid Waiver was 


subsequently adopted by the Rhode Island General Assembly in January of 2009.   The Waiver 


was the first Medicaid Waiver ever to place a cap on total Medicaid spending and provide a 


state with unprecedented flexibility from federal regulations.   According to a report by The 


Lewin Group in December of 2011, the Waiver has generated savings of over $100 million in 


its first two years.  Governor Carcieri called John’s work “an unqualified success” and one 


that his state is “tremendously grateful for.”   


 


4.7.1 Length of time vendor has been providing services described in this RFP to the 


public and/or private sector.  Please provide a brief description. 


As an entity, The Stephen Group has been serving states for 4 years.  The Stephen Group 


offers services built on the individual members’ work together for over 10 years.  Several of 


the Stephen Group worked together for 5 years previously with The Lucas Group, offering 


similar services to state agencies.  Other members have worked together in various capacities 


as agency leadership in New Hampshire and other states for over 10 years. 
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4.2 SUBCONTRACTOR INFORMATION 


4.2.1 Does this proposal include the use of subcontractors? 


 


Yes  No x 


 


If “Yes”, vendor must: 


 


The balance of section 4.8 is Not Applicable 


 


Identify specific subcontractors and the specific requirements of this RFP for which each proposed 


subcontractor will perform services. 


If any tasks are to be completed by subcontractor(s), vendors must: 


A.  Describe the relevant contractual arrangements; 


B.  Describe how the work of any subcontractor(s) will be supervised, channels of 


communication will be maintained and compliance with contract terms assured; and 


C. Describe your previous experience with subcontractor(s). 


4.2.1.3 Vendors must describe the methodology, processes and tools utilized for: 


 Selecting and qualifying appropriate subcontractors for the project/contract; 


 Ensuring subcontractor compliance with the overall performance objectives for the 


project;  


 Ensuring that subcontractor deliverables meet the quality objectives of the 


project/contract; and 


 Providing proof of payment to any subcontractor(s) used for this project/contract, if 


requested by the State.  Proposal should include a plan by which, at the State’s request, 


the State will be notified of such payments. 


4.2.1.4 Provide the same information for any proposed subcontractors as requested in Section 


4.1, Vendor Information. 


4.2.1.5 Business references as specified in Section 4.3, Business References must be provided 


for any proposed subcontractors. 


4.2.1.6 Vendor shall not allow any subcontractor to commence work until all insurance required 


of the subcontractor is provided to the vendor. 


4.2.1.7 Vendor must notify the using agency of the intended use of any subcontractors not 


identified within their original proposal and provide the information originally requested 


in the RFP in Section 4.2, Subcontractor Information.  The vendor must receive agency 


approval prior to subcontractor commencing work. 
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4.3 BUSINESS REFERENCES 


4.3.1 Vendors should provide a maximum of three (3) business references from similar 


projects performed for private, state and/or large local government clients within 


the last five (5) years. 


4.3.2 Vendors must provide the following information for every business reference 


provided by the vendor and/or subcontractor: 


The “Company Name” must be the name of the proposing vendor or the vendor’s proposed 


subcontractor.   


 


Reference #: 1 


Company Name: The Stephen Group 


Identify role company will have for this RFP project 


(Check appropriate role below): 


x VENDOR  SUBCONTRACTOR 


Project Name: Health Care Program Reform/Medicaid Consulting Services 


Primary Contact Information 


Name: Mark Story 


Street Address: 700 Main Street 


City, State, Zip: Little Rock, Arkansas, 72203-1437 


Phone, including area code: (501) 320-8955 


Facsimile, including area code:  


Email address: mark.story@dhs.arkansas.gov 


 


 


Alternate Contact Information 


Name: Craig Cloud 
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Street Address: 700 Main Street 


City, State, Zip: Little Rock, Arkansas, 72203-1437 


Phone, including area code: 501-682-2441     


Facsimile, including area code:  


Email address: craig.cloud@dhhs.arkansas.gov 


Project Information 


Brief description of the 


project/contract and description of 


services performed, including 


technical environment (i.e., 


software applications, data 


communications, etc.) if 


applicable: 


TSG was retained by a Task Force of the Legislature and 


managed by the Bureau of Legislative Research.  The 


purpose of the project was to, “provide to the members of 


the Arkansas General Assembly detailed and accurate 


information concerning the current state of health care 


programs in the State of Arkansas, as well as 


recommendations for alternatives to the current programs 


and options for modernizing Medicaid programs serving 


the indigent, aged, and disabled.” 


Original Project/Contract Start 


Date: 
May 2015 


Original Project/Contract End 


Date: 
October 2015 


Original Project/Contract Value: $1,000,000 


Final Project/Contract Date: October 2015 


Was project/contract completed in 


time originally allotted, and if not, 


why not? 


Yes 


Was project/contract completed 


within or under the original 


budget/ cost proposal, and if not, 


why not? 


Yes 


 


Reference #: 2 


Company Name: The Stephen Group 
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Identify role company will have for this RFP project 


(Check appropriate role below): 


x VENDOR  SUBCONTRACTOR 


Project Name: Assist the Mississippi Department of Human Services (MDHS) to advise State 


government to make an informed decision on how to bring greater efficiency 


to its child support program 


Primary Contact Information 


Name: John Davis 


Street Address: 750 N State St 


City, State, Zip: Jackson, MS 


Phone, including area code: (800) 345-6347 


Facsimile, including area code:  


Email address: John.Davis@mdhs.ms.gov 


 


 


Alternate Contact Information 


Name: Will Smith 


Street Address: 750 N State St 


City, State, Zip: Jackson, MS 


Phone, including area code: (800) 345-6347 


Facsimile, including area code:  


Email address: Will.smith@mdhs.ms.gov 


Project Information 


Brief description of the 


project/contract and description of 


services performed, including 


This project will help MDHS assure that the necessary 


data is identified and available so that systems 


performance can be measured, problems are identified and 
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technical environment (i.e., 


software applications, data 


communications, etc.) if 


applicable: 


corrected, and whether such problems are related to 


external or internal factors.  This is necessary to make 


informed decisions as to whether improvements can be 


made by improving them through internal MDHS 


department reform, outsourcing functions to a private 


contractor or recommending improvements in external 


factors over which neither the department nor a private 


sector contractor would have control. 


Original Project/Contract Start 


Date: 
January 2014 


Original Project/Contract End 


Date: 
December 2014 


Original Project/Contract Value: $500,000 


Final Project/Contract Date: June 2015 


Was project/contract completed in 


time originally allotted, and if not, 


why not? 


Yes 


Was project/contract completed 


within or under the original 


budget/ cost proposal, and if not, 


why not? 


Yes 


 


Reference #: 3 


Company Name: The Stephen Group 


Identify role company will have for this RFP project 


(Check appropriate role below): 


x VENDOR  SUBCONTRACTOR 


Project Name: Texas Department of Family and Protective Services Child Protective 


Services Operational Review 


Primary Contact Information 


Name: Katie Olse 
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Street Address: 701 W. 51st St. 


City, State, Zip: Austin, Texas 78751 


Phone, including area code: 512-438-4870 


Facsimile, including area code: 512-438-3525 


Email address: katie.olse@dfps.state.tx.us 


 


 


Alternate Contact Information 


Name: John Specia 


Street Address: 701 W. 51st St. 


City, State, Zip: Austin, Texas 78751 


Phone, including area code: 512-438-4870 


Facsimile, including area code: 512-438-3525 


Email address: john.specia@dfps.state.tx.us 


Project Information 


Brief description of the 


project/contract and description of 


services performed, including 


technical environment (i.e., 


software applications, data 


communications, etc.) if 


applicable: 


Comprehensive review of the internal operations of the 


Child Protective Services division.  The review should offer 


recommendations as to how it can be managed and 


operated more effectively and efficiently, in accordance 


with state and federal law.   The consultant should provide 


a framework for conducting the review of the CPS 


operations, including allocation of staff, decision-making, 


work-flow; and general business processes including 


policy, procedures, guidelines and relevant support 


structures that may include training, hiring practices, 


contracting and finance 


Original Project/Contract Start 


Date: 
November 2013 
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Original Project/Contract End 


Date: 
June 2014 


Original Project/Contract Value: $750,965 


Final Project/Contract Date: February 2016 


Was project/contract completed in 


time originally allotted, and if not, 


why not? 


Yes 


Was project/contract completed 


within or under the original 


budget/ cost proposal, and if not, 


why not? 


Yes 


 


4.3.3 Vendors must also submit Attachment F, Reference Questionnaire to the business 


references that are identified in Section 4.3.2.   


Completed 


 


4.3.4 The company identified as the business references must submit the Reference 


Questionnaire directly to the Purchasing Division.  


Noted 


 


4.3.5 It is the vendor’s responsibility to ensure that completed forms are received by the 


Purchasing Division on or before the deadline as specified in Section 8, RFP Timeline 


for inclusion in the evaluation process.  Reference Questionnaires not received, or 


not complete, may adversely affect the vendor’s score in the evaluation process.   


Noted 


 


4.3.6 The State reserves the right to contact and verify any and all references listed 


regarding the quality and degree of satisfaction for such performance. 


Noted 
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4.10 VENDOR STAFF RESUMES 


A resume must be completed for each proposed key personnel responsible for performance under 


any contract resulting from this RFP per Attachment G, Proposed Staff Resume. 


See Tab VIII – Attachment G – Proposed Staff Resume 
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Tab VIII – Attachment G – Proposed Staff Resume 


A. Vendors must include all proposed staff resumes per Section 4.4, Vendor Staff Resumes 


in this section.   


John Stephen 


John Stephen is the founder and managing partner of The Stephen Group, a government 


consulting firm, focusing on assisting state governments in healthcare and social services 


reform, program efficiency and management consulting.  Prior to founding The Stephen 


Group, John served as Commissioner of the New Hampshire Department of Health and 


Human Services from 2003 to 2007.  In that capacity, John was in charge of the state’s largest 


department, which included Medicaid, the divisions of children youth and families, behavioral 


health, developmental disabilities, public health, juvenile justice, and financial assistance.  


John led the DHHS through a period of major innovation and reorganization, including 


improving Medicaid and child welfare operations and engaging families on assistance in work 


activities.  John also developed and implemented a nationally recognized Health Care Reform 


programs that focused Medicaid on prevention, wellness and rebalancing long term care.   


John initiated disease management and care coordination programs that transitioned New 


Hampshire Medicaid away from treating the sick to keeping people healthy.  Through all of 


John’s efforts, Medicaid long term care home and community placements increased 23%, 


replacing more expensive nursing home placements, which dropped 11%. Moreover, during 


each of the four years John was Commissioner, New Hampshire ranked first nationally in the 


Kids Count survey. During that same period, the enrollment of low income, uninsured 


children into the State’s Medicaid and SCHIP program increased by 7500. John also oversaw 


the state’s welfare program, Special Nutritional Assistance Program (SNAP) and Temporary 


Aid to Needy Families (TANF) program.  In this role, John was also able to transform welfare 


in New Hampshire, reducing the rolls by 20 percent and dramatically increasing work 


participation rates by bringing accountability to the program.  John also assisted the State of 


New Hampshire in drafting legislation transitioning the Medicaid Fee-For-Service program to 


capitated, full risk, managed care for all Medicaid populations and services. 


During his management consulting career, John has led efforts in numerous states to 


transform various aspects of Health and Human Services to provide better quality and access 


for beneficiaries.  Most recently, in 2015, John led a TSG team in reviewing and analyzing the 


entire operations of the Arkansas Department of Human Services (DHS), Medicaid, Long 


Term Care, Behavioral Health, and Developmental Disabilities programs.  TSG was chosen to 


provide consulting services to the Legislatively created Health Care Task Force.  TSG was 


chosen pursuant to a state law passed to hire a consultant through competitive process to 


identify an alternative to the Health Care Independence Program and way to improve the 


entire efficiency and operations of the Medicaid program.  John and the TSG team provided 


detailed analysis, support and state best practice review to the Health Care Reform Task Force 


as it analyzed the benefits of moving from a Fee-For-Service program to one that is based on 


principles of managed care.   John and his team have provided the Task Force with detailed 


recommendations on a number of operational, organizational, contract management and 
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system-wide integration and efficiency solutions that will save millions of dollars in the long 


run and improve the quality and access of the Medicaid program in Arkansas.    


After delivering its Assessment Report and Recommendations to the Task Force in October of 


2015, John and the TSG team were asked by the State to stay on and develop an 


implementation plan and monitor the implementation activities of the Department, acting as 


the legislative monitor for the legislatively created Task Force on a number of Medicaid 


transformation projects that are making their way through the executive branch in that state.   


In 2014, John also led a TSG team that conducted an end-to-end assessment of the Child 


Protective Services organization, process, and technology in the State of Texas.  This 


assessment concentrated of all aspects of child welfare, including protective services, family 


based services, children’s Medicaid and foster care services.   John and his team, developed a 


comprehensive analysis including and assessment of contracts management, including IV E 


contracts, organizational design and continuous quality improvement.   John assisted the 


Commissioner of the Department of Family and Protective Services in his evaluation of the 


managed care vendor responses for the Texas Star Health foster care Medicaid managed care 


program.   John was also asked during 2014 and 2015 to regularly appear before legislative 


committees as an independent consultant offering thoughts and advice on various aspects of 


child welfare reform.   


Subsequent to the delivery of the Assessment Report, John and the TSG team was asked by the 


State of Texas Department of Children and Families to help the state child protective services 


implement the TSG recommendations.  The TSG team in Texas has subsequently led regional 


teams to facilitate over 20 significant initiatives to improve field operations including reduced 


time to permanency, improved provisioning of services to families, improved working 


relationships within the Department, and accelerated closing of investigations that met criteria 


for administrative closure, and improved training of new hires. Overall goals of 


transformation are to reduce turnover, decrease time to permanency, and decrease time to 


close investigations.    


Prior to his work in Texas Child Welfare, John also completed a project in 2011 for the State 


of South Carolina Medicaid department, reviewing the states long term care system and 


making recommendations on enhancing the coordination of its elder care program and 


providing more opportunities for community based care, rather than institutional care.  John 


and his team also provided detailed program analysis and review.   This review led to South 


Carolina moving forward as one of the early states in a CMS dual eligible program 


Demonstration.   


John also assisted the State of Florida Department of Children and Families in its Child 


Welfare Transformation initiative in 2010 and worked with the state staff to prepare business 


case and support for RFP for $100 million of technology work to support the Transformation 


as well as the maintenance and operations to support the SACWIS system.  John also assisted 


in drafting legislation to implement new approaches for Unified Home Studies, support for 


legislatively mandated changes to Independent Living and Affordable Care Act, and a new 


Safety Decision Making Framework, Safety Plan, and Family Functioning Assessment.   
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In the past, John has also worked extensively on other state health and human services 


projects in the states of South Carolina, Mississippi, Pennsylvania, Rhode Island, Florida, 


Illinois, and Maine.   


 


John recently served as technical advisor to the State of Illinois in interviewing candidates for 


the head of Medicaid, Health and Finance and Child Welfare agencies.   John served as a 


consultant to Illinois Governor Patrick Quinn’s Taxpayer Action Board and in the capacity 


drafted the Board’s report on Medicaid and Human Services system recommendations.  John 


was also asked by the State of Illinois Senate Special Committee on Medicaid Reform to 


provide key testimony in December of 2010 that led to Illinois passing legislation that has 


resulted in the state rebalancing long term care away from high cost nursing home care and 


moving to an enhanced care management program outside of Cook County.   John, acting as 


the TSG lead, completed a Medicaid cost efficiency study for the Illinois Policy Institute, 


which led to a series of recommendations incorporated by the Illinois legislature.   


John also led the TSG project team in assessing the State of Florida’s Program Integrity 


Office, Benefits Recovery Unit and its efforts in recovering Medicaid funds from individuals 


who commit Medicaid fraud, along with Food Stamp and TANF fraud.   His team’s efforts led 


to recommendations that identified over $125 Million in additional fraud and overpayment 


recovery opportunities for Florida.   


Educational background: John received his BA from the University of New Hampshire, 


Whittemore School of Business and Economics, 1984, and a JD from Detroit College of Law 


at Michigan State University in 1987.   


Richard Kellogg 


Richard Kellogg is a senior consultant for TSG and will work closely with the team on all 


aspects of Medicaid policy, organizational structure, functionality and productivity, as well as 


conducting research and making recommendations for reform.  Richard has served in state 


leadership positions as Commissioner, Deputy, or Director in the states of Virginia, 


Tennessee, New Hampshire and Washington from1994 through 2011 for Behavioral Health, 


Long Term Care, Intellectual/Developmental Disabilities, Medicaid, and an $11 billion budget 


integrated Secretariat. Richard’s scope of experience and knowledge includes state 


government and provider organizational models and governance, medical/pharmacy services, 


adult and children’s mental health and substance abuse service systems, psychiatric hospitals, 


ICF/IDs, SNFs, community based services and supports, and long-term care services systems.  


In Washington, Richard was a senior member of the Medicaid Executive Committee, served 


the Department of Social and Health Services ($11 billion budget) as Director of Integrated 


Health Services, reporting directly to the Secretary, and was a member of the Governor’s Sub-


Cabinet on Health Reform. He has an extensive background and responsibility for state 


agency and provider organizational models, budget, CMS Medicaid managed care models and 


contracts, waivers, community services and state Hospitals, ICF/IDs, and SNFs, and 


integrated Medicaid policy, contracting, implementation, and performance accountability. 


Richard worked as a team with Managing Partner John Stephen on the South Carolina 


LTC/Dual Eligibles project for Governor Haley and was a Senior Consultant team member on 
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the Arkansas Project focused on research and recommendations on an integrated approach to 


Medicaid policy, waivers, delivery systems and contracting options, and reorganized state 


agency/departments integration. 


Educational background:  Richard received his BA and his M. Ed. (Organizational 


Development) from the University of Vermont. He has taken advanced education at 


Dartmouth College: CAS:  Administrative Psychiatry: 1989, and Harvard University: CAS: 


New World of Health Care Economics: 2001 


Dr. Stephen Palmer 


Biography: Dr. Stephen Palmer is a Senior Consultant at The Stephen Group.   Dr. Palmer 


served as the Director of the Office of E-Health Coordination for the Texas Health and 


Human Services Commission and as the Texas State Health IT Coordinator from 2010 


through 2013.  In these roles, he was responsible for leading the Office of E-Health 


Coordination and coordinating the numerous HIT initiatives that were being implemented 


within the Texas HHS system and throughout the state.  In the role of State Health IT 


Coordinator, Dr. Palmer managed the Texas state health information exchange program and 


coordinated the other federally-funded HIT initiatives throughout the state.  Dr. Palmer served 


on the Bipartisan Policy Center’s Task Force on Delivery System Reform and HIT, the HIT 


Standards Committee’s Implementation Workgroup, and the Board of the National eHealth 


Collaborative. 


Prior to joining the Health and Human Services Commission, Dr. Palmer served as the lead 


policy analyst for the Texas Health Care Policy Council in the Office of the Governor, the 


Governor’s advisor for health information technology, the Project Director for the Texas 


Health Information Technology Advisory Committee, the Chair of the Texas delegation to the 


Gulf Coast Health Information Technology Task Force, and an advisory member of the State 


Alliance for e-Health, an advisory group providing a voice for the states on HIT issues at the 


national level. 


Prior to joining the Office of the Governor, Dr. Palmer worked as a Medicaid/CHIP policy 


advisor to the Deputy Executive Commissioner for Health Services at the Texas Health and 


Human Services Commission.  Dr. Palmer also previously worked on the policy staff of the 


Texas Senate Health and Human Services Committee.  Prior to changing careers into public 


policy, Dr. Palmer was an information technology consultant focusing on interface 


programming and database administration. 


Educational background: Dr. Palmer received a Bachelor’s degree in physics and philosophy 


from Rice University and a Master's in Public Affairs and PhD in Public Policy from the LBJ 


School of Public Affairs at the University of Texas, where his doctoral research focused on 


health information technology policy. 


Dr. William Oliver 


Dr. William J. Oliver is a Senior Consultant at The Stephen Group and has over 25 years of 


experience leading teams and helping senior technology and operating executives improve 


their organizations’ effectiveness.  He has supported the Secretaries of Health and Human 


Service with projects in Arkansas, Texas, Mississippi, Florida, Indiana, Missouri, 
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Pennsylvania, Rhode Island, South Carolina, and New York. Dr. Oliver brings extensive 


experience working with private sector healthcare payers and providers as well. 


In Arkansas, Dr. Oliver conducted breakthrough analyses of Medicaid claims.  This included 


comparison of claims made through the State’s FFS and capitated programs to assess the 


impact of the capitated “Private Option” (MCO) expansion program.  They also included 


detailed analyses of hundreds of millions of claims for the elderly, disability waiver programs, 


and behavioral health.  Each of these led to policy and program recommendations.  In Texas, 


Dr. Oliver assisted the Division of Children and Families to assess its program and develop a 


transformation program to improve.  Dr. Oliver’s part of the project focused on recruitment, 


training and retention, and on the process of assessing, developing and launching new policy.  


These led to major aspects of a transformation program that is dramatically improving 


retention and quality of service.  Dr. Oliver supported Florida through a series of projects over 


2 years.  These included developing the statement of need, technical design and benefits case 


for a $100 million system expansion.  It also included assessing the integrity case management 


process and conducting a catch up campaign to help the state recover from an 18 month 


claims backlog.  In Mississippi, Dr. Oliver documented and assessed DCF work processes, 


documented process cost and developed a strategy for improving process efficiency and 


quality. 


Dr. Oliver led a team that assessed the opportunity and implemented the outsourcing of 


eligibility for Indiana’s Family and Social Services Administration.  He improved eligibility 


processes in Pennsylvania and Missouri.  He also helped design and obtain approval for the 


Rhode Island Global Medicaid Waiver.   


In addition to consulting with state benefits agencies, Dr. Oliver has helped seven major 


hospitals improve their economics through better process and strategy.  He worked for over a 


year improving systems and processes for BCBS of Massachusetts.  He built a successful 


medical billing software company and invested in healthcare software as part of 3i, a global 


VC firm. 


He has also served as interim CFO of Boston’s Trustees of Health and Hospitals, COO of 


BridgeHRO (HR outsourcing services), Client Partner of Granitar Systems (web 


development), Director of Gemini Consulting (process improvement consulting for hospitals), 


senior manager of KMPG (consulting to BCBS of MA), and with Bain & Company, where he 


was a founding member of Bain’s well known healthcare practice. 


Educational background: Dr. Oliver holds a Doctors in Management from Case Western 


Reserve University, a Masters in Management from MIT’s Sloan School of Management, and 


a BBA in Accounting from the University of Alaska. Dr. Oliver is a CPA. 


Lindsay Littlefield 


Biography: Lindsay Littlefield is a senior consultant at The Stephen Group, where she focuses 


on project management, data analysis, and provides additional expertise in health and human 


services. Prior to joining The Stephen Group, Lindsay worked as a budget and performance 


analyst at the Texas Legislative Budget Board (Legislative Budget Board) and was a senior 


consultant at MAXIMUS. 
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Lindsay acted as project manager during the implementation phase of The Stephen Group’s 


engagement with the Texas Department of Family and Protective Services (2014 – present). 


She established the weekly status reporting structure and was responsible for preparing and 


submitting TSG’s weekly submissions. She created additional report templates and processes 


as needed and established issue/risk escalation processes and tracking. Lindsay advised the 


client on format, contents, drafting, and editing of multiple external reports to the Texas 


Sunset Advisory Commission and Legislature. She advised regional management staff in 


implementation of Transformation initiatives, including providing assistance with change 


management, project management, and communications. Lindsay used various methodologies 


including facilitating focus groups, conducting business process mapping, performing data 


analysis, and conducting literature reviews and best practice research from other states to help 


them resolve issues. Lindsay conducted ad hoc research and data analysis as needed and 


summarized findings in reports and presentations. 


Prior to joining The Stephen Group, Lindsay worked at the Legislative Budget Board for over 


7 years. At the Legislative Budget Board, Lindsay was the lead budget analyst for the 


Department of Aging and Disability Services. Lindsay has a policy and budget background in 


Medicaid acute care and long-term services and supports. She developed budget and policy 


recommendations to improve the efficiency and effectiveness of state government operations, 


authoring legislative reports on a variety of Medicaid and non-Medicaid topics; monitored 


trends and innovations at the federal level and in other states and analyzed applicability to 


Texas; and briefed internal management, state legislative members, and state executive 


leadership and staff on areas of research, including providing frequent testimony before policy 


and budget committees.  She managed a cross-agency project team on the Texas state 


supported living center system and authored the report “Decrease the Number of State 


Supported Living Centers to Reduce Costs and Improve Care.”  


Prior to her work at the Legislative Budget Board, Lindsay was a senior consultant with 


MAXIMUS, where she was selected to participate in the Management Development Program. 


The program provided participants with intensive mentoring resources, management training, 


and afforded the opportunity to rotate throughout the firm.  


Educational background: Lindsay has a Master's degree in Public Affairs at the LBJ School 


of Public Affairs at the University of Texas, and a B.A, in Political Science and 


Communication from Wake Forest University, where she graduated Summa cum laude and 


was a 2002 Harry S. Truman Scholar. 


Sheila Cooper 


Biography: Sheila Cooper, a Stephen Group Senior Consultant, brings over 18 years of state 


government experience.  Her background includes wide-ranging work in Medicaid including 


experience with Medicaid Management Information Systems (MMIS), Medicaid Information 


Technology Architecture (MITA), health insurance exchange, Medicaid managed care, and 


performance based contracting. As an independent consultant, her current client work 


includes consulting on Medicaid modularization and managed care IT readiness. Sheila has 


extensive background in functional requirements development, business and use case 


analysis, clinical business intelligence, advance planning document (APD) preparation and 


negotiation, integrated eligibility for health and human services programs, Health Insurance 
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Portability and Accountability Act (HIPAA) privacy and security, HIPAA electronic data 


interchange, and project management. 


Sheila’s most recent work includes assisting several health plans with the implementation of a 


new line of Medicaid managed care business for SSI children, a complex program that 


includes both acute care services and long term services and supports.  Sheila works with 


multiple health plans to ensure their organization and infrastructure is operationally ready to 


efficiently and effectively implement the new program.  This includes review and improvement 


of the current organizational structure, current systems, workflows, and all aspects of the 


client’s implementation planning. Sheila facilitates executive level decision making and is an 


experienced facilitator, able to assist groups in achieving consensus. 


Sheila was previously a client executive with CSG Government Solutions.  Before that, she 


was with the Texas Health and Human Services Commission (HHSC) where she served as 


Project Manager for Medicaid Information Technology Architecture (MITA) State-Self 


Assessment (SS-A) and to create a road map for the 52,000-employee health and human 


service agency.  She worked with over 240 subject matter experts and obtained a far-reaching 


and in-depth knowledge of the all aspects of Medicaid.  Sheila facilitated sessions with HHSC 


executive management to develop a strategic plan for MITA, producing a proposed project 


portfolio that was standards based, moved HHS toward inter-operability, and was centered in 


improving HIT and health information exchange (HIE) for the Medicaid Enterprise. 


During her tenure at HHSC, Sheila served as the lead for all MMIS Advance Planning 


Documents (APD).  She developed and delivered over 50 APDs resulting in federal approval 


for millions of dollars of enhanced funding for the State of Texas. She utilized extensive 


knowledge of state and federal regulations and the state and federal budgeting process and 


prepared detailed project documentation and budgets. She worked closely with Centers for 


Medicare and Medicaid Services (CMS) regional and central office staff, building close 


relationships and using negotiation skills to maximize federal funding. 


Educational background: Sheila received her BA (Psychology) from Dartmouth College in 


Hanover, New Hampshire and her Masters in Business Administration from the Anderson 


School of Management at the University of California, Los Angeles. 
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Tab IX – Other Informational Material 


The Stephen Group has not submitted Other Informational Material 
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Amendment 1 


 


 
State of Nevada 


 


  
 


Brian Sandoval 


Department of Administration Governor 


Purchasing Division  
515 E. Musser Street, Suite 300 Jeffrey Haag 


Carson City, NV  89701 Administrator 


4.  


SUBJECT: Amendment 1 to Request for Proposal 2103 


RFP TITLE: 
Evaluation and Planning Services for the Potential Expansion of 


the Medicaid Managed Care Organization Program 


DATE OF 


AMENDMENT: 
February 9, 2016 


DATE OF RFP 


RELEASE: 
January 21, 2016 


OPENING DATE: February 19, 2016 


OPENING TIME: 2:00 PM 


CONTACT: Annette Morfin, Procurement Staff Member 


 


The following shall be a part of RFP 2103.  If a vendor has already returned a proposal and any of 


the information provided below changes that proposal, please submit the changes along with this 


amendment.  You need not re-submit an entire proposal prior to the opening date and time. 
 


 


1. For the 3 maximum business references required per section 4.3.1, is it acceptable for 


vendors  to submit references for key personnel who can speak to their work on related 


projects, even if  the work occurred prior to their tenure with the responding vendor (but 


within the last five  years)?   
 


Yes. 
 


2. Page 4 Section 1.3 - Does the State anticipate that the extensions would be two one-year 


 extensions or one two-year extension?   
 


Two (2) one-year extensions.   
 


3. Page 9 Section 3.2.3 - What data does the State currently have available to support the 


 development of the cost benefit analysis? Does the State anticipate that the selected firm 


will be required to gather new data or analyze existing data to satisfy this requirement? 
 


Currently, the State has claims data, CMS 64 reporting, extensive information and detail 


on IGT, CPE and drug rebates.  The State also has an analysis completed by its actuary 


that was used to submit a fiscal note submitted for AB310 during the 2015 Nevada 
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Legislative session.  The analysis includes the potential savings for Nevada’s entire 


Aged, Blind and Disabled population and addresses the “claims tail” (requirement of 


having to pay Fee For Service run out claims at the same time a capitated payment is 


made to the MCO plans) creating a potential cash flow concern for the State.   AB310 


was not passed; however, the potential MCO expansion for the waiver population is 


addressed in AB514, section 37.  The website where this information can be found is:  
 


https://www.leg.state.nv.us/App/NELIS/REL/78th2015/Bill/1813/FiscalNotes , and 


https://www.leg.state.nv.us/App/NELIS/REL/78th2015/Bill/3353/Text.  


 


 


The State anticipates that State staff will be able to gather existing data necessary; 


however, the State does anticipate the selected firm may have recommendations to 


include other valuable data that may or may not be readily available.  If the State agrees 


with the firm’s recommendation and State staff are not able to conduct the analysis the 


firm may be authorized to gather and analyze additional data through a work order 


change at whatever agreed amount through the cost proposal and/or contract 


negotiations.     


  


4. Page 9 Section 3.2 and 3.3 - To what extent does the State already have available the data 


 necessary to conduct the analyses requested under the scope of work? For example, 


recipient  demographic and geographic information, provider MCO participation, and 


provider  geographic information.   


 


The state has access to recipient and provider enrollment information.  An access to care 


study is available at: http://dhcfp.nv.gov/Members/BLU/MCOMain/  


 


For a copy of the report go to “2014-2015 Network Adequacy Report” link at the above 


website address.     
 


In addition, the State has a Data Warehouse where all Fee-For-Service and MCO 


claims, enrollment and eligibility data and other utilization of services is housed.   


 


5. Page 9 Section 3.3.1 - Does the State have a preferred number of town hall sessions? The 


level of effort would differ depending whether the State anticipates only a handful of 


sessions versus dozens of sessions across the state.   


 


The State does not have an anticipated number of Town Hall meetings and is seeking 


guidance from the vendor though their experience and best practices to ensure the State 


meets CMS requirements.  The Town Hall meetings will continue to be facilitated by 


State staff, there is no need for the vendor to participate in these meetings.  The 


information resulting from the meetings will be compiled by State staff so the vendor can 


review and provide guidance on next steps as well as include the finding in the impact 


analysis.   
 



https://www.leg.state.nv.us/App/NELIS/REL/78th2015/Bill/1813/FiscalNotes

https://www.leg.state.nv.us/App/NELIS/REL/78th2015/Bill/3353/Text

http://dhcfp.nv.gov/Members/BLU/MCOMain/
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6. Page 9 Section 3.3.1 - What town hall meetings have happened to date and how those were 


 conducted?  


 


Please see the attached file MCO snapshot for meetings that have occurred and are 


currently scheduled. 


 


 
 


7. Page 9 Section 3.3.1 - What level of assistance with the town hall meetings does the State 


 anticipate seeking from the selected firm?  


 


 Please see response to Question 5.   
 


8. Page 9 and 10 Section 3.3.1 / 3.5.4 - Is the State looking for the selected firm to conduct 


 other  stakeholder engagement activities outside of the town hall meeting process 


described in  Section 3.3.1 and the ‘identify stakeholders’ task identified under Section 


3.5.4? How  comprehensive of a stakeholder engagement strategy is the State looking 


for the vendor to  implement?   


 


The State is seeking guidance from the vendor based on their experience and best 


practices to ensure the State meets CMS’s requirements for any recommended MCO 


expansion.     Please see response to Question 5.   


 


9. Page 10 Section 3.5 - To what extent will State staff be involved in the actual 


 implementation? Is the State requesting that the selected firm provide only project 


management  for the implementation or also provide subject matter expertise and 


support in completing  specific implementation activities?   


 


The State is seeking the selected vendor to develop the plan through best practices and 


experience in other states.  State staff will implement the actual approved plan.     


 


10. Page 10 Section 3.5.5 - Will State resources or other contracted vendors be available to 


support the execution of the communication plan, e.g., developing marketing 


communications collateral, conducting outreach, etc.?  


 


State resources and/or other contracted vendors will be available to assist in the 


execution of the communication plan; however, the State is requesting the selected 


vendor to develop the plan based on best practices and experience in other states.     
 


11. Page 10 Section 3.5.6 - Does the State have an estimate for the number of standing meetings 


to be managed by the selected firm?   
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 This will be based on need and is dependent upon the scope of the MCO expansion.  The 


selected vendor will not be required to attend every meeting and would only be required 


to attend a very limited amount of meetings in person.       


 


12. Page 10 and 11 Section 3.7.3 - Will the selected firm provide procurement support, such 


as facilitating the Q&A process and/or the evaluation process?   


 


The selected vendor will be involved in the initial draft of the overview and scope of work 


for the RF as well as assist State staff in the Questions and Answers process.   The 


selected vendor will not be involved in the evaluation process.  


 


13. Page 11 Section 4.1.1 (table row 10) - How does the State define “locally” from a 


geographic standpoint?   


 


 All of Nevada is considered “locally” for the purpose of this RFP. 


 


 


14. Page 18 Section 8 - Would the State consider extending the due date by two weeks?  


 


The State is not in the position to extend the date due to the aggressive timeframe of the 


first phase of this project.  See timeline attached.   


 


 
15. Page 23 Section 9.4 - Has the State established a budget for these services? If so, can the 


budgeted amount (or range) be made available to help ensure proposers are developing an 


approach that meets the State’s expectations?   


  


 The anticipated range is $125,000 to $400,000 through all phases of the project.  Future 


phases of the project is contingent upon budget approval during the 2017 Legislative 


Session.   


  


16. Page 29 Section 10.1 - Has the State established weighting for the criteria listed in Section 


 10.1? If so, would you please share this information with proposers? 


 


The weighting for the criteria has been established for the Evaluation Committee; 


however, it cannot be shared.   


 


17. Page 11 Section 4.1.1 - Does the State have any expectations around the selected firm’s 


level of  on-site work required for this project, or is it up to proposers to recommend an 


appropriate  level of onsite/offsite work based on our understanding of project needs? 


 


In an effort to keep the costs reasonable and within the available resources, and given 


the fact the State expects to utilize existing resources for a lot of the ground work in a 
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very short timeframe for some phases, we do not anticipate that a lot of on-site work by 


the vendor is necessary.   However, the State does expect the vendor to propose an 


amount of on-site work for each of the phases of the project based on the vendor’s 


experience with like projects.   


 


18. Page 44 Section Attachment H - Should costs be provided for each activity line, with costs 


for  sub-tasks (e.g., 3.4.1, 3.4.2, 3.4.3) adding up to the higher-level activity cost (e.g., 


3.4), or can  costs be provided only for the higher-level activity (e.g., 3.1, 3.2, 3.3, 


etc.)? 


 


Costs can be provided at the higher-level activity; however, “the state may limit 


the Scope of Work depending on the needs of the state and available 


resources.”  Therefore, it may be in the best interest of the firm to 


separate out as many activities as possible. 


  


19. Page N/A N/A - Has the State previously worked with consulting firm(s) related to the 


services  described in this RFP? If so, are those firm(s) eligible to propose on this RFP? 


  


Other than the State’s contracted actuary, the State has not previously worked with 


consulting firm(s) related to the evaluation and planning of a potential MCO expansion.  


Nor has the State worked with consulting firm(s) related to MCO plan(s) procurement.  


The state has recently worked with consultants related to Managed Care for audit of 


claims data These vendors/firms are eligible to propose on this RFP.   


 


  







Technical Proposal for RFP 2103 


Submitted February 19, 2016 


 


 


71 


 


20. Page 4 and 5 Section 1.3 and 1.4 - Does the State have any preferred or required 


timeframes for  completion of specific tasks or milestones and/or for the implementation 


of the Managed Care  Expansion planning process? 
  


Attached is the proposed timeframe for recommendations with a target to have any 


budget requests submitted with the Governor Recommends Budget for the 2017 Session.  


The potential MCO expansion will depend on the legislatively approved 2018/2019 


Biennium Budget that will be approved during the 2017 Nevada Legislative Session.     
 


 
21. Section 3- Scope of Work – Subsection 3.3.1.1: Will DHCFP consider providing 


summaries or minutes of the Town Hall and Listening Sessions on Medicaid Managed 


Care Expansion Options conducted to date by state staff? 


 


 Please see the attached transcripts for the meetings that have been transcribed to date.   
 


 
 


22. Section 3 - Scope of Work - Subsection 3.7 - The Scope of Work indicates that the 


successful  vendor will assist in the initial procurement process of MCO vendors 


including developing the  Request for Information, reviewing Request for 


Information Submissions and assisting in the  drafting of the Request for Proposal. 


 


 Will the performance of the services noted above prohibit the successful vendor from 


being involved in oversight activities such as financial and compliance audits of the MCO 


entities on behalf of the state of Nevada after the MCO vendor procurement is complete? 
 


No, the successful vendor will not be prohibited from being involved in the oversight 


activities related to financial and compliance audits since the vendor will not be part of 


the MCO RFP evaluation committee.   


 


23. Section 4.3 We are unclear as to whether three references for the vendor, plus additional 


 professional references for staff, are required. Please clarify the total number of 


references that  are required. 


 


The total number of references required is three.   
 


24. Can the state share a target budget for this project, or an estimated level of effort in terms 


of FTEs or hours that would be helpful to vendors in appropriately scoping their 


proposals? 
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Please see response to Question #15   


 


25. Section 3.3 Can you provide an estimated number of stakeholder meetings that would be 


 required for this project, and share any information about geographic distribution that 


would be helpful in estimating travel costs? 


 


Please see response to Question #5  


 


26. Section 3.3 What data will be available to the successful offer or for the purpose of 


conducting cost/benefit analysis or other calculations about impact on revenues, etc.? 


 


 Please see response to Question # 3.   


 


27. Can you clarify the division of roles and responsibilities between state staff and the 


successful offeror? We want to make sure we have an iron-clad understanding of what is 


meant when the state refers to the contractor assisting state staff. 


 


The State believes the responses provided to several of the Questions addresses and 


defines the roles and responsibilities.  The State anticipates using State staff and existing 


resources to conduct a lot of the ground work as needed, whereas, the vendor will provide 


guidance and recommendations based on the vendors experience and best practices in 


other states.   


 


28. Section 3 (Scope of Work) – Does the State have any target dates for completion of major 


tasks (e.g. development of State recommendations for program expansion as described in 


3.2)? 


  


 See attached proposed timeline.  


 


 
29.Section 4 (Company Background & References) – Should the vendor include all the text in 


Section 4 as part of their response? As an example, Section 4.1.2 does not require a 


response and Section 4.2.1.1 through 4.2.17 would only require a response if the vendor 


proposes to use a subcontractor. 


 


  Section 4.2 only applies if you are going to be using a Subcontract.   
  


30. Section 9 (General Submission Requirements) – Please indicate whether the vendor’s 


written responses embedded within tables must be in bold/italics (e.g. Vendor Information 


Table in Section 4.1.1).   


 


 It would be preferred, as it is easier for the evaluators to review. 
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31. Would the state consider an extension of the submission deadline for the technical 


proposal? 


  


No, please see response to Question #14. 


 


32. Has the state considered requesting a section 1115 demonstration to address the financing 


 issues? 


  


The State expects the vendor to recommend options such as this if it is found to be in the 


best interest of the State.  Activities such as this could become an ad hoc request, or 


change order request, or a new RFP or contract for services depending on the scope of 


work involved.   


  


33. What is the State’s approximate timeframe for providing recommendations to the Nevada 


 Legislature?  


  


See attached proposed timeline on Question 28. 


 


34. Please describe the type of assistance the State will provide with respect to the activities 


 described in section 3.2.  
 


The State will provide the data necessary and input related to the scenarios the vendor is 


considering recommending.  State staff will also provide guidance on possible additional 


information, in addition to what the vendor has identified, that may need to be analyzed 


and/or included in the recommendation.     
 


35. Does the State anticipate that recommendations to executive staff and the Nevada 


Legislature will be included both in a report and a summary document (e.g., presentation)? 
 


Yes, a report with detailed information regarding the findings and recommendations 


with a summary document for State staff to present.  The vendor will not be expected to 


present the summary report.    
 


36. If the State expects that recommendations to executive staff and the Nevada Legislature 


will be included in report, please provide an estimate of the length of the report.   
 


The report needs to be the appropriate length to support the recommendation, either to 


expand or not to expand the MCO program as well as an executive summary.  The report 


should note that other possibilities were evaluated and why the recommendation being 


made is the best for the State of Nevada.  The report does not need to include a detailed 


comparison of all the potential expansions but it should include the potential impact of 


the recommendation.   
 


37. Does the State expect the contractor to analyze every potential combination of population, 


 geography, and services or a limited number of combinations? 
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Yes, for the population and geography but no for services.  The State will discuss the 


concerns of services at a high level with the vendor, seek the vendor’s advice and input 


based on the vendors experience, best practices and knowledge of other states, and decide 


with the vendor the best way to proceed with services.     
 


38. Please describe the type of assistance the State will provide with respect to the activities in 


 section 3.3. 
 


State staff participation varies in each Section of 3.3; therefore, expectations are listed 


for each section as follows:  
 


3.3.1 – Seven meetings have already occurred and were recorded.  State staff will 


continue the meetings and provide summaries of the transcripts of the meetings for the 


vendor to evaluate and include in the impact analysis as well as provide the State with 


possible assistance on next steps for any items that should be addressed before 


proceeding.       
 


3.3.2  - Using the 2014-2105 Network Adequacy Report recently conducted, analyze the 


data and determine if there is network adequacy or the recommended steps to develop 


network adequacy for any recommendations being proposed.  State staff will assist by 


providing any other data readily available, or reasonably obtainable, that the vendor may 


need to review related to this activity.  
 


For a copy of the report go to “2014-2015 Network Adequacy Report” link on this 


page.   
http://dhcfp.nv.gov/Members/BLU/MCOMain/  
 


3.3.3 – The State does not have any information available related to this activity. 


 


3.3.4 – State staff will provide current expenditures made to each State and local 


government provider; utilization data; and, assumptions that the vendor may be use for 


projecting the impact to the provider to determine the potential fiscal impact of any 


recommended expansion.  This information should be included in the recommendation 


to expand and the overall State cost benefit analysis.        


 


3.3.5 – All communication and facilitation of any meetings will be conducted by the 


DHCFP Tribal Liaison.  DCHFP meets quarterly and will add this topic to a future 


agenda to solicit Tribal comment related to the potential MCO expansion.   


 


3.3.6 – State staff will provide financial data and number of FTE’s providing medical 


services.  The vendor is expected to analyze potential staff lay-offs or alternative staffing 


recommendations from an MCO expansion.  This analysis should be included in the cost 


benefit analysis.  A fiscal note was submitted by Aging and Disability Services identifying 


the potential impact to FTE’s during the 2015 Session addressing staff and can be 


reviewed here: 


https://www.leg.state.nv.us/App/NELIS/REL/78th2015/Bill/1813/FiscalNotes 


 



http://dhcfp.nv.gov/Members/BLU/MCOMain/

https://www.leg.state.nv.us/App/NELIS/REL/78th2015/Bill/1813/FiscalNotes
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39. Please describe the type of assistance the State will provide with respect to the activities in 


 section 3.4. 


 


State staff will provide information on any existing enhanced payments, supplemental 


payments, etc. and will share with the vendor any ideas or plans to continue to leverage 


these existing funding sources as it relates to Medicaid reimbursement; however, the 


State would like the vendor to propose any new ideas they may have in this area.   


 


40. Please describe the type of assistance the State will provide with respect to the activities in 


 section 3.6. 


 


The State will have available the revenue at risk, such as the Intergovernmental Transfer 


of Funds for Upper Payment Limit Supplemental Payment Programs and supplemental 


drug rebates, for inclusion in the cost benefit analysis and potential impact to State and 


local government providers.  The State will provide guidance in any assumptions used to 


determine any decreases in revenue based on the population/services or location 


included in the recommended MCO expansion.   


 


41. Please identify current Medicaid financing mechanisms (by provider type or state/local 


entity  as applicable) including: 


 


 a.  Provider taxes 


 


 b. IGTs 


 


 c. CPEs 


 


 d. Administrative claiming for county and state agencies 


 


 e. Public cost-based providers 


 


 f. Medicaid reimbursed county or state agency services 


 


  Please see the attached Medicaid financing mechanisms document.   
 


 
 


42. Please provide a listing of any existing Medicaid oversight committees or stakeholder 


groups  and, if applicable, the frequency of these meetings. 
  


Please see the attached list of committees.  
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43. Please provide data on the current number of Native Americans who are enrolled in the 


Nevada Medicaid program. 
 


There are 6,627 Native Americans Enrolled in the Fee-For- Service Program and 3,984 


enrolled in the MCO Program as of January 2016.    
 


44. What Tribal or Indian Health service facilities participate as providers in the Nevada 


Medicaid program? 
 


The following Tribes actively participate as a Nevada Medicaid Provider: 
 


PT Provider Type Claim NV Provider Name Provider County Claim 


047 IHS And Tribal Clinics DUCKWATER HEALTH CLINIC Nye 


FALLON TRIBAL HEALTH CENTER Churchill 


FT MCDERMITT INDIAN HEALTH CLINIC Humboldt 


IRENE BENN MEDICAL CENTER Clark 


LAS VEGAS PAIUTE TRIBE Clark 


NEVADA SKIES YOUTH WELLNESS CENTER Washoe 


NEWE MEDICAL CLINIC White Pine 


OWYHEE COMMUNITY HEALTH FACILITY Elko 


PARKER INDIAN HOSPITAL OUT OF STATE 


PYRAMID LAKE TRIBAL HEALTH CLINIC Washoe 


RENO-SPARKS TRIBAL HEALTH CENTER Washoe 


SOUTHERN BANDS HEALTH CENTER Elko 


TOIYABE INDIAN HEALTH PROJECT OUT OF STATE 


WALKER RIVER TRIBAL HEALTH CLINIC Mineral 


WASHOE TRIBAL HEALTH CENTER Douglas 


YERINGTON PAIUTE TRIBAL HEALTH CLINIC Lyon 


 


45. Do the activities in 3.5.8 include designing the managed LTSS program or just 


documenting the State’s design in the waiver/demonstration/state plan? 


  


The State is seeking a recommendation from the vendor for a new design based on the 


vendors experience and best practices in other states if LTSS is part of the recommended 


MCO expansion.  The State would like to know the pros and cons through other states 


lessons learned.       
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46. Please provide current MCO enrollment by MCO and county of recipient residence. 
  


Please see the reports attached.   
 


 
47. Should the activity in section 3.2.3 include local governments as well state government? 


 


3.2.3 Should include a separate fiscal impact to local government providers to be 


considered in the overall recommendation as it relates to impact of the provider; 


however, is should not be included in the overall State Government State General Fund 


impact.     
 


48. Does 3.7.3 include drafting the MCO contract/scope of work? 
 


Yes, if legislatively approve to expand the MCO program the State will need assistance 


with the RFP to include the expansion portion.  
 


49. Please confirm that 3.7.3 does not include helping the state evaluate proposals. 
 


 Section 3.7.3 does not include the evaluation of RFP submissions.   
 


50. Please clarify the requirement to “specify the nature of all expenses anticipated (refer to 


Attachment H, Cost Schedule).”  Attachment includes a column for “Estimated 


Timeframe” and “Activity Estimated Price” – is the State requesting additional information 


on that form? 
 


No, the State is not requesting additional information.  The estimated timeframe should 


match the timeline submitted for the responses unless the vendor does not believe the 


timeframe is reasonable at which time the vendor should propose a different estimated 


timeframe.  
 


51. Should the prices in Attachment H reflect two years from 5/11/16? 


 


Yes.  The attached timeframe submitted in response to Question #20 will assist in the 


time period.  The 2 – one year extension will be based on the scope of work and is 


anticipated in the event an 1115 demonstration waiver is necessary.    


 


52. Should the estimated timeframe in Attachment H start with month 0 or 5/11/16? 


 


 The estimated timeframe should start with 5/11/16. 


 


53. Will payment be based on hourly rates and expenses, deliverables, or another approach? 


 


Payments should be based on deliverables; however, other proposed approaches made 


by the vendor will be considered during contract negotiations.     
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54. Is there a page limit for the Technical Proposal? 


 


 No. 


 


55. Is there a budget maximum for this procurement? 


 


 Please see response to Question #24. 


 


56. Does section 11.2.5 contemplate that it is possible that tasks could be added, removed, or 


 modified from the RFP Scope of Work as a result of contract negotiations? 
  


 Yes, the final contract will be based on the State’s need and available resources.   
 


57. Are projected travel costs to be included in the estimated price for each activity in 


Attachment  H? 
 


 Yes.  
 


58. Please provide the current state per diem rates. 
 


 Below is a table of the Nevada in-state travel per diem rates and lodging.   


 


Meals and Incidental Breakdown: $51  $64  


Breakfast $12  $15  


Lunch $13  $16  


Dinner $24  $28  


Incidentals $5  $5  


 


Primary 


Destination 


County 


and 


M&IE Amount 


Max lodging by Month (excluding taxes) 


2015 2016 


Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep 


Standard Rate 


Applies for all 


locations 


without 


specified rates 


$51 $89  $89  $89  $89  $89  $89  $89  $89  $89  $89  $89  $89  


Incline Village 


/ Reno / Sparks 


Washoe 


$64 $97  $97  $97  $97  $97  $97  $97  $97  $97  $136  $136  $97  


Las Vegas 


Clark 


$64 $108  $108  $108  $108  $93  $93  $93  $93  $93  $93  $93  $108  
 


59. Please clarify whether Attachment G should include a minimum or maximum of three 


 references. 
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Attachment G is the Proposed Staff Resumes.  Questions related to references have 


been responded.   
 


60. Please provide a copy of Nevada’s current Medicaid managed care contracts. 
 


 The contracts can be viewed here: 


 


http://purchasing.nv.gov/Public/Documents/1988/ 


 
 


61. Clarify that the subcontractor also has to register with the Nevada Secretary of State’s 


Office, get a business license, submit an insurance certificate and submit the financial 


forms. 


 


  If the proposing vendor is going to be using Subcontractors, they will need to be 


registered with the Secretary of State’s Office, get a business license, submit their 


insurance certificate and submit the financial forms.   


 


62. The RFP asks for modeling and forecasting of expanded MCO, which is a strong suit of 


our proposing team.  However, as we develop the scope and cost, it is important that we 


know the type of expertise to bring onto the team--which in turn depends on your need.  We 


could bring in the skills of financial modeling to emphasize building a budget, or actuarial 


skills to help the state to understand the rate and cost implications.  Each is a slightly 


different focus--which does the RFP seek? 


 


The state currently has a contracted actuary who already has the MCO data and is able 


to complete further analysis for the state as recommended by the vendor.  The state does 


desire the vendor to assist with financial modeling so State staff can include it in building 


the upcoming biennial budget.  If the current analysis used in the submission of the 


fiscal note for AB310 is not sufficient, an ad hoc or work order change may be necessary. 


At which point the State reserves the right to obtain the analysis through its current 


actuary who already has the MCO data or to use the selected vendor of this proposal if 


they are qualified to do so.  In either event, the State is seeking actuarial skills to help 


the state to understand the rate and cost implications.    
 


63. Section 3. Several activities within the Scope of Work could imply the need for actuarial 


services. Please confirm if the State is anticipating the requested support will include 


provision of actuarial analysis. Or, will the State’s existing actuary conduct related 


actuarial support to supplement the tasks requested under this RFP? 


 


 Please see response to Question 62.   


 


64. Section 3 (multiple sub-sections). Please describe the role of State staff for each Scope of 


Work section where “assist State staff” or “with assistance from State staff” is indicated. 


As the resulting contract is fixed price, this information could have a significant impact in 


determining budget. For example: 



http://purchasing.nv.gov/Public/Documents/1988/
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 Section 3.2.3 notes recommendations must contain a cost benefit analysis. Is the Contractor 


responsible for submitting a data request and conducting the analysis? Or are State staff 


conducting the analysis and providing the results to the Contractor for review to inform 


recommendations? 


 


 Section 3.3 requests identification of potential impacts in a variety of areas. Please describe 


the extent of quantitative analysis the State expects from the Contractor. Are actuarial 


analyses of the potential impacts required? 


 


 Section 3.6 requests support to identify the potential loss of revenue to the Medicaid 


agency, such as IGT and drug rebates. Please describe the extent of quantitative analysis 


the State expects from the Contractor. Are actuarial analyses of the potential impacts 


required? 


 


 Please see responses to Questions 34, 38 and 62.  


 


65. Section 3.2. Has a timeline been established for when recommendations are due to 


Executive Staff and the Legislature? If so, please provide key dates. 


  


Please see the attached timeline on Question 28.   


 


66. Sections 3.2 – 3.4. Is the State’s intent that the support requested in these sections will be 


 incorporated into a comprehensive report provided to Executive Staff and the Nevada 


 legislature that outlines recommendations, potential impacts, and options for leveraging 


 resources? If not, please describe the expected deliverables (e.g., presentations, separate 


 reports). 


 


The State’s intent in Section 3.2 – 3.4 is exactly as described above in Question 66.  The 


selected vendor is not expected to present the findings, analysis and/or 


recommendations.   


 


67. Section 3.2.3 and 3.6. Section 3.6 requirements appear to be a subset of Section 3.2.3 


requirements. Please confirm if Section 3.6 is duplicative or if the State intends for 


differing support for each. 


 


 Section 3.2.3. With assistance from State staff, recommendation(s) must contain a cost 


benefit analysis which includes the potential loss of revenue to State agencies as well as 


Intergovernmental Transfer of Funds, Certified Public Expenditures and drug rebates. 


 


 Section 3.6. With assistance from State staff, identify the potential loss of revenue to the 


Medicaid agency such as IGT and drug rebates. 


 


The above sections are duplicative, section 3.6 is intended to be conducted first to be 


included in Section 3.2.3.   
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68. Section 3.3.1. “Assist State staff in identifying the potential impact to communities through 


the continuation of town hall meetings to gather public and stakeholder’s input”.  Will the 


Contractor be responsible for conducting, facilitating, and/or participating in the town hall 


meetings?  


   


No  


 


  Approximately how many town hall meetings does the State anticipate after the  


  Contract start date?   


 


Please see response to Question #5 


 


69. Section 3.7.3. Our understanding is that current MCO contracts expire on June 30, 2017. 


Will the Contractor support development of an RFP for reprocurement under the current 


model? Or, will support only be requested if the State decides to expand the managed care 


program? 


 


The intent is for the Contractor to support development under the current model with 


revisions to strengthen oversight and recommend revisions to incentives the MCO plans 


to  contain costs and improve health care outcomes through some type of pay for 


performance measure(s).  However, since the timeframe for the current MCO RFP is 


estimated to be June 2016, there may not be sufficient time for this activity.     


 


70. Sections 5 and 9.4. Please confirm that Cost Proposals should be submitted using 


Attachment H, Deliverable Payment Schedule. 


 


 Yes, the cost proposal should be submitted using Attachment H.   


 


71. Are vendors able to submit responses to selected portions of the Scope of Work, or are 


vendors required to be able to perform the entire Scope of Work? 


 


The State desires a single vendor be able to perform the entire scope of work.  Actuarial 


services may be utilized by the State’s existing vendor and is at the State’s digression to 


do so.   


   


72. Will the state consider allowing vendors to submit alternative pricing proposals for 


individual pieces of the scope of work? For example, could a vendor submit an alternative 


fee, such as contingency fees on verifiable state savings or new federal financial 


participation in Medicaid due to initiatives recommended by and/or implemented by a 


vendor? 


 


Vendors may submit alternative pricing proposals for individual pieces; however, the 


State will not except contingency fees as an alternative.     
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73. Has the state identified what they expect the budget to be for this scope of work? 


 


 Please see response to Question #24. 


 


74. Governor Sandoval signed Senate Bill 514 last year permitting a managed long term 


services and supports program, following a recommendation by the Governor and approval 


of the Interim Finance Committee. Is a purpose of this RFP to secure the services of a 


vendor to assist the Executive Branch with the recommendation and subsequent actions? 


 


 Yes, that is the purpose of this RFP.    


 


75. Attachment G (Proposed Staff Resume) asks for a minimum of three references and also 


asks or a maximum of three references. Please clarify whether three is the maximum or 


minimum. 


 


 A minimum of three references is required, with a maximum of six.    


 


76. As a part of the scope of work included in this bid is for the vendor to develop 


recommendations and best practices to Nevada to provide oversight to the Managed Care 


Organizations. Can the Department confirm that the winning vendor will NOT be 


precluded in a future bid from responding to actual outsourcing, data analytics or other 


work that is resultant of the recommendations? 


 


Since the vendor will not be participating in the evaluation process of the procurement 


of MCO plans the winning vendor will be allowed to participate and will not be precluded 


in future bids related to actual outsourcing and data analytics.   


 


77. Can the state indicate whether data from the existing health plans will be made available 


to the awardee?   


 


Yes, any nonproprietary information from the MCO plans will be available as necessary.     


 


78. Section 3.3.1 and 3.3.1.1 (Assist state staff in identifying the potential impact to 


communities  through the continuation of town hall meetings to gather public and 


stakeholder’s input)  


 Question: How many meetings and at what locations have meetings been held to date? 


  


Please see response to Question #5 & 6 


 


 Question: Does the state have forum notes or will the selected contractor need to work 


through recordings or transcripts?   
 


 Please see response to Question #5 & 6 
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 Question: Can the State provide the schedule for the future meetings or the county locations 


of  outstanding public forums?   
 


Please see response to Question #5 & 6 
 


79. Section 3.3.2 (With assistance from state staff identify the potential impact to recipients, 


data regarding MCO adequacy of providers and access to care in Nevada is available;) 
  


Question: Is the available data statewide and include data on LTSS? 
 


 See response to Question # 38 under 3.3.2 
 


 Question: Is information on both FFS and MCO rates available? 
 


  Fee for Service rates are available on the DHCFP website under Rates Fee Schedule 


at: 


 http://dhcfp.nv.gov/Resources/Rates/RatesDisclaimer  
  


The MCO capitation payments will be available to the selected vendor; however, the 


actual rates paid by the MCO plans to the network providers are proprietary to the MCO 


and will not be available.   
 


80. Section 3.3.3 (With assistance from state staff, identify the potential impact to local 


 government as it relates to reimbursement for administrative and medical services;) 
  


Question: Can the State provide information on existing programs administered or funded 


at the local level? 
 


 This information is available from a Medicaid reimbursement perspective.   
 


81. Section 3.3.5 (With assistance from state staff, identify the potential impact to Native 


American tribes;) 


 


Question: Has any Tribal consultation regarding managed care expansion or leveraging 


existing resources yet taken place? 
  


The Town Hall agenda has been forwarded to the Tribal Governments through the 


distribution lists for public notices. In this respect communication has occurred to the 


Tribal Governments, however a Tribal Notification Letter has not been issued and a 


consultation has not occurred specifically to address the MCO Expansion.  
 


 Question: If additional consultation is expected, can the state provide the current 


consultation  process and clarify the contractor’s expected role in the process? 
 


To meet the requirements of the Tribal Consultation process a Tribal Notification Letter 


will need to be drafted by the specialist responsible for the MCO Expansion (or 



http://dhcfp.nv.gov/Resources/Rates/RatesDisclaimer
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leveraging resources) to identify the States intent and potential fiscal impact.  A special 


consultation session can be held doing the following: 


 


 A location will need to be secured for a meeting to include a North location for the 


meeting with Southern Nevada and Elko video conferencing and teleconferencing 


capabilities.   


 


 An agenda will need to be posted providing 30 days notice for Tribal Consultation for MCO 


Expansion.  


 


 The MCO’s both have Tribal Liaisons that participate in consultation, and would have a role 


to provide presentations, be prepared to answer any questions or concerns, and provide 


follow up information at the request of the Tribal Governments.   


 


82. Section 3.5.1 (Develop and design the project plan upon approval of a MCO expansion;) 


 Question: Does the state have software preferences for documenting this plan? 


 


No, the State does have a template for documenting internal projects that could be used; 


however, the vendor may recommend its own process.   


 


83. Section 3.5.3 (Ensure project is completed within approved timeframe(s) and/or notify 


 management of delay(s), reason for any delay(s), and possible solutions to resolve any 


 delay(s);) 


  


Question: What authority will the contractor be delegated and to whom or to what 


management  level with the selected contractor report? 


 


No authority will be delegated to the vendor.   The vendor will report to the Chief of 


Managed Care and Quality.  This Chief position reports directly to the Deputy 


Administrator for the Division of Health Care Financing and Policy.   


 


84. Section 3.5.8 (In the event Long Term Support Services (LTSS) are recommended and 


approved as part of the MCO expansion, assist state staff in preparing the necessary 


documents that meet CMS’s requirements in obtaining proper authority under an 1115 (a) 


demonstration waiver; and/or 1915 (b) waivers’ and/or 1915 (c); and/or 1915 (i) 


accordingly;) 


 Question: Can the state provide more detail related to expected contractor responsibilities? 


For example, is the contractor expected to write the demonstration/waiver, review and draft 


responses to comments generated under the public notice requirements; or is the 


expectation that the state staff will draft the documents and the contractor will provide 


input on the drafts written by the state, research policy questions, draft terms and 


conditions, etc.? 


 


Please see response to Question #45.  State staff will draft the documents; therefore, the 


State is requesting the vendor to advise on the pros and cons of the different authorities 
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and provide the State with any lessons learned or suggested language to mitigate cons of 


any suggested approach.   


 


85. Section 3.7.3 (Assist in drafting the Request for Proposal to procure MCO vendors in 


Nevada.) 


 Question: Is the contractor expected to write the drafts for the RFP or act in a supporting 


role of  reviewing drafts written by state staff? 


 


The vendor is expected to act in a supporting role if time permits for this activity to take 


place under this RFP.  Please see response to Question #69.    


 


86. Section 4.1 (Vendor Information)  


  


Question: Can the state define what it means by “locally” when it is referenced in this 


section?  Is there a requirement or preference given to vendors with staff on the 


ground in Nevada? 


 


 See response to Question #13.   There is no preference given to vendors with staff in 


Nevada. 


 


87. Section 4.1.2 and 4.1.3 (Vendor Requirements – registration and licensing) 


 Question: The RFP indicates that a vendor must register with the State of Nevada before a 


contract is executed (4.1.2). It also indicates that the vendor must be appropriately licensed 


by the State of Nevada prior to doing business (4.1.3). Based on these statements, can it be 


assumed that the vendor can secure the appropriate registration and license upon award and 


prior to executing a formal contract? Or must these be in place for submission of the RFP 


response? 


 


Upon issuance of the Letter of Intent (LOI) the intended contracted vendor would then 


need to register with the Secretary of State’s Office and acquire their Nevada Business 


License. 


 


88. Section 4.1.4 (Vendor Requirements – licensing requirements) 


  


Question: If the answer to question 14 is that the vendor can secure the appropriate 


registration and license upon award and prior to executing a formal contract, can it be 


assumed that 4.1.4 does not apply? If it does apply, can you please direct us to the services 


that may contain licensing requirements? 


 


 Yes, 4.1.4 does not apply. 


 


89. Section 4.2.1.5 (Business references as specified in Section 4.3, Business References must 


be provided for any proposed subcontractors). 
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 Question: We understand that the RFP requires subcontractors to submit business 


references. Can the state please indicate the number of references required by 


subcontractors? 


 


 It would be the same amount required for the contractor. 


 


 


ALL ELSE REMAINS THE SAME FOR RFP 2103. 
 


 


Vendor must sign and return this amendment with proposal submitted. 


 


Vendor Name: The Stephen Group 


Authorized Signature: See Tab IV, Section A 


Title: Managing Partner Date: 


See Tab IV, 


Section A 


 


 


This document must be submitted in the “State 


Documents” section/tab of vendors’ technical proposal. 
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Services for the Potential Expansion of the 


Medicaid Managed Care Organization 
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814 Elm Street, Suite 309, Manchester, NH 03101 Phone: (603) 419-9592, Fax: (603) 625-8875 
info@stephengroupinc.com  
 


 


 


 


 


February 18, 2016 


 


Annette Morfin, Purchasing Officer 


State of Nevada, Purchasing Division 


515 E. Musser Street, Suite 300 


Carson City, NV  89701 


 


RE: Request for Proposal: 2103, Cost Proposal 


 


Dear Ms. Morfin: 


The Stephen Group is pleased to offer the following cost proposal in response to RFP 2103 and 


as described in the scope section (Tab VI, Section 3) of Part I A, the Technical Proposal. 


I look forward to talking further with you and the Agency about this important project.  Please 


call me if you have any questions about our proposal. 


 


 


Sincerely,  


 


 


 


John Stephen 


Managing Partner 
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PART II – COST PROPOSAL 


Tab I – Title Page 


 


PART II – COST PROPOSAL 


RFP Title: Evaluation and Planning Services for the Potential Expansion of the 


Medicaid Managed Care Organization Program 


RFP: 2103 


Vendor Name: The Stephen Group 


Address: 814 Elm Street, Suite 309 


Manchester NH 03101 


Opening Date: February 19, 2016 


Opening Time: 2:00 PM 
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Tab II – Cost Proposal 


The Stephen Group will complete the project described in the Technical Proposal scope section 


(Tab VI, Section 3) of Part I A for the fees described below.  The proposal is based on hours of 


service, and does not include extra amounts for travel or expenses—the cost of which will be 


borne by The Stephen Group.   


 


 


The Stephen Group understands that the State needs to remain within the budget, and we will make 


every effort to adjust work plans and hours to accommodate any change in scope without changing 


the total fees amount.  That said, if the state were to need additional services at any time, The 


Stephen Group would be happy to provide those services, after agreeing in advance if and how 


total fees would be affected.  


The Stephen Group also understands that it is the State’s intention to request services beyond those 


described in RFP2103 to support implementation after this phase of the project.  Fees for those 


services will be agreed upon in advance of beginning that additional work. 


Proposed Fee 


Amount


1.4.1.1 Provide recommendation(s) to improve the state’s 


oversight of the current MCO program and MCO contracts 


based on the goals, requirements and regulations of the 


state and Centers for Medicare and Medicaid Services 


(CMS) and/or best practices that have been implemented 


in other states.


$31,600.00


1.4.1.2 With assistance from state staff, make recommendations 


regarding the possible expansion of the MCO Program.


$39,200.00


1.4.1.3 With assistance from state staff, identify the potential 


impact of expanding the State Medicaid MCO program.


$89,200.00


1.4.1.4 With assistance from state staff, identify ways of 


leveraging existing funding such as Inter-governmental 


Funds (IGT), Provider tax, etc. as it relates to the potential 


MCO expansion.


$9,200.00


1.4.1.5 Provide experienced consulting services to plan, design 


and implement the potential expansion of the State 


Medicaid MCO Program.


$96,400.00


1.4.1.6 With assistance from state staff identify the potential loss 


of revenue to the Medicaid agency such as IGT and drug 


rebates as it relates to the potential MCO expansion.


$11,200.00


1.4.1.7 Assist state staff in the initial procurement process to 


procure MCO vendors.


$50,200.00


$327,000.00







 


 


Tab III – Attachment I, Cost Proposal Certification of Compliance with 


Terms and Conditions of RFP 


ATTACHMENT I – COST PROPOSAL CERTIFICATION OF 


COMPLIANCE 


WITH TERMS AND CONDITIONS OF RFP 


 


I have read, understand and agree to comply with all the terms and conditions specified in this 


Request for Proposal.   


 


YES x I agree to comply with the terms and conditions specified in this RFP. 


 


NO  I do not agree to comply with the terms and conditions specified in this RFP. 


 


If the exception and/or assumption require a change in the terms in any section of the RFP, the 


contract, or any incorporated documents, vendors must provide the specific language that is being 


proposed in the tables below.  If vendors do not specify in detail any exceptions and/or assumptions 


at time of proposal submission, the State will not consider any additional exceptions and/or 


assumptions during negotiations.   


Note:  Only cost exceptions and/or assumptions should be identified on this attachment.  Do not 


restate the technical exceptions and/or assumptions on this attachment. 


 


The Stephen Group  


Company Name  


    


Signature    


John Stephen   February 18, 2016 


Print Name   Date 


 


Vendors MUST use the following format.  Attach additional sheets if necessary. 


 







 


 


The Stephen Group takes no exceptions with the RFP 


 


EXCEPTION SUMMARY FORM 


EXCEPTION # 
RFP SECTION 


NUMBER 


RFP  


PAGE NUMBER 


EXCEPTION 


(Complete detail regarding exceptions must be 


identified) 


    


    


 


ASSUMPTION SUMMARY FORM 


ASSUMPTION # 
RFP SECTION 


NUMBER 


RFP  


PAGE NUMBER 


ASSUMPTION 


(Complete detail regarding assumptions must 


be identified) 


    


    


 


  
This document must be submitted in Tab III of vendor’s cost proposal. 


This form MUST NOT be included in the technical proposal. 







 


 


 


A. In order for any cost exceptions and/or assumptions to be considered, vendors must 


provide the specific language that is being proposed in Attachment I.   


None 


B. Only cost exceptions and/or assumptions should be identified on Attachment I.   


None 


C. Do not restate the technical exceptions and/or assumptions on this form.   


None 


D. The State will not accept additional exceptions and/or assumptions if submitted after the 


proposal submission deadline.  If vendors do not specify any exceptions and/or 


assumptions in detail at time of proposal submission, the State will not consider any 


additional exceptions and/or assumptions during negotiations. 


None 
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TAB III 


VENDOR INFORMATION SHEET 


 


V1 Company Name Westport Healthcare Management, Inc. d/b/a Pacific Health Policy 


Group (PHPG) 


 


V2 Street Address 1725 McGovern Street, Suite 201 


 


V3 City, State, ZIP Highland Park, IL  60035 


 


V4 
Telephone Number 


Area Code:  224 Number:  765-4422 Extension:   


 


V5 
Facsimile Number 


Area Code:  847 Number:  433-1461 Extension:   


 


V6 
Toll Free Number 


Area Code:  888 Number: 941-9358 Extension:   


 


V7 


Contact Person for Questions / Contract Negotiations, 


including address if different than above 


Name: Scott Wittman 


Title: Director 


Address: 1725 McGovern Street, Suite 201, Highland Park, IL  60035 


Email Address: swittman@phpg.com 


 


V8 
Telephone Number for Contact Person 


Area Code:  224 Number:  765-4422 Extension:   


 


V9 
Facsimile Number for Contact Person 


Area Code:  847 Number:  433-1461 Extension:   


 


V10 
Name of Individual Authorized to Bind the Organization 


Name: Scott Wittman Title: Director 


 


V11 


Signature (Individual must be legally authorized to bind the vendor per NRS 333.337) 


Signature:        


                  


Date:  2/16/16 
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TAB IV 


STATE DOCUMENTS 


 
 


 


State documents are presented starting on the next page.
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A.  SIGNATURE PAGE FROM AMENDMENTS 


 
State of Nevada  


  
 


Brian Sandoval 


Department of Administration Governor 
Purchasing Division  


515 E. Musser Street, Suite 300 Jeffrey Haag 


Carson City, NV  89701 Administrator 


 


SUBJECT: Amendment 1 to Request for Proposal 2103 


RFP TITLE: 
Evaluation and Planning Services for the Potential Expansion of the Medicaid 


Managed Care Organization Program 


DATE OF AMENDMENT: February 9, 2016 


DATE OF RFP RELEASE: January 21, 2016 


OPENING DATE: February 19, 2016 


OPENING TIME: 2:00 PM 


CONTACT: Annette Morfin, Procurement Staff Member 


 


The following shall be a part of RFP 2103.  If a vendor has already returned a proposal and any of the 


information provided below changes that proposal, please submit the changes along with this amendment.  You 


need not re-submit an entire proposal prior to the opening date and time. 
 


 


1. For the 3 maximum business references required per section 4.3.1, is it acceptable for vendors to 


 submit references for key personnel who can speak to their work on related projects, even if the  work 


 occurred prior to their tenure with the responding vendor (but within the last five  years)?   
 


Yes. 
 


2. Page 4 Section 1.3 - Does the State anticipate that the extensions would be two one-year  extensions 


 or one two-year extension?   
 


Two (2) one-year extensions.   
 


3. Page 9 Section 3.2.3 - What data does the State currently have available to support the development 


 of the cost benefit analysis? Does the State anticipate that the selected firm will be required to gather 


 new data or analyze existing data to satisfy this requirement? 
 


Currently, the State has claims data, CMS 64 reporting, extensive information and detail on IGT, 


CPE and drug rebates.  The State also has an analysis completed by its actuary that was used to 


submit a fiscal note submitted for AB310 during the 2015 Nevada Legislative session.  The analysis 


includes the potential savings for Nevada’s entire Aged, Blind and Disabled population and addresses 


the “claims tail” (requirement of having to pay Fee For Service run out claims at the same time a 


capitated payment is made to the MCO plans) creating a potential cash flow concern for the State.   


AB310 was not passed; however, the potential MCO expansion for the waiver population is addressed 


in AB514, section 37.  The website where this information can be found is:  
 


https://www.leg.state.nv.us/App/NELIS/REL/78th2015/Bill/1813/FiscalNotes , and 


https://www.leg.state.nv.us/App/NELIS/REL/78th2015/Bill/3353/Text.  



https://www.leg.state.nv.us/App/NELIS/REL/78th2015/Bill/1813/FiscalNotes

https://www.leg.state.nv.us/App/NELIS/REL/78th2015/Bill/3353/Text
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The State anticipates that State staff will be able to gather existing data necessary; however, the State 


does anticipate the selected firm may have recommendations to include other valuable data that may 


or may not be readily available.  If the State agrees with the firm’s recommendation and State staff 


are not able to conduct the analysis the firm may be authorized to gather and analyze additional data 


through a work order change at whatever agreed amount through the cost proposal and/or contract 


negotiations.     


  


4. Page 9 Section 3.2 and 3.3 - To what extent does the State already have available the data 


 necessary to conduct the analyses requested under the scope of work? For example, recipient 


 demographic and geographic information, provider MCO participation, and provider geographic 


 information.   


 


The state has access to recipient and provider enrollment information.  An access to care study is 


available at: http://dhcfp.nv.gov/Members/BLU/MCOMain/  


 


For a copy of the report go to “2014-2015 Network Adequacy Report” link at the above website 


address.     
 


In addition, the State has a Data Warehouse where all Fee-For-Service and MCO claims, enrollment 


and eligibility data and other utilization of services is housed.   


 


5. Page 9 Section 3.3.1 - Does the State have a preferred number of town hall sessions? The level of effort 


would differ depending whether the State anticipates only a handful of sessions versus dozens of 


sessions across the state.   


 


The State does not have an anticipated number of Town Hall meetings and is seeking guidance from 


the vendor though their experience and best practices to ensure the State meets CMS requirements.  


The Town Hall meetings will continue to be facilitated by State staff, there is no need for the vendor 


to participate in these meetings.  The information resulting from the meetings will be compiled by 


State staff so the vendor can review and provide guidance on next steps as well as include the finding 


in the impact analysis.   
 


6. Page 9 Section 3.3.1 - What town hall meetings have happened to date and how those were 


 conducted?  


 


Please see the attached file MCO snapshot for meetings that have occurred and are currently 


scheduled. 


 


Q5 - MCO 


snapshot.docx
 


 


7. Page 9 Section 3.3.1 - What level of assistance with the town hall meetings does the State 


 anticipate seeking from the selected firm?  


 


 Please see response to Question 5.   
  



http://dhcfp.nv.gov/Members/BLU/MCOMain/
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8. Page 9 and 10 Section 3.3.1 / 3.5.4 - Is the State looking for the selected firm to conduct  other 


 stakeholder engagement activities outside of the town hall meeting process described in  Section  3.3.1 


 and the ‘identify stakeholders’ task identified under Section 3.5.4? How comprehensive of a 


 stakeholder engagement strategy is the State looking for the vendor to implement?   


 


The State is seeking guidance from the vendor based on their experience and best practices to ensure 


the State meets CMS’s requirements for any recommended MCO expansion. Please see response to 


Question 5.   


 


9. Page 10 Section 3.5 - To what extent will State staff be involved in the actual implementation? Is  the 


 State requesting that the selected firm provide only project management for the implementation or 


 also provide subject matter expertise and support in completing specific implementation activities?   


 


The State is seeking the selected vendor to develop the plan through best practices and experience in 


other states.  State staff will implement the actual approved plan.     


 


10. Page 10 Section 3.5.5 - Will State resources or other contracted vendors be available to support the 


execution of the communication plan, e.g., developing marketing communications collateral, conducting 


outreach, etc.?  


 


State resources and/or other contracted vendors will be available to assist in the execution of the 


communication plan; however, the State is requesting the selected vendor to develop the plan based 


on best practices and experience in other states.     
 


11. Page 10 Section 3.5.6 - Does the State have an estimate for the number of standing meetings to be 


managed by the selected firm?   


 


 This will be based on need and is dependent upon the scope of the MCO expansion.  The selected 


vendor will not be required to attend every meeting and would only be required to attend a very 


limited amount of meetings in person.       


 


12. Page 10 and 11 Section 3.7.3 - Will the selected firm provide procurement support, such as facilitating 


the Q&A process and/or the evaluation process?   


 


The selected vendor will be involved in the initial draft of the overview and scope of work for the RF 


as well as assist State staff in the Questions and Answers process.   The selected vendor will not be 


involved in the evaluation process.  


 


13. Page 11 Section 4.1.1 (table row 10) - How does the State define “locally” from a geographic 


standpoint?   


 


 All of Nevada is considered “locally” for the purpose of this RFP. 
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14. Page 18 Section 8 - Would the State consider extending the due date by two weeks?  


 


The State is not in the position to extend the date due to the aggressive timeframe of the first phase of 


this project.  See timeline attached.   


 


Timeline.pptx


 
15. Page 23 Section 9.4 - Has the State established a budget for these services? If so, can the budgeted 


amount (or range) be made available to help ensure proposers are developing an approach that meets the 


State’s expectations?   


  


 The anticipated range is $125,000 to $400,000 through all phases of the project.  Future phases of 


the project is contingent upon budget approval during the 2017 Legislative Session.   


  


16. Page 29 Section 10.1 - Has the State established weighting for the criteria listed in Section 10.1?  If so, 


 would you please share this information with proposers? 


 


The weighting for the criteria has been established for the Evaluation Committee; however, it cannot 


be shared.   


 


17. Page 11 Section 4.1.1 - Does the State have any expectations around the selected firm’s level of  on-


 site work required for this project, or is it up to proposers to recommend an appropriate level of 


 onsite/offsite work based on our understanding of project needs? 


 


In an effort to keep the costs reasonable and within the available resources, and given the fact the 


State expects to utilize existing resources for a lot of the ground work in a very short timeframe for 


some phases, we do not anticipate that a lot of on-site work by the vendor is necessary.   However, the 


State does expect the vendor to propose an amount of on-site work for each of the phases of the 


project based on the vendor’s experience with like projects.   


 


18. Page 44 Section Attachment H - Should costs be provided for each activity line, with costs for sub-


 tasks (e.g., 3.4.1, 3.4.2, 3.4.3) adding up to the higher-level activity cost (e.g., 3.4), or can costs be 


 provided only for the higher-level activity (e.g., 3.1, 3.2, 3.3, etc.)? 


 


Costs can be provided at the higher-level activity; however, “the state may limit the Scope of Work 


depending on the needs of the state and available resources.”  Therefore, it may be in the best interest 


of the firm to separate out as many activities as possible. 
  


19. Page N/A N/A - Has the State previously worked with consulting firm(s) related to the services 


 described in this RFP? If so, are those firm(s) eligible to propose on this RFP? 


  


Other than the State’s contracted actuary, the State has not previously worked with consulting firm(s) 


related to the evaluation and planning of a potential MCO expansion.  Nor has the State worked with 


consulting firm(s) related to MCO plan(s) procurement.  The state has recently worked with 


consultants related to Managed Care for audit of claims data These vendors/firms are eligible to 


propose on this RFP.   


 


20. Page 4 and 5 Section 1.3 and 1.4 - Does the State have any preferred or required timeframes for 


 completion of specific tasks or milestones and/or for the implementation of the Managed Care 


 Expansion planning process? 
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Attached is the proposed timeframe for recommendations with a target to have any budget requests 


submitted with the Governor Recommends Budget for the 2017 Session.  The potential MCO 


expansion will depend on the legislatively approved 2018/2019 Biennium Budget that will be 


approved during the 2017 Nevada Legislative Session.     
 


Timeline.pptx


 
21. Section 3- Scope of Work – Subsection 3.3.1.1: Will DHCFP consider providing summaries or 


 minutes of the Town Hall and Listening Sessions on Medicaid Managed Care Expansion  Options 


 conducted to date by state staff? 
 


 Please see the attached transcripts for the meetings that have been transcribed to date.   
 


Q21 - MCO Town Hall 


minutes 1_20.docx
 


 


22. Section 3 - Scope of Work - Subsection 3.7 - The Scope of Work indicates that the successful 


 vendor will assist in the initial procurement process of MCO vendors including developing the 


 Request for Information, reviewing Request for Information Submissions and assisting in the 


 drafting of the Request for Proposal. 
 


 Will the performance of the services noted above prohibit the successful vendor from being 


 involved in oversight activities such as financial and compliance audits of the MCO entities on  behalf 


 of the state of Nevada after the MCO vendor procurement is complete? 
 


No, the successful vendor will not be prohibited from being involved in the oversight activities related 


to financial and compliance audits since the vendor will not be part of the MCO RFP evaluation 


committee.   
 


23. Section 4.3 We are unclear as to whether three references for the vendor, plus additional  professional 


 references for staff, are required. Please clarify the total number of references that are required. 
 


The total number of references required is three.   
 


24. Can the state share a target budget for this project, or an estimated level of effort in terms of FTEs or 


 hours that would be helpful to vendors in appropriately scoping their proposals? 
  


Please see response to Question #15   
 


25. Section 3.3 Can you provide an estimated number of stakeholder meetings that would be  required for 


 this project, and share any information about geographic distribution that would be helpful in 


 estimating travel costs? 


 


Please see response to Question #5  


 


26. Section 3.3 What data will be available to the successful offer or for the purpose of conducting 


 cost/benefit analysis or other calculations about impact on revenues, etc.? 


 


 Please see response to Question # 3.   
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27. Can you clarify the division of roles and responsibilities between state staff and the successful 


 offeror? We want to make sure we have an iron-clad understanding of what is meant when the state 


 refers to the contractor assisting state staff. 


 


The State believes the responses provided to several of the Questions addresses and defines the roles 


and responsibilities.  The State anticipates using State staff and existing resources to conduct a lot of 


the ground work as needed, whereas, the vendor will provide guidance and recommendations based 


on the vendors experience and best practices in other states.   


 


28. Section 3 (Scope of Work) – Does the State have any target dates for completion of major tasks  (e.g. 


 development of State recommendations for program expansion as described in 3.2)? 


  


 See attached proposed timeline.  


Timeline.pptx


 
29. Section 4 (Company Background & References) – Should the vendor include all the text in 


 Section 4 as part of their response? As an example, Section 4.1.2 does not require a response and 


 Section 4.2.1.1 through 4.2.17 would only require a response if the vendor proposes to use a 


 subcontractor. 


 


  Section 4.2 only applies if you are going to be using a Subcontract.   
  


30. Section 9 (General Submission Requirements) – Please indicate whether the vendor’s written 


 responses embedded within tables must be in bold/italics (e.g. Vendor Information Table in 


 Section 4.1.1).   


 


 It would be preferred, as it is easier for the evaluators to review. 


 


31. Would the state consider an extension of the submission deadline for the technical proposal? 


  


No, please see response to Question #14. 


 


32. Has the state considered requesting a section 1115 demonstration to address the financing 


 issues? 


  


The State expects the vendor to recommend options such as this if it is found to be in the best interest 


of the State.  Activities such as this could become an ad hoc request, or change order request, or a 


new RFP or contract for services depending on the scope of work involved.   


  


33. What is the State’s approximate timeframe for providing recommendations to the Nevada 


 Legislature?  


  


See attached proposed timeline on Question 28. 


 


34. Please describe the type of assistance the State will provide with respect to the activities described in 


 section 3.2.  
 


The State will provide the data necessary and input related to the scenarios the vendor is considering 


recommending.  State staff will also provide guidance on possible additional information, in addition 


to what the vendor has identified, that may need to be analyzed and/or included in the 


recommendation.     
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35. Does the State anticipate that recommendations to executive staff and the Nevada Legislature will be 


 included both in a report and a summary document (e.g., presentation)? 
 


Yes, a report with detailed information regarding the findings and recommendations with a summary 


document for State staff to present.  The vendor will not be expected to present the summary report.    
 


36. If the State expects that recommendations to executive staff and the Nevada Legislature will be included 


in report, please provide an estimate of the length of the report.   
 


The report needs to be the appropriate length to support the recommendation, either to expand or not 


to expand the MCO program as well as an executive summary.  The report should note that other 


possibilities were evaluated and why the recommendation being made is the best for the State of 


Nevada.  The report does not need to include a detailed comparison of all the potential expansions 


but it should include the potential impact of the recommendation.   
 


37. Does the State expect the contractor to analyze every potential combination of population, 


 geography, and services or a limited number of combinations? 
 


Yes, for the population and geography but no for services.  The State will discuss the concerns of 


services at a high level with the vendor, seek the vendor’s advice and input based on the vendors 


experience, best practices and knowledge of other states, and decide with the vendor the best way to 


proceed with services.     
 


38. Please describe the type of assistance the State will provide with respect to the activities in 


 section 3.3. 
 


State staff participation varies in each Section of 3.3; therefore, expectations are listed for each 


section as follows:  
 


3.3.1 – Seven meetings have already occurred and were recorded.  State staff will continue the 


meetings and provide summaries of the transcripts of the meetings for the vendor to evaluate and 


include in the impact analysis as well as provide the State with possible assistance on next steps for 


any items that should be addressed before proceeding.       
 


3.3.2  - Using the 2014-2105 Network Adequacy Report recently conducted, analyze the data and 


determine if there is network adequacy or the recommended steps to develop network adequacy for 


any recommendations being proposed.  State staff will assist by providing any other data readily 


available, or reasonably obtainable, that the vendor may need to review related to this activity.  
 


For a copy of the report go to “2014-2015 Network Adequacy Report” link on this page.   


http://dhcfp.nv.gov/Members/BLU/MCOMain/  
 


3.3.3 – The State does not have any information available related to this activity. 


 


3.3.4 – State staff will provide current expenditures made to each State and local government 


provider; utilization data; and, assumptions that the vendor may be use for projecting the impact to 


the provider to determine the potential fiscal impact of any recommended expansion.  This 


information should be included in the recommendation to expand and the overall State cost benefit 


analysis.        


 


3.3.5 – All communication and facilitation of any meetings will be conducted by the DHCFP Tribal 


Liaison.  DCHFP meets quarterly and will add this topic to a future agenda to solicit Tribal comment 


related to the potential MCO expansion.   


 


3.3.6 – State staff will provide financial data and number of FTE’s providing medical services.  The 


vendor is expected to analyze potential staff lay-offs or alternative staffing recommendations from an 



http://dhcfp.nv.gov/Members/BLU/MCOMain/
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MCO expansion.  This analysis should be included in the cost benefit analysis.  A fiscal note was 


submitted by Aging and Disability Services identifying the potential impact to FTE’s during the 2015 


Session addressing staff and can be reviewed here: 


https://www.leg.state.nv.us/App/NELIS/REL/78th2015/Bill/1813/FiscalNotes 


 


39. Please describe the type of assistance the State will provide with respect to the activities in 


 section 3.4. 


 


State staff will provide information on any existing enhanced payments, supplemental payments, etc. 


and will share with the vendor any ideas or plans to continue to leverage these existing funding 


sources as it relates to Medicaid reimbursement; however, the State would like the vendor to propose 


any new ideas they may have in this area.   


 


40. Please describe the type of assistance the State will provide with respect to the activities in 


 section 3.6. 


 


The State will have available the revenue at risk, such as the Intergovernmental Transfer of Funds 


for Upper Payment Limit Supplemental Payment Programs and supplemental drug rebates, for 


inclusion in the cost benefit analysis and potential impact to State and local government providers.  


The State will provide guidance in any assumptions used to determine any decreases in revenue based 


on the population/services or location included in the recommended MCO expansion.   


 


41. Please identify current Medicaid financing mechanisms (by provider type or state/local entity as 


 applicable) including: 


 


 a.  Provider taxes 


 


 b. IGTs 


 


 c. CPEs 


 


 d. Administrative claiming for county and state agencies 


 


 e. Public cost-based providers 


 


 f. Medicaid reimbursed county or state agency services 


 


  Please see the attached Medicaid financing mechanisms document.   
 


Q41 - Financing 


Mechanisms.docx
 


 


42. Please provide a listing of any existing Medicaid oversight committees or stakeholder groups and, if 


 applicable, the frequency of these meetings. 
  


Please see the attached list of committees.  
 


Q42 Committees and 


Associations.docx
 


  



https://www.leg.state.nv.us/App/NELIS/REL/78th2015/Bill/1813/FiscalNotes
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43. Please provide data on the current number of Native Americans who are enrolled in the Nevada 


 Medicaid program. 
 


There are 6,627 Native Americans Enrolled in the Fee-For- Service Program and 3,984 enrolled in 


the MCO Program as of January 2016.    
 


44. What Tribal or Indian Health service facilities participate as providers in the Nevada Medicaid 


 program? 
 


The following Tribes actively participate as a Nevada Medicaid Provider: 
 


PT Provider Type Claim NV Provider Name Provider County Claim 


047 IHS And Tribal Clinics DUCKWATER HEALTH CLINIC Nye 


FALLON TRIBAL HEALTH CENTER Churchill 


FT MCDERMITT INDIAN HEALTH CLINIC Humboldt 


IRENE BENN MEDICAL CENTER Clark 


LAS VEGAS PAIUTE TRIBE Clark 


NEVADA SKIES YOUTH WELLNESS 


CENTER 


Washoe 


NEWE MEDICAL CLINIC White Pine 


OWYHEE COMMUNITY HEALTH FACILITY Elko 


PARKER INDIAN HOSPITAL OUT OF STATE 


PYRAMID LAKE TRIBAL HEALTH CLINIC Washoe 


RENO-SPARKS TRIBAL HEALTH CENTER Washoe 


SOUTHERN BANDS HEALTH CENTER Elko 


TOIYABE INDIAN HEALTH PROJECT OUT OF STATE 


WALKER RIVER TRIBAL HEALTH CLINIC Mineral 


WASHOE TRIBAL HEALTH CENTER Douglas 


YERINGTON PAIUTE TRIBAL HEALTH 


CLINIC 


Lyon 


 


45. Do the activities in 3.5.8 include designing the managed LTSS program or just documenting the State’s 


 design in the waiver/demonstration/state plan? 


  


The State is seeking a recommendation from the vendor for a new design based on the vendors 


experience and best practices in other states if LTSS is part of the recommended MCO expansion.  


The State would like to know the pros and cons through other states lessons learned.       


 


 


46. Please provide current MCO enrollment by MCO and county of recipient residence. 
  


Please see the reports attached.   
 


Q5 - MCO 


snapshot.docx
 


47. Should the activity in section 3.2.3 include local governments as well state government? 
 


3.2.3 Should include a separate fiscal impact to local government providers to be considered in the 


overall recommendation as it relates to impact of the provider; however, is should not be included in 


the overall State Government State General Fund impact.     
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48. Does 3.7.3 include drafting the MCO contract/scope of work? 
 


Yes, if legislatively approve to expand the MCO program the State will need assistance with the RFP 


to include the expansion portion.  
 


49. Please confirm that 3.7.3 does not include helping the state evaluate proposals. 
 


 Section 3.7.3 does not include the evaluation of RFP submissions.   
 


50. Please clarify the requirement to “specify the nature of all expenses anticipated (refer to Attachment H, 


 Cost Schedule).”  Attachment includes a column for “Estimated Timeframe”  and “Activity 


 Estimated Price” – is the State requesting additional information on that form? 
 


No, the State is not requesting additional information.  The estimated timeframe should match the 


timeline submitted for the responses unless the vendor does not believe the timeframe is reasonable at 


which time the vendor should propose a different estimated timeframe.  
 


51. Should the prices in Attachment H reflect two years from 5/11/16? 


 


Yes.  The attached timeframe submitted in response to Question #20 will assist in the time period.  


The 2 – one year extension will be based on the scope of work and is anticipated in the event an 1115 


demonstration waiver is necessary.    


 


52. Should the estimated timeframe in Attachment H start with month 0 or 5/11/16? 


 


 The estimated timeframe should start with 5/11/16. 


 


53. Will payment be based on hourly rates and expenses, deliverables, or another approach? 


 


Payments should be based on deliverables; however, other proposed approaches made by the vendor 


will be considered during contract negotiations.     


 


54. Is there a page limit for the Technical Proposal? 


 


 No. 


 


55. Is there a budget maximum for this procurement? 


 


 Please see response to Question #24. 


 


56. Does section 11.2.5 contemplate that it is possible that tasks could be added, removed, or  modified from 


 the RFP Scope of Work as a result of contract negotiations? 
  


 Yes, the final contract will be based on the State’s need and available resources.   
 


57. Are projected travel costs to be included in the estimated price for each activity in Attachment H? 
 


 Yes.  
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58. Please provide the current state per diem rates. 
 


 Below is a table of the Nevada in-state travel per diem rates and lodging.   


 


Meals and Incidental Breakdown: $51  $64  


Breakfast $12  $15  


Lunch $13  $16  


Dinner $24  $28  


Incidentals $5  $5  


 


Primary 


Destination 


County 


and 


M&IE Amount 


Max lodging by Month (excluding taxes) 


2015 2016 


Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep 


Standard Rate 


Applies for all 


locations 


without 


specified rates 


$51 $89  $89  $89  $89  $89  $89  $89  $89  $89  $89  $89  $89  


Incline Village 


/ Reno / Sparks 


Washoe 


$64 $97  $97  $97  $97  $97  $97  $97  $97  $97  $136  $136  $97  


Las Vegas 


Clark 


$64 $108  $108  $108  $108  $93  $93  $93  $93  $93  $93  $93  $108  
 


59. Please clarify whether Attachment G should include a minimum or maximum of three  references. 
   


Attachment G is the Proposed Staff Resumes.  Questions related to references have been responded.   
 


60. Please provide a copy of Nevada’s current Medicaid managed care contracts. 
 


 The contracts can be viewed here: 


 


http://purchasing.nv.gov/Public/Documents/1988/ 


 
 


61. Clarify that the subcontractor also has to register with the Nevada Secretary of State’s Office, get a 


 business license, submit an insurance certificate and submit the financial forms. 
 


  If the proposing vendor is going to be using Subcontractors, they will need to be registered with the 


Secretary of State’s Office, get a business license, submit their insurance certificate and submit the 


financial forms.   


 


62. The RFP asks for modeling and forecasting of expanded MCO, which is a strong suit of our 


 proposing team.  However, as we develop the scope and cost, it is important that we know the type 


 of expertise to bring onto the team--which in turn depends on your need.  We could bring in the skills of 


 financial modeling to emphasize building a budget, or actuarial skills to help the  state to understand the 


 rate and cost implications.  Each is a slightly different focus--which does  the RFP seek?  


 


The state currently has a contracted actuary who already has the MCO data and is able to complete 


further analysis for the state as recommended by the vendor.  The state does desire the vendor to 


assist with financial modeling so State staff can include it in building the upcoming biennial budget.  


If the current analysis used in the submission of the fiscal note for AB310 is not sufficient, an ad hoc 


or work order change may be necessary. At which point the State reserves the right to obtain the 



http://purchasing.nv.gov/Public/Documents/1988/
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analysis through its current actuary who already has the MCO data or to use the selected vendor of 


this proposal if they are qualified to do so.  In either event, the State is seeking actuarial skills to help 


the state to understand the rate and cost implications.    
 


63. Section 3. Several activities within the Scope of Work could imply the need for actuarial  services. 


 Please confirm if the State is anticipating the requested support will include provision of actuarial 


 analysis. Or, will the State’s existing actuary conduct related actuarial support to  supplement the tasks 


 requested under this RFP? 


 


 Please see response to Question 62.   


 


64. Section 3 (multiple sub-sections). Please describe the role of State staff for each Scope of Work 


 section where “assist State staff” or “with assistance from State staff” is indicated. As the resulting 


 contract is fixed price, this information could have a significant impact in determining budget. For 


 example: 


 


  Section 3.2.3 notes recommendations must contain a cost benefit analysis. Is the   


  Contractor responsible for submitting a data request and conducting the analysis? Or  


  are State staff conducting the analysis and providing the results to the Contractor for  


  review to inform recommendations? 


 


 Section 3.3 requests identification of potential impacts in a variety of areas. Please 


 describe the extent of quantitative analysis the State expects from the Contractor. Are 


 actuarial analyses of the potential impacts required? 


 


  Section 3.6 requests support to identify the potential loss of revenue to the Medicaid  


  agency, such as IGT and drug rebates. Please describe the extent of quantitative analysis  


  the State expects from the Contractor. Are actuarial analyses of the potential impacts  


  required? 


 


 Please see responses to Questions 34, 38 and 62.  


 


65. Section 3.2. Has a timeline been established for when recommendations are due to Executive  Staff and 


 the Legislature? If so, please provide key dates. 


  


Please see the attached timeline on Question 28.   


 


66. Sections 3.2 – 3.4. Is the State’s intent that the support requested in these sections will be  incorporated 


 into a comprehensive report provided to Executive Staff and the Nevada  legislature that outlines 


 recommendations, potential impacts, and options for leveraging  resources? If not, please describe the 


 expected deliverables (e.g., presentations, separate reports). 


 


The State’s intent in Section 3.2 – 3.4 is exactly as described above in Question 66.  The selected 


vendor is not expected to present the findings, analysis and/or recommendations.   


 


67. Section 3.2.3 and 3.6. Section 3.6 requirements appear to be a subset of Section 3.2.3 requirements. 


 Please confirm if Section 3.6 is duplicative or if the State intends for differing support for each. 


 


 Section 3.2.3. With assistance from State staff, recommendation(s) must contain a cost  


 benefit analysis which includes the potential loss of revenue to State agencies as well as  


 Intergovernmental Transfer of Funds, Certified Public Expenditures and drug rebates. 


 


 Section 3.6. With assistance from State staff, identify the potential loss of revenue to the  


 Medicaid agency such as IGT and drug rebates. 
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The above sections are duplicative, section 3.6 is intended to be conducted first to be included in 


Section 3.2.3.   


 


68. Section 3.3.1. “Assist State staff in identifying the potential impact to communities through the 


 continuation of town hall meetings to gather public and stakeholder’s input”. 


  Will the Contractor be responsible for conducting, facilitating, and/or participating in  


  the town hall meetings?  


  


  No  


 


  Approximately how many town hall meetings does the State anticipate after the   


  Contract start date?   


  


  Please see response to Question #5 
 


69. Section 3.7.3. Our understanding is that current MCO contracts expire on June 30, 2017. Will the 


Contractor support development of an RFP for reprocurement under the current model? Or, will support 


only be requested if the State decides to expand the managed care program? 


 


The intent is for the Contractor to support development under the current model with revisions to 


strengthen oversight and recommend revisions to incentives the MCO plans to  contain costs and 


improve health care outcomes through some type of pay for performance measure(s).  However, since 


the timeframe for the current MCO RFP is estimated to be June 2016, there may not be sufficient 


time for this activity.     


 


70. Sections 5 and 9.4. Please confirm that Cost Proposals should be submitted using Attachment H, 


 Deliverable Payment Schedule. 


 


 Yes, the cost proposal should be submitted using Attachment H.   


 


71. Are vendors able to submit responses to selected portions of the Scope of Work, or are vendors 


 required to be able to perform the entire Scope of Work? 


 


The State desires a single vendor be able to perform the entire scope of work.  Actuarial services may 


be utilized by the State’s existing vendor and is at the State’s digression to do so.   


   


72. Will the state consider allowing vendors to submit alternative pricing proposals for individual pieces of 


 the scope of work? For example, could a vendor submit an alternative fee, such as contingency fees on 


 verifiable state savings or new federal financial participation in Medicaid due to initiatives 


 recommended by and/or implemented by a vendor? 


 


Vendors may submit alternative pricing proposals for individual pieces; however, the State will not 


except contingency fees as an alternative.     


 


73. Has the state identified what they expect the budget to be for this scope of work? 


 


 Please see response to Question #24. 
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74. Governor Sandoval signed Senate Bill 514 last year permitting a managed long term services and 


 supports program, following a recommendation by the Governor and approval of the Interim Finance 


 Committee. Is a purpose of this RFP to secure the services of a vendor to assist  the Executive Branch 


 with the recommendation and subsequent actions? 


 


 Yes, that is the purpose of this RFP.    


 


75. Attachment G (Proposed Staff Resume) asks for a minimum of three references and also asks or a 


 maximum of three references. Please clarify whether three is the maximum or minimum. 


 


 A minimum of three references is required, with a maximum of six.    


 


76. As a part of the scope of work included in this bid is for the vendor to develop recommendations and 


 best practices to Nevada to provide oversight to the Managed Care Organizations. Can the Department 


 confirm that the winning vendor will NOT be precluded in a future bid from responding to actual 


 outsourcing, data analytics or other work that is resultant of the recommendations? 


 


Since the vendor will not be participating in the evaluation process of the procurement of MCO plans 


the winning vendor will be allowed to participate and will not be precluded in future bids related to 


actual outsourcing and data analytics.   


 


77. Can the state indicate whether data from the existing health plans will be made available to the 


awardee?   


 


Yes, any nonproprietary information from the MCO plans will be available as necessary.     


 


78. Section 3.3.1 and 3.3.1.1 (Assist state staff in identifying the potential impact to communities 


 through the continuation of town hall meetings to gather public and stakeholder’s input)  


 Question: How many meetings and at what locations have meetings been held to date? 


  


Please see response to Question #5 & 6 


 


 Question: Does the state have forum notes or will the selected contractor need to work through 


 recordings or transcripts?   
 


 Please see response to Question #5 & 6 
  


 Question: Can the State provide the schedule for the future meetings or the county locations of 


 outstanding public forums?   
 


Please see response to Question #5 & 6 
 


79. Section 3.3.2 (With assistance from state staff identify the potential impact to recipients, data 


 regarding MCO adequacy of providers and access to care in Nevada is available;) 
  


Question: Is the available data statewide and include data on LTSS? 


 


 See response to Question # 38 under 3.3.2 


 


 Question: Is information on both FFS and MCO rates available? 
 


  Fee for Service rates are available on the DHCFP website under Rates Fee Schedule at: 


 http://dhcfp.nv.gov/Resources/Rates/RatesDisclaimer  
  



http://dhcfp.nv.gov/Resources/Rates/RatesDisclaimer
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The MCO capitation payments will be available to the selected vendor; however, the actual rates paid 


by the MCO plans to the network providers are proprietary to the MCO and will not be available.   
 


80. Section 3.3.3 (With assistance from state staff, identify the potential impact to local government as it 


 relates to reimbursement for administrative and medical services;) 
  


Question: Can the State provide information on existing programs administered or funded at the local 


 level? 
 


 This information is available from a Medicaid reimbursement perspective.   
 


81. Section 3.3.5 (With assistance from state staff, identify the potential impact to Native American 


 tribes;) 
  


Question: Has any Tribal consultation regarding managed care expansion or leveraging existing 


 resources yet taken place? 
  


The Town Hall agenda has been forwarded to the Tribal Governments through the distribution lists 


for public notices. In this respect communication has occurred to the Tribal Governments, however a 


Tribal Notification Letter has not been issued and a consultation has not occurred specifically to 


address the MCO Expansion.  
 


 Question: If additional consultation is expected, can the state provide the current consultation 


 process and clarify the contractor’s expected role in the process? 
 


To meet the requirements of the Tribal Consultation process a Tribal Notification Letter will need to 


be drafted by the specialist responsible for the MCO Expansion (or leveraging resources) to identify 


the States intent and potential fiscal impact.  A special consultation session can be held doing the 


following: 


 


 A location will need to be secured for a meeting to include a North location for the meeting with 


Southern Nevada and Elko video conferencing and teleconferencing capabilities.   


 


 An agenda will need to be posted providing 30 days notice for Tribal Consultation for MCO 


Expansion.  


 


 The MCO’s both have Tribal Liaisons that participate in consultation, and would have a role to 


provide presentations, be prepared to answer any questions or concerns, and provide follow up 


information at the request of the Tribal Governments.   


 


82. Section 3.5.1 (Develop and design the project plan upon approval of a MCO expansion;) 


 Question: Does the state have software preferences for documenting this plan? 


 


No, the State does have a template for documenting internal projects that could be used; however, the 


vendor may recommend its own process.   


 


83. Section 3.5.3 (Ensure project is completed within approved timeframe(s) and/or notify management of 


 delay(s), reason for any delay(s), and possible solutions to resolve any delay(s);) 


  


Question: What authority will the contractor be delegated and to whom or to what management level 


 with the selected contractor report? 


 


No authority will be delegated to the vendor.   The vendor will report to the Chief of Managed Care 


and Quality.  This Chief position reports directly to the Deputy Administrator for the Division of 


Health Care Financing and Policy.   







PHPG RFP 2103 20 


 


84. Section 3.5.8 (In the event Long Term Support Services (LTSS) are recommended and approved as 


 part of the MCO expansion, assist state staff in preparing the necessary documents that meet 


 CMS’s requirements in obtaining proper authority under an 1115 (a) demonstration waiver; and/or 


 1915 (b) waivers’ and/or 1915 (c); and/or 1915 (i) accordingly;) 


 Question: Can the state provide more detail related to expected contractor responsibilities? For 


 example, is the contractor expected to write the demonstration/waiver, review and draft responses to 


 comments generated under the public notice requirements; or is the expectation  that the state staff will 


 draft the documents and the contractor will provide input on the drafts  written by the state, research 


 policy questions, draft terms and conditions, etc.? 


 


Please see response to Question #45.  State staff will draft the documents; therefore, the State is 


requesting the vendor to advise on the pros and cons of the different authorities and provide the State 


with any lessons learned or suggested language to mitigate cons of any suggested approach.   


 


85. Section 3.7.3 (Assist in drafting the Request for Proposal to procure MCO vendors in Nevada.) 


 Question: Is the contractor expected to write the drafts for the RFP or act in a supporting role of 


 reviewing drafts written by state staff? 


 


The vendor is expected to act in a supporting role if time permits for this activity to take place under 


this RFP.  Please see response to Question #69.    


 


86. Section 4.1 (Vendor Information)  


  


Question: Can the state define what it means by “locally” when it is referenced in this section?  Is 


 there a requirement or preference given to vendors with staff on the ground in Nevada? 


 


 See response to Question #13.   There is no preference given to vendors with staff in Nevada. 


 


87. Section 4.1.2 and 4.1.3 (Vendor Requirements – registration and licensing) 


 Question: The RFP indicates that a vendor must register with the State of Nevada before a 


 contract is executed (4.1.2). It also indicates that the vendor must be appropriately licensed by the State 


 of Nevada prior to doing business (4.1.3). Based on these statements, can it be assumed that the 


 vendor can secure the appropriate registration and license upon award and prior to executing a 


 formal contract? Or must these be in place for submission of the RFP response? 


 


Upon issuance of the Letter of Intent (LOI) the intended contracted vendor would then need to 


register with the Secretary of State’s Office and acquire their Nevada Business License. 


 


88. Section 4.1.4 (Vendor Requirements – licensing requirements) 


  


Question: If the answer to question 14 is that the vendor can secure the appropriate registration and 


 license upon award and prior to executing a formal contract, can it be assumed that 4.1.4  does not 


 apply? If it does apply, can you please direct us to the services that may contain licensing  requirements? 


 


 Yes, 4.1.4 does not apply. 


 


89. Section 4.2.1.5 (Business references as specified in Section 4.3, Business References must be 


 provided for any proposed subcontractors). 


 Question: We understand that the RFP requires subcontractors to submit business references. Can the 


 state please indicate the number of references required by subcontractors? 


 


 It would be the same amount required for the contractor. 
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ALL ELSE REMAINS THE SAME FOR RFP 2103. 
 


 


Vendor must sign and return this amendment with proposal submitted. 


 


Vendor Name: Westport Healthcare Management, Inc. d/b/a Pacific Health Policy Group 


Authorized Signature:  


Title: Director Date: 2/16/16 


 


 


This document must be submitted in the “State 


Documents” section/tab of vendors’ technical proposal. 
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C.  ATTACHMENT C – VENDOR CERTIFICATIONS 


 
Vendor agrees and will comply with the following: 


 


(1) Any and all prices that may be charged under the terms of the contract do not and will not violate any existing federal, State 


or municipal laws or regulations concerning discrimination and/or price fixing.  The vendor agrees to indemnify, exonerate 


and hold the State harmless from liability for any such violation now and throughout the term of the contract. 


 


(2) All proposed capabilities can be demonstrated by the vendor. 


 


(3) The price(s) and amount of this proposal have been arrived at independently and without consultation, communication, 


agreement or disclosure with or to any other contractor, vendor or potential vendor. 


 


(4) All proposal terms, including prices, will remain in effect for a minimum of 180 days after the proposal due date.  In the case 


of the awarded vendor, all proposal terms, including prices, will remain in effect throughout the contract negotiation process. 


 


(5) No attempt has been made at any time to induce any firm or person to refrain from proposing or to submit a proposal higher 


than this proposal, or to submit any intentionally high or noncompetitive proposal.  All proposals must be made in good faith 


and without collusion. 


 


(6) All conditions and provisions of this RFP are deemed to be accepted by the vendor and incorporated by reference in the 


proposal, except such conditions and provisions that the vendor expressly excludes in the proposal.  Any exclusion must be 


in writing and included in the proposal at the time of submission. 


 


(7) Each vendor must disclose any existing or potential conflict of interest relative to the performance of the contractual services 


resulting from this RFP.  Any such relationship that might be perceived or represented as a conflict should be disclosed.  By 


submitting a proposal in response to this RFP, vendors affirm that they have not given, nor intend to give at any time 


hereafter, any economic opportunity, future employment, gift, loan, gratuity, special discount, trip, favor, or service to a 


public servant or any employee or representative of same, in connection with this procurement.  Any attempt to intentionally 


or unintentionally conceal or obfuscate a conflict of interest will automatically result in the disqualification of a vendor’s 


proposal.  An award will not be made where a conflict of interest exists.  The State will determine whether a conflict of 


interest exists and whether it may reflect negatively on the State’s selection of a vendor.  The State reserves the right to 


disqualify any vendor on the grounds of actual or apparent conflict of interest. 


 


(8) All employees assigned to the project are authorized to work in this country. 


 


(9) The company has a written equal opportunity policy that does not discriminate in employment practices with regard to race, 


color, national origin, physical condition, creed, religion, age, sex, marital status, sexual orientation, developmental disability 


or handicap.   


 


(10) The company has a written policy regarding compliance for maintaining a drug-free workplace. 


 


(11) Vendor understands and acknowledges that the representations within their proposal are material and important, and will be 


relied on by the State in evaluation of the proposal.  Any vendor misrepresentations shall be treated as fraudulent 


concealment from the State of the true facts relating to the proposal. 


 


(12) Vendor must certify that any and all subcontractors comply with Sections 7, 8, 9, and 10, above. 


 


(13) The proposal must be signed by the individual(s) legally authorized to bind the vendor per NRS 333.337. 


 


Vendor Company Name  


Westport Healthcare Management, Inc. 


d/b/a Pacific Health Policy Group 


   


Vendor Signature    


 


  2/16/16 


Print Name Scott Wittman   Date 
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D.  ATTACHMENT J – CERTIFICATION REGARDING LOBBYING 


 


Certification for Contracts, Grants, Loans, and Cooperative Agreements 
 


The undersigned certifies, to the best of his or her knowledge and belief, that: 


 


(1) No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned, to any person for 


influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or 


employee of Congress, or an employee of a Member of Congress in connection with the awarding of any Federal 


contract, the making of any Federal grant, the making of any Federal loan, the entering into of any cooperative 


agreement, and the extension, continuation, renewal, amendment, or modification of any Federal contract, grant, loan, 


or cooperative agreement. 


 


(2) If any funds other than Federally appropriated funds have been paid or will be paid to any person for influencing or 


attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of 


Congress, or an employee of a Member of Congress in connection with this Federal contract, grant, loan, or 


cooperative agreement, the undersigned shall complete and submit Standard Form-LLL, “Disclosure of Lobbying 


Activities,” in accordance with its instructions. 


 


(3) The undersigned shall require that the language of this certification be included in the award documents for all sub 


awards at all tiers (including subcontracts, sub grants, and contracts under grants, loans, and cooperative agreements) 


and that all sub recipients shall certify and disclose accordingly. 


 


This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered 


into.  Submission of this certification is a prerequisite for making or entering into this transaction imposed by section 1352, 


U.S. Code.  Any person who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and 


not more than $100,000 for each such failure. 


 


 


By: 


 


  


2/16/16 


 Signature of Official Authorized to Sign Application  Date 


 


 


For: Westport Healthcare Management Inc. d/b/a Pacific Health Policy Group 


 Vendor Name 


 


 


Evaluation and Planning Services for the Potential Expansion of the Medicaid Managed Care 


Organization Program 


Project Title 
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E.   COPIES OF VENDOR LICENSING AGREEMENTS AND/OR HARDWARE 


 AND SOFTWARE MAINTENANCE AGREEMENTS 


 


 N/A 
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F. COPIES OF APPLICABLE CERTIFICATIONS AND/OR LICENSES 


 


 N/A 
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TAB V 


ATTACHMENT B – TECHNICAL PROPOSAL CERTIFICATION OF COMPLIANCE 


WITH TERMS AND CONDITIONS OF RFP 


 


I have read, understand and agree to comply with all the terms and conditions specified in this 


Request for Proposal.   


 


YES 
 


 
I agree to comply with the terms and conditions specified in this RFP. 


 


NO  I do not agree to comply with the terms and conditions specified in this RFP. 


 


If the exception and/or assumption require a change in the terms in any section of the RFP, the 


contract, or any incorporated documents, vendors must provide the specific language that is 


being proposed in the tables below.  If vendors do not specify in detail any exceptions and/or 


assumptions at time of proposal submission, the State will not consider any additional exceptions 


and/or assumptions during negotiations.   


 


Westport Healthcare Management, Inc. d/b/a Pacific Health Policy Group 


Company Name 


 
Signature    


    


Scott Wittman                                                                                                   2/16/16 


Print Name   Date 


 


 


Vendors MUST use the following format.  Attach additional sheets if necessary. 


 


EXCEPTION SUMMARY FORM 


EXCEPTION 


# 


RFP SECTION 


NUMBER 


RFP  


PAGE 


NUMBER 


EXCEPTION 


(Complete detail regarding exceptions 


must be identified) 


    


    


    


 


ASSUMPTION SUMMARY FORM 


ASSUMPTION 


# 


RFP 


SECTION 


NUMBER 


RFP  


PAGE 


NUMBER 


ASSUMPTION 


(Complete detail regarding assumptions 


must be identified) 
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TAB VI  


SECTION 3 – SCOPE OF WORK 


 


3. SCOPE OF WORK  


 
The State has seen Medicaid enrollment double since 2013 and the percentage of Nevadans 


without health insurance precipitously decline.  While health coverage is integral to accessing 


care, public programs and the health care delivery system must be sustainable.  The 


Department of Health and Human Services (DHHS) has elected to evaluate alternative 


delivery models that have the potential to achieve the Triple Aim of improving the quality of 


health care, improving population health and reducing costs by improving health outcomes. 


 


PHPG has assembled a group of senior professionals to assist the State of Nevada with the 


evaluation of options for expanding Medicaid managed care and subsequent implementation 


activities.  PHPG’s proposed team includes individuals with extensive program planning, 


financial, clinical and operational expertise. 


 


Scott Wittman, one of PHPG’s corporate directors, will serve as overall PHPG Project 


Manager.  Mr. Wittman will be the primary point of contact throughout the project and will be 


responsible for ensuring each deliverable is completed on time and that our performance 


meets and exceeds expectations.   


PHPG’s proposed team has extensive experience with the evaluation of Medicaid managed 


care options and the development of innovative managed care models, including approaches 


to best meet the needs of beneficiaries and providers in rural and frontier counties, as well as 


persons eligible for long-term care or persons with other special needs.  The PHPG team also 


has extensive experience with development of complex expenditure and enrollment models for 


unique and innovative Medicaid managed care initiatives.  PHPG’s full project team is 


presented below: 


 


Exhibit 2 – PHPG Proposed Project Team 
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PHPG’s proposed approach for the completion of each task defined in the RFP is presented 


below.  


 


3.1 Review the current Medicaid MCO Program and make recommendations for 


 improvement: 


 


PHPG proposes to take a measured approach for the evaluation of managed care service 


delivery and financing options that enable the State to achieve its objectives.  As a starting 


point, PHPG will review existing program performance with respect to service accessibility, 


quality of care and cost effectiveness. PHPG also will consult with Division managers and 


staff regarding MCO performance in meeting contract standards and program objectives and 


will document challenges and opportunities related to the current managed care program.  


 


Based on this review, PHPG will develop recommendations for program improvement. The 


recommendations will be informed by best practices from other states facing challenges 


similar to Nevada, including states with large rural areas and significant enrollment growth.  


 


In addition to evaluation of the current managed care program, PHPG also will begin to 


collect the information necessary for identifying challenges and opportunities related to 


managed care expansion. Baseline information will be collected for the following program 


components: 


 


 Service delivery system, including physical health services, long term services and 


supports (LTSS), mental health services and substance abuse treatment services 


 State operations, including State service provision, delivery system oversight functions 


by department and staffing 


 LTSS assessment, care planning and coordination activities 


 Financing arrangements and budget considerations 


 Current initiatives, such as the Nevada Comprehensive Care Waiver 


 


3.1.1 Recommend revisions to strengthen and improve the Division’s oversight, 


recommendations must comply with federal and state requirements; 


 


PHPG will review the Division’s current oversight activities to identify opportunities for the 


Division to oversee program performance more effectively and efficiently.  Specifically, PHPG 


will review the following current practices: 


 


 Contractual reporting requirements, including how data is collected and analyzed 


 Staffing for contract oversight 


 Inter-departmental collaboration for program monitoring and oversight 


 MCO operational and financial audit activities 


 Role of External Quality Review Organization (EQRO) 


 MCO accreditation requirements and how accreditation status supports the Division’s 


oversight activities 


 Contractual provisions related to compliance and corrective action plans 
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PHPG will develop recommendations for improving oversight based on an assessment of 


current operations and best practices in other states. 


 


3.1.2 Recommend revisions to the MCO contract as it relates to improving program oversight 


and compliance; and 


 


Concurrent with our review of current oversight activities, PHPG will examine current 


contract requirements to identify opportunities for improving program oversight and 


compliance.  PHPG will compare current reporting requirements to those of other states to 


identify whether there are additional measures to support program monitoring as well as 


alternative formats for collecting data that would enable the Division to assess performance 


more efficiently. 


 


One option the Division may want to explore is a “self-assessment” model, whereby each 


participating MCO is obligated to both monitor its compliance against contract requirements 


and identify any issues related to its ability to meet program requirements.  In the event an 


MCO identifies a compliance issue, it would be obligated to report the issue to the Division 


along with a corrective action plan for the Division’s review and approval.   


 


The effectiveness of this model is dependent on incentives for MCOs to monitor and report 


compliance issues.  As an example, contract sanctions could be reduced or waived for any self-


reported compliance issue. Conversely, if an issue is not identified and reported by the MCO, 


but is subsequently found by the State through oversight activities, the MCO would be subject 


to more severe sanctions. 


 


3.1.3 Recommend revisions to contract terms and payment structure to incentivize MCO 


vendors to reduce costs through pay for performance measures. 


 


There has been a significant movement in recent years toward use of performance-based 


contracting methods within Medicaid managed care. Many contracts include financial 


incentives for achieving specific quality goals that are likely to have a corollary impact on cost, 


such as meeting defined HEDIS thresholds, or demonstrating improvement in quality scores 


or utilization targets (e.g., emergency room utilization) over time.   


 


States  also increasingly are encouraging or requiring MCOs to develop innovative payment 


models with providers to promote care coordination, improve quality of care and reduce 


overall program costs.  Several recent RFPs have moved beyond encouragement by mandating 


that a certain percentage of provider contracts be performance-based (e.g., 50 percent of 


contracts by 2020).  


 


PHPG will review incentives in the current contract and identify additional incentives that 


contribute to lowering costs based on best practices in other states. 


 


PHPG understands that there is a limited amount of time for incorporation of these 


recommendations into the contracting process for the current program.  PHPG will work with 







PHPG RFP 2103 31 


the Division to identify oversight activities and contract requirements that can be incorporated 


into the 2017 contract.   


 


In addition, PHPG understands that expansion of the managed care program likely will 


require additional oversight activities and contractual requirements.  While the deliverable 


prepared under Task 3.1 will serve as a foundation, PHPG proposes to re-visit oversight 


activities as part of our evaluation of expansion options.  Recommendations regarding 


program oversight and contract requirements related to improving program oversight and 


performance-based payment will be developed as part of the implementation planning process 


under Task 3.5. 


 


 


Task 3.1 Timeline 


 
 


Task 3.1 Summary of Subtasks 


 


Subtask Description 


1 Identify and collect baseline information 


2 Evaluate current MCO oversight activities 


3 Review current contract requirements and best practices in other states 


4 Develop recommendations for improvement of oversight activities 


5 
Develop recommendations for contract modifications related to 


reporting and compliance 


6 Develop recommendations related to performance-based payments 


7 Review draft findings with State staff 


8 Prepare final report 


 


 


Deliverable 3.1:  Evaluation of Current MCO Program and Recommendations for 


Improvement 
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3.2 Assist state staff in providing recommendations to executive staff and the Nevada 


Legislature regarding the potential MCO expansion: 


 


PHPG will assist state staff with making recommendations regarding managed care expansion 


through detailed evaluation of each option across a series of domains.  PHPG proposes to 


facilitate a discussion of evaluation considerations, including the impact on the following: 


 


 Care coordination and service integration 


 Quality of care 


 Provider participation and reimbursement 


 Members and their families/caregivers 


 Program costs over the short-term and long-term 


 Ability to support current local funding initiatives 


 State staffing and administrative costs 


 Implementation requirements and timeline 


 MCO willingness/preparedness 


 


PHPG will prepare a summary that identifies all expansion options and the potential impact 


on each consideration.  This summary will support the Division’s decision process and 


recommendation for managed care expansion. 


 


3.2.1 Recommendations may be based on population, geographical location and/or services 


such as Long Term Support Services; 


 


PHPG will identify all potential expansion options and develop findings specific to each 


option. This will include options related to phasing-in the expansion by population type, 


geographic area and service type, taking into consideration the approaches by other states that 


have recently undertaken similar expansions. For example, some states have elected to enroll 


long term care populations in stages, starting with LTSS for frail elders and persons with 


physical disabilities, followed by LTSS for persons for intellectual/developmental disabilities 


and lastly by persons residing in institutions. A number of states have excluded the premium 


cost share-only portions of the Medicare/Medicaid dual eligible population from their 


programs, given the limited role played by Medicaid in their care.  


 


3.2.2 Recommendations may be a phase in approach to limit financial cash flow concerns 


and/or adverse impact; and 


 


PHPG will develop options for phasing implementation of the expansion to address 


programmatic concerns, including cash flow and budget considerations, state implementation 


activities, plan preparations and state assessment of plan readiness. The budget considerations 


will specifically address options for minimizing the impact of the claims “tail” associated with 


conversion from fee-for-service to capitated payments.  


  


3.2.3 With assistance from state staff recommendation(s) must contain a cost benefit analysis 


which includes the potential loss of revenue to state agencies as well as 


Intergovernmental Transfer of Funds, Certified Public Expenditures and drug rebates. 
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PHPG will incorporate findings from Tasks 3.3 and 3.4 with regard to the impact on local 


agencies, state agencies and existing financing mechanisms.  PHPG will work with the State 


to identify, by line item, potential revenues at risk and work with the State to identify strategies 


to preserve funding streams. 


 


PHPG also will evaluate drug rebates to determine whether there is a potential loss of 


revenues.  The Affordable Care Act enables states to collect Medicaid rebates based on 


pharmacy utilization data provided by MCOs.  While the State likely would forego 


supplemental rebate revenues, these savings generally are reflected in the actuarial rate 


setting process. 


 


Task 3.2 Timeline 


 
Task 3.2 Summary of Subtasks 


 


Subtask Description 


1 Review expansion options and considerations 


2 Prepare summary of options and considerations for further evaluation 


3 Identify and review phase-in approaches 


4 Review current financing arrangements 


5 Identify strategies to preserve existing financing arrangements 


6 
Evaluate potential impact of expansion options on department budgets, 


revenue streams and staffing 


7 Prepare cost-benefit analysis for expansion options 


8 Review findings with State staff 


9 
Prepare draft deliverable: Recommendations for Expansion of Medicaid 


Managed Care Program 


10 Review draft deliverable with state staff and revise 


11 
Prepare final deliverable: Recommendations for Expansion of Medicaid 


Managed Care Program 


 


Deliverable 3.2:  Recommendations for Expansion of Medicaid Managed Care Program 
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3.3 With assistance from state staff, identify the potential impact of the possible expansion of 


the State Medicaid MCO Program. 


 


PHPG understands that expansion of the Medicaid MCO program can significantly impact 


members, providers, program financing, and department functions and budgets.  PHPG also 


understands that findings from Task 3.2 are needed to develop the Division’s final 


recommendations as defined in Task 3.1.  PHPG therefore proposes to perform Tasks 3.2 and 


3.3 concurrently, with Task 3.3 completed prior to Task 3.2. 


 


 


3.3.1 Assist state staff in identifying the potential impact to communities through the 


continuation of town hall meetings to gather public and stakeholder’s input; 


 


3.3.1.1 These meetings are currently being conducted by state staff; 


 


3.3.1.2 Assessment of the information gathered and a report of the findings/results will need to 


be completed; and 


 


3.3.1.3 The state is open to any other recommendations the vendor may have in this area 


depending on the state’s available resources and timeline. 


 


PHPG proposes to collect public and stakeholder  input regarding a possible Medicaid 


expansion through each of the following activities: 


 


 Review transcripts from town hall meetings 


 Review correspondence forwarded to the State 


 Meetings with provider associations, if requested by the State 


 Meetings with advocacy organizations, if requested by the State 


 


Issuance of Request for Information (RFI) is another option for collecting input from 


providers, advocacy groups and potential MCO vendors to inform the State’s expansion 


decision.  If requested, PHPG will assist the State with preparation of an RFI and review of 


responses to the RFI. 


 


 3.3.2 With assistance from state staff identify the potential impact to recipients, data regarding 


 MCO adequacy of providers and access to care in Nevada is available; 


 


PHPG will use available data regarding Nevada’s current delivery system and our experience 


with development, implementation and evaluation of Medicaid managed care models to 


identify the potential impact of managed care expansion on program participants.   


 


Based on PHPG’s experience, managed care implementation has the potential to restrict 


member choice of providers but also creates opportunities to improve access through expanded 


provider hours and capacity, while enhancing care planning and care coordination activities.  


PHPG will evaluate the potential impact of managed care expansion on program participants 


as well as identify strategies to address potential adverse outcomes.  Key strategies include 
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thoughtful planning, development of detailed contract requirements regarding care transition, 


care planning, care coordination, and network adequacy, and assessment of MCO readiness 


well in advance of commencement of enrollment.  


 


3.3.3 Identify the potential impact to providers; 


 


Expansion of managed care for individuals receiving LTSS and other specialized services 


requires a careful review of the potential impact of the transition on essential community 


providers.  Many LTSS and specialized service providers are funded primarily by the Medicaid 


program and do not have an opportunity to “shift” costs to other payers in the event of 


declining Medicaid revenues.  PHPG will evaluate the potential impact of managed care 


expansion on each provider type and identify options for ensuring that needed services are 


accessible. 


 


3.3.4 With assistance from state staff, identify the potential impact to local government as it 


relates to reimbursement for administrative and medical services; 


 


PHPG understands that Medicaid funding is integral to supporting publicly-provided services 


available to individuals with specialized service needs.  Expansion of Medicaid managed care 


has the potential to transfer care coordination obligations from government entities to 


managed care organizations.  PHPG will work with the State to develop a comprehensive 


listing of Medicaid-supported functions within local governments and the extent to which 


these functions are impacted by managed care expansion.   


 


PHPG also will work with the State to identify whether alternative funding approaches could 


support local governments and sustain essential safety net services.  Alternative funding 


approaches could include evaluation of other reimbursable administrative activities or services 


as well as opportunities for public-private partnerships. 


 


3.3.5 With assistance from state staff, identify the potential impact to Native American tribes; 


 


PHPG will work with state staff to identify the potential impact of managed care expansion on 


Native American tribes.  Based on our experience in states with large Native American 


populations, we understand the transition to a managed care model should both ensure and 


promote access to tribal health providers.  The model also could create opportunities to 


improve service coordination and promote the development of additional capacity within the 


tribal delivery system.  As an example, the State may want to engage in discussions with tribal 


delivery systems to identify whether there is an opportunity to develop the capacity to provide 


care coordination and long term services and supports.  States also have included provisions 


in MCO contracts to preserve existing federal funding for tribal services. 


 


3.3.6 With assistance from state staff, identify the potential impact to state agencies that 


provide billable administrative and medical services such as potential downsizing of staff, 


etc.; and 
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PHPG understands that the State has performed some analyses related to the potential impact 


on state staffing and budgets resulting from expansion of managed care.  PHPG will work 


with the analysis prepared as part of the fiscal notes (or updated analyses) to summarize the 


impact of managed care expansion on State agencies.   PHPG will evaluate the impact on 


agencies for each expansion option and possible phase-in schedule. 


 


3.3.7 Report any potential impact the state may not be aware of and should consider based on 


the vendor’s experience and/or knowledge of other states’ MCO expansion. 


 


PHPG will draw from our experience working in other states to identify other potential 


impacts of the managed care expansion.  A partial list includes the following: 


 


 Sustainability of savings – Some states (and MCOs) have projected significant 


managed care savings in the short term but have experienced adverse consequences, 


including MCOs’ requests for rate increases and/or withdrawal from the program and 


issues related to access to care. In particular, this has occurred in states that have 


expanded managed care to include long term care populations and made overly-


optimistic assumptions about the pace at which the shift from institutional to 


community-based care would occur.  


 


 Relationship between model design and savings – The model design impacts the ability 


of MCOs to generate program savings.  For example, if managed care is expanded to 


include home and community based services but does not include individuals receiving 


institutional services, or the rate model does not create appropriate incentives, MCOs 


will not have financial incentives to change the balance between institutional and less 


expensive, home- and community-based services. On the contrary, without effective 


oversight, MCOs will have an incentive to move higher cost members into nursing 


facilities in order to facilitate their disenrollment.  


 


 Relationship between model design and MCO participation – Expansion of the 


managed care model could both encourage and discourage MCO participation.  


Expansion of managed care to rural communities requires additional investment on 


the part of MCOs to develop and support the provider network, but may not result in 


significant increases in capitation revenues.  Conversely, expansion of managed care 


for individuals with LTSS and other specialized service needs may foster additional 


interest by MCOs and make expansion into rural Nevada more feasible. In addition, 


any requirements for MCOs to operate Medicare Advantage plans for dual eligible 


members would offer the potential for better coordination of benefits but may restrict 


the universe of potential RFP respondents.  


 


 Number of participating plans - The State will need to consider both the advantages 


and disadvantages associated with the number of MCO contract awards it intends to 


make.  Making awards to more than two plans promotes choice among program 


participants and makes the State less vulnerable in the event of a plan withdrawal.  


However, making multiple awards increases the amount of resources needed to oversee 







PHPG RFP 2103 37 


plan performance and spreading covered lives over several plans has the potential to 


make market entry less attractive. 


 


 Flexibility to promote service delivery reform – States are increasingly relying on 


MCOs to develop innovative, performance-based payment approaches that reward 


providers for quality of care rather than volume.  Additionally, the MCO model can 


promote active participation of organized provider systems, including Accountable 


Care Organizations, to coordinate care, engage in practice transformation, and 


promote population health.  MCOs also have greater flexibility to fund cost-effective 


alternatives to traditionally covered services. 


 


 Development of state-federal partnerships to promote health care reform and sustain 


existing funding streams – States have partnered with the Centers for Medicare and 


Medicaid Services (CMS) to develop innovative Section 1115 Demonstrations that 


provide greater flexibility to promote health reform while preserving existing funding 


streams.   


 


Task 3.3 Timeline 


 


 
 


Task 3.3 Summary of Subtasks 


 


Subtask Description 


1 Evaluate impact of managed care expansion on members 


2 
Evaluate impact of managed care expansion on providers and delivery 


system 


3 
Evaluate impact of managed care expansion on local government 


agencies 


4 Evaluate impact of managed care expansion on Native American tribes 


5 Evaluate impact of managed care expansion on State agencies 


6 
Identify and evaluate impact of managed care expansion and model 


design on program objectives 


7 Review findings with State staff 


8 Prepare deliverable: Impact of Managed Care Expansion 


 


Deliverable 3.3:  Impact of Managed Care Expansion 


 


  







PHPG RFP 2103 38 


 


3.4 With assistance from state staff identify ways to leverage existing resources if MCO 


expansion occurs, such as but not limited to: 


 


3.4.1 Certified Public Expenditures; 


 


3.4.2 Intergovernmental Transfer of Funds; and 


 


3.4.3 Provider Tax and Assessments. 


 


PHPG will collaborate with State staff to identify and evaluate opportunities to preserve and 


potentially enhance existing financing arrangements.  PHPG will evaluate the expansion of 


the existing enhanced MCO payment rate model.  Additionally, PHPG will work with the State 


to determine whether a state-federal partnership, under a Section 1115 Demonstration waiver, 


is a critical component to promote the State’s ability to reform the existing delivery system. 


 


PHPG will prepare a summary of existing financing arrangements, the potential impact of 


managed care expansion on these financing arrangements, and opportunities to preserve 


these financing arrangements. 


 


Task 3.4 Timeline 


 
 


 


Task 3.4 Summary of Subtasks 


 


Subtask Description 


1 Identify and review all existing financing mechanisms 


2 
Evaluate potential impact of managed care expansion on financing 


mechanisms 


3 Evaluate opportunities to preserve financing mechanisms 


4 Review findings with State staff 


5 Prepare deliverable: Impact of Managed Care Expansion on Financing 


 


Deliverable 3.4:  Impact of Managed Care Expansion on Financing 
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3.5 Provide consulting services and project management for MCO expansion: 


 


PHPG has assisted over a dozen states with the development and implementation of managed 


care models and has provided project management support for all phases of implementation, 


including activities related to state and federal regulatory authority, policy development, 


development of Requests for Information (RFIs) and Requests for Proposals (RFPs), drafting 


of MCO contracts, preparation of readiness review and audit tools, support for enrollment and 


systems modifications, support for actuarial rate setting process and fiscal analysis. 


 


PHPG believes that development of a detailed project plan and routine monitoring of progress 


are essential for a timely and efficient implementation.  However, PHPG also acknowledges 


that planning activities and processes can consume State staff resources at the expense of 


substantive project activities.  PHPG therefore will seek opportunities to follow up on specific 


issues with key subject matter owners while ensuring that implementation team members 


remain informed. 


 


3.5.1 Develop and design the project plan upon approval of a MCO expansion; 


 


PHPG will prepare a detailed project plan that reflects every aspect of program 


implementation, including the following: 


 


 State and federal regulatory authorities 


 Outreach and enrollment 


 Transition planning 


 Program financing 


 MCO contracting and readiness activities  


 Systems modifications 


 


3.5.2 Assist in the completion of a timeline for implementation of the approved plan and 


identify critical path(s); 


 


Upon completion of the detailed project plan, PHPG will work with the State to establish 


timelines for each identified task as well as task assignments.  The project plan will identify 


critical paths as well as task dependencies. 


  


3.5.3 Ensure project is completed within approved timeframe(s) and/or notify management of 


 delay(s), reason for any delay(s), and possible solutions to resolve any delay(s); 


 


PHPG proposes to facilitate weekly progress meetings throughout the implementation period.  


Prior to each meeting, PHPG will collect information regarding the status of each task and 


any policy or operational decisions necessary to support completion of each task. 


 


PHPG proposes to employ a basic color coding scheme to identify tasks that are: 


 On schedule (green) 


 At risk of falling behind schedule (yellow) 


 Behind schedule (red) 
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PHPG also will prepare a monthly management summary that will provide a high-level update 


on implementation activities.  The monthly summary will identify any task that has fallen 


behind schedule and identify outstanding issues and resources required to complete the task.  


As appropriate, PHPG will prepare ad hoc issue summaries for time-sensitive issues that have 


the potential to compromise timely completion of key tasks. 


 


As requested, PHPG also will be available to facilitate policy and operational discussions.  


PHPG will follow up as appropriate with written summaries of decisions and outstanding 


issues via email. 


 


3.5.4 Identify stakeholders; 


 


PHPG will assist State staff to develop and maintain a listing of stakeholders.  If preferred, the 


listing could include information regarding specific areas of interest (e.g., LTSS for frail 


elders/persons with physical disabilities versus individuals with intellectual and developmental 


disabilities, local funding mechanisms etc.). 


 


3.5.5 Design and manage communication plan; 


 


PHPG will develop a communication plan to keep stakeholders informed regarding 


implementation progress and opportunities for providing stakeholder input as part of the 


policy development process.  The communications plan will conform to state and federal 


requirements related to public notice. 


 


3.5.6 Manage meetings; 


 


PHPG will facilitate policy and operational meetings. As appropriate, PHPG will create 


meeting minutes and update the project plan to reflect progress made in each meeting. 


 


3.5.7 Manage and track status of tasks assigned to all parties involved; 


 


As described above, the project plan will track the status of all tasks. 


 


3.5.8 In the event Long Term Support Services (LTSS) are recommended and approved as part 


of the MCO expansion, assist state staff in preparing the necessary documents that meet 


CMS’s requirements in obtaining proper authority under an 1115 (a) demonstration 


waiver; and/or 1915 (b) waivers’ and/or 1915 (c); and/or 1915 (i) accordingly; 


 


PHPG has assisted states with development of managed long term services and supports 


(MLTSS) models and with securing federal authority to implement MLTSS.  PHPG will assist 


the State with evaluation of each waiver option and determine the appropriate approach. One 


consideration will be whether the State wishes to retain any 1915c caps for budgetary reasons. 


Another will be whether a Section 1115 Demonstration would be a better vehicle for 


preserving the State’s current program financing mechanisms.  In our experience, CMS is a 







PHPG RFP 2103 41 


valuable resource and final arbiter with regard to the type of waiver that will best meets the 


State’s needs.   


  


3.5.9 With assistance from state staff develop a transition plan for the MCO expansion. 


 


PHPG’s project plan will include and identify transition activities unless the State deems it 


appropriate to have a separate transition plan. Transition planning will address the following: 


 Continuation of current functions 


 Transfer of information to MCO vendors 


 Member outreach and counseling 


 


Task 3.5 Timeline 


 


PHPG’s timeline reflects a six-month implementation planning commitment, commencing in 


January 2017 and continuing through June 2017.  The actual project plan may extend beyond 


the six-month period (or be shorter), depending on the breadth of the expansion. 


 


 


 
 


Task 3.5 Summary of Subtasks 


 


Subtask Description 


1 Develop draft project plan 


2 
Review project plan with state staff; establish timelines and task 


assignments 


3 Monitor implementation progress; update and distribute project plan 


4 Facilitate weekly status calls 


5 Prepare monthly management reports 


6 Develop and maintain stakeholder listing 


7 Design and manage communications plan 


8 Facilitate policy and operational meetings; Follow-up as appropriate 


9 
If LTSS is recommended, support state staff in preparing documents for 


CMS to secure waiver authority 


10 Develop transition plan as part of project plan or stand-alone 


 


Deliverable 3.5:  Project Plan 


Other Deliverables: Weekly Project Plan Updates and Monthly Management Summaries 
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3.6 With assistance from state staff identify the potential loss of revenue to the Medicaid 


agency such as IGT and drug rebates. 


 


 PHPG proposes to provide the assistance requested under Task 3.6 concurrently with 3.4.  


The Deliverable for Task 3.6 will itemize all current financing arrangements potentially at risk 


due to managed care expansion.  This summary will identify the specific component of the 


expansion (e.g., region, service, population) that places the funding at risk and will summarize 


total revenues at risk as a result of each expansion option. 


 


 


Task 3.6 Timeline 


 


 
 


 


Task 3.6 Summary of Subtasks 


 


Subtask Description 


1 Identify and review all existing financing mechanisms 


2 
Develop estimates of potential revenue losses by line item and expansion 


option 


3 Prepare summary findings 


4 Review findings with State staff 


5 Prepare deliverable: Potential Revenues at Risk 


 


Deliverable 3.6:  Summary of Revenues at Risk 
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3.7 Assist in the initial procurement process of MCO vendors; 


 


3.7.1 Develop Request for Information to solicit interested MCO vendors; 


 


PHPG will develop a Request for Information (RFI) to solicit input from potential MCO 


vendors.  The RFI also will provide interested MCO vendors with a broad overview of the 


managed care model’s goals and key components.  PHPG will work with State staff to develop 


the list of questions to be included in the RFI.  The questions generally will focus on the 


following areas: 


 


 Current capacity and experience 


 MCO timelines for implementation 


 Recommendations regarding the model design (e.g., scope of services, transition 


activities, care planning and coordination, number of participating plans, 


performance-based contracting approaches etc.) 


 


3.7.2 Review Request for Information submissions by interested MCO vendors; and 


 


PHPG will summarize input from interested vendors and identify model design issues for 


further discussion, including the implementation timeframe. 


 


3.7.3 Assist in drafting the Request for Proposal to procure MCO vendors in Nevada. 


 


PHPG will assist with drafting the Request for Proposal (RFP) for the expanded managed 


care model.  PHPG will use the current RFP and MCO contract as a starting point and will 


make modifications as appropriate to reflect the revised model.  PHPG will identify and 


present best practices in other states but also will ensure that the requirements reflect Nevada-


specific goals. 


 


PHPG will discuss options for proposal submission requirements with State staff.  Some states 


have introduced plan performance in other markets as part of the evaluation process.  As an 


example, vendors may be required to submit HEDIS scores for the largest three Medicaid 


contracts.  Should the State elect to pursue this approach, PHPG will compile a listing of 


potential quality and performance metrics for the State’s consideration. 


 


Post-award challenges have become commonplace in recent years.  PHPG will assist the State 


with development of a proposal scoring process and tool designed to demonstrate an objective 


and equitable evaluation process. 
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Task 3.7 Timeline 


 


 


 
 


Task 3.7 Summary of Subtasks 


 


Subtask Description 


1 Develop draft Request for Information 


2 Review draft Request for Information with State staff and revise 


3 Summarize RFI responses 


4 
Identify issues raised during RFI process that impact model design and 


timeframes 


5 Prepare draft Request for Proposal 


6 Review draft Request for Proposal with State staff and revise 


7 Assist State staff with responses to vendor question 


8 Prepare draft proposal evaluation process and scoring tool 


9 
Review draft proposal evaluation process and scoring tool with State 


staff and revise 


 


Deliverable 3.7:   Request for Proposal 


Other Deliverables:  Request for Information, Proposal Evaluation Process and Scoring Tool 
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TAB VII 


SECTION 4 – COMPANY BACKGROUND AND REFERENCES 


 


 


4 COMPANY BACKGROUND AND REFERENCES 


 


4.1 VENDOR INFORMATION 


 


4.1.1 Vendors must provide a company profile in the table format below. 


 


Question Response 


Company name: Westport Healthcare 


Management, Inc. d/b/a Pacific 


Health Policy Group (PHPG) 


Ownership (sole proprietor, partnership, etc.): Corporation 


State of incorporation: Missouri 


Date of incorporation: April 21, 1993 


# of years in business: 22 


List of top officers: Scott Wittman 


Andrew Cohen 


Location of company headquarters: 1725 McGovern Street, Suite 


201 


Highland Park, IL  60035 


Location(s) of the company offices: 1725 McGovern Street, Suite 


201 


Highland Park, IL 60035 


Location(s) of the office that will provide the 


services described in this RFP: 
Laguna Beach, CA 


Highland Park, IL 


Albany, NY 


Waterbury, VT 


Number of employees locally with the expertise 


to support the requirements identified in this 


RFP: 


N/A 


Number of employees nationally with the 


expertise to support the requirements in this 


RFP: 


10 


Location(s) from which employees will be 


assigned for this project: 
Laguna Beach, CA 


Highland Park, IL 


Albany, NY 


Waterbury, VT 


 


 


4.1.2 Please be advised, pursuant to NRS 80.010, a corporation organized pursuant to the laws 


of another state must register with the State of Nevada, Secretary of State’s Office as a 


foreign corporation before a contract can be executed between the State of Nevada and 


the awarded vendor, unless specifically exempted by NRS 80.015. 







PHPG RFP 2103 46 


 


4.1.3 The selected vendor, prior to doing business in the State of Nevada, must be 


appropriately licensed by the State of Nevada, Secretary of State’s Office pursuant to 


NRS76.  Information regarding the Nevada Business License can be located at 


http://nvsos.gov. 


  


Question Response 


Nevada Business License 


Number: 
Upon issuance of Letter of Intent 


(LOI) the intended contracted 


vendor will be appropriately 


licensed.   


Legal Entity Name: Westport Healthcare Management, 


Inc.  


  


 Is “Legal Entity Name” the same name as vendor is doing business as? 


 


  


Yes  No  


 


 If “No”, provide explanation. 


 


 Westport Healthcare Management, Inc. does business as Pacific Health Policy Group 


(PHPG). 


 


4.1.4 Vendors are cautioned that some services may contain licensing requirement(s).  Vendors 


shall be proactive in verification of these requirements prior to proposal submittal.  


Proposals that do not contain the requisite licensure may be deemed non-responsive. 


 


4.1.5 Has the vendor ever been engaged under contract by any State of Nevada agency?   


 


 


 


 If “Yes”, complete the following table for each State agency for whom the work was 


 performed.  Table can be duplicated for each contract being identified. 


 


 


 


 


 


 


 


 


 


 


  


Yes  No  


Question Response 


Name of State agency: N/A 


State agency contact name: N/A 


Dates when services were 


performed: 
N/A 


Type of duties performed: N/A 


Total dollar value of the contract: N/A 
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4.1.6 Are you now or have you been within the last two (2) years an employee of the State of 


Nevada, or any of its agencies, departments, or divisions? 


 


Yes  No  


 


 


 If “Yes”, please explain when the employee is planning to render services, while on 


 annual leave,  compensatory time, or on their own time? 


 


 If you employ (a) any person who is a current employee of an agency of the State of 


Nevada, or (b) any person who has been an employee of an agency of the State of Nevada 


within the past two (2) years, and if such person will be performing or producing the 


services which you will be contracted to provide under this contract, you must disclose 


the identity of each such person in your response to this RFP, and specify the services 


that each person will be expected to perform. 


 


4.1.7 Disclosure of any significant prior or ongoing contract failures, contract breaches, civil or 


criminal litigation in which the vendor has been alleged to be liable or held liable in a 


matter involving a contract with the State of Nevada or any other governmental entity.  


Any pending claim or litigation occurring within the past six (6) years which may 


adversely affect the vendor’s ability to perform or fulfill its obligations if a contract is 


awarded as a result of this RFP must also be disclosed. 


 


 Does any of the above apply to your company? 


 


Yes  No  


 


 If “Yes”, please provide the following information.  Table can be duplicated for each 


 issue being identified. 


 


  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Question Response 


Date of alleged contract 


failure or breach: 
N/A 


Parties involved: N/A 


Description of the contract 


failure, contract breach, or 


litigation, including the 


products or services involved: 


N/A 


Amount in controversy: N/A 


Resolution or current status of 


the dispute: 
N/A 


If the matter has resulted in a 


court case: 


Court Case Number 


N/A N/A 


Status of the litigation: N/A 
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4.1.8 Vendors must review the insurance requirements specified in Attachment E, Insurance 


Schedule for RFP 2103.  Does your organization currently have or will your organization 


be able to provide the insurance requirements as specified in Attachment E. 


   


Yes  No  


 


 Any exceptions and/or assumptions to the insurance requirements must be identified on 


Attachment B, Technical Proposal Certification of Compliance with Terms and 


Conditions of RFP.  Exceptions and/or assumptions will be taken into consideration as 


part of the evaluation process; however, vendors must be specific.  If vendors do not 


specify any exceptions and/or assumptions at time of proposal submission, the State will 


not consider any additional exceptions and/or assumptions during negotiations.  


 


 Upon contract award, the successful vendor must provide the Certificate of Insurance 


identifying the coverages as specified in Attachment E, Insurance Schedule for RFP 


2103. 
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4.1.9 Company background/history and why vendor is qualified to provide the services 


described in this RFP.  Limit response to no more than five (5) pages. 


 


Corporate Background 


 


The Pacific Health Policy Group (PHPG) is a national consulting firm with offices in 


California, Illinois, New York and Vermont.  PHPG was formed in 1994 by a group of 


professionals from the National Health Care Practice at KPMG Peat Marwick.  PHPG 


specializes in the research, evaluation, and reform of state Medicaid programs and has 


provided consultant services in over 20 states.  PHPG professionals have assisted state 


legislatures and Medicaid agencies in over a dozen states to identify viable options for 


delivering cost-effective, high-quality services under managed systems of care and has 


participated in development of some of the most innovative and successful Medicaid managed 


care models in the nation.    


 


Many of our projects include extensive stakeholder outreach through face-to-face meetings, 


telephone interviews, and online surveys; detailed econometric analyses of historical 


eligibility, utilization, and expenditure data; development of caseload/cost projections; 


assistance with procurement processes; development of state financing strategies; Medicaid 


rate setting; drafting of State Plan Amendments; and program reviews and audits.  Our 


experience with Medicaid data analysis and knowledge of federal laws and regulations 


ensures the options we outline can withstand actuarial and regulatory scrutiny. 


 


PHPG approaches engagements with the awareness that decision-makers must evaluate 


options within the context of each state’s environment, including its governmental fiscal and 


policy objectives, regulatory framework, demographic and geographic characteristics, health 


care delivery system, and private sector managed care market.  PHPG also understands the 


importance of involving all stakeholders in the process and ultimately providing options that 


are actionable. 


 


Although we primarily work for public clients, we also have assisted hospitals, community 


provider groups, university systems, and managed care organizations seeking to develop 


programs or products to serve Medicaid beneficiaries.  We have worked on behalf of private 


clients in numerous states with significant rural populations, including Alabama, Kansas, 


Missouri, New Mexico, and Texas.   


 


Our experience in the private sector has proven valuable when evaluating whether particular 


reforms have a realistic chance of attracting broad support and participation from the 


provider and health plan communities.  We have seen firsthand that options which sound 


promising in an academic setting often do not survive exposure to the real world. 


 


Relevant Experience 


 


PHPG has performed the scope of work outlined in the RFP for numerous state and county 


governments, both legislative and executive branches, including a number with demographic 
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and geographic challenges similar to those in Nevada.   Examples of PHPG’s previous 


engagements are presented below. 


 


State of Alaska: PHPG conducted a comprehensive study of the cost and quality of the Alaska 


Medicaid program through analysis of Alaska expenditure and utilization trends by category 


of service and beneficiary type (TANF, ABD, long-term care, etc.); comparison of Alaska’s 


utilization and expenditure trends to those of other states; and examination of innovative 


programs and best practices in other states for consideration by Alaska.  PHPG’s final report 


included recommendations to enhance program operations and obtain up to $100 million in 


new federal matching funds through creation of a special managed care model for Native 


Alaskans and enactment of long-term care program reforms.    PHPG also proposed 


opportunities for expanding access to community-based behavioral health services and 


increasing federal financial participation.  PHPG was retained after completion of the study to 


assist with implementation of initiatives adopted by Alaska Medicaid, including reform of the 


behavioral health program. 


 


State of Arizona: The Arizona Health Care Cost Containment System (AHCCCS) is the 


nation’s oldest statewide mandatory Medicaid managed care program.  Under the AHCCCS 


program, all Medicaid beneficiaries, including the SSI and long-term care populations, are 


enrolled in managed care.  Many of the components of successful managed care programs in 


other states were pioneered in Arizona.  PHPG has served as a consultant to AHCCCS since 


1994.  PHPG has conducted multiple operational reviews of AHCCCS plans, including 


networks/accessibility, care management systems and quality improvement.  We also have 


evaluated acute and long term care health plan quality improvement and care management 


processes and outcomes as part of broader assistance provided with health plan procurements.  


We participated in the development and implementation of the Arizona Long Term Care 


System, the state’s managed care model for frail elders and persons with physical and/or 


intellectual disabilities.  Our work has included assistance with monitoring physical and 


behavioral health contractor quality and development of clinical assessment instruments for 


determining eligibility for the long-term care program.   


 


 In 2013, PHPG assisted AHCCCS in evaluating MLTC trends around the country; updating 


AHCCCS managed long-term care performance standards; drafting an MCO RFP; and 


carrying-out the competitive procurement process.  In 2014, we performed the same tasks for 


the state’s acute care program, which includes non-long term care ABD members.  PHPG 


continues to assist Arizona in the development and implementation of program changes 


required by the Affordable Care Act. 


  


State of Florida: The Florida House of Representatives retained PHPG in 2010 to evaluate   


alternative managed care systems and successful models in other states and make 


recommendations for expanding managed care, including into the rural panhandle portion of 


the state.  In our evaluation, PHPG summarized current challenges facing the Florida 


Medicaid program and the important elements of the program and health care delivery system, 


including the state’s supplemental hospital funding program.  We presented options for 


program reform that included incremental expansion of Florida’s current Medicaid managed 


care pilot; implementation of patient-centered medical homes; movement towards statewide 
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implementation of capitated managed care; and expansion of managed long-term care from 


the existing, small-scale voluntary program.  Our final recommendations were incorporated 


into legislation enacted in 2011, under which the entire program has been converted to 


managed care, starting with the long-term care population.  


 


State of New Mexico: PHPG is participating in the evaluation of the state’s Centennial Care 


Section 1115 waiver program under a subcontract to Deloitte Consulting.  Under Centennial 


Care, New Mexico has transitioned from multiple managed care systems to an integrated 


program that includes physical health, behavioral health and long term care. Under the scope-


of-work, PHPG is responsible for evaluating managed care organizations’ performance with 


respect to service accessibility, quality of care and implementation of performance-based 


payment models.  


 


State of Oklahoma: The Oklahoma legislature retained PHPG in 1994 to develop strategies 


for restructuring Oklahoma’s Medicaid program.  We assisted in the design and 


implementation of a Section 1115 waiver, “SoonerCare,” under which the Medicaid program 


was converted to a managed care model for non-long term care populations.   


 


PHPG is currently assisting the OHCA in the design and implementation of a new managed 


care program for Aged, Blind and Disabled (ABD) SoonerCare members, including frail 


elders, persons with physical disabilities and persons with intellectual/developmental 


disabilities receiving LTSS. PHPG’s scope-of-work under this initiative includes: 


 


 Documentation of Best Practices in Other States – PHPG has conducted extensive 


research on other states’ Medicaid managed care models as part of informing the 


development of Oklahoma’s proposed model. This included documenting managed care 


contracting requirements, procurement approaches, state operations and oversight 


activities, and implementation timelines. 


 


 Stakeholder Outreach – PHPG has facilitated extensive stakeholder meetings with 


representative providers throughout Oklahoma (including hospitals, physician groups, 


LTSS providers, nursing facilities, tribal systems and case management agencies).  


Through focused and engaged discussions, both the state and providers have openly 


communicated on how a coordinated model can address current gaps while advancing 


Oklahoma’s quality and cost effectiveness objectives. Meetings have also been facilitated 


throughout the state with members, advocates, elected officials and other stakeholder 


groups as an integral part of the community design process.     


 


 Model Design, RFP Development and Waiver Amendment – PHPG is currently working 


with Oklahoma Medicaid staff in designing specifications for the new managed care 


model, in advance of drafting a Request for Proposals (RFP) to be released in mid-2016. 


The RFP will outline the state’s specifications for care coordination and value-based 


purchasing, including identification and assessment of members requiring care 


coordination; development of member/family-centered care plans and authorization of 


services; establishment of quality and utilization performance metrics; and processes for 


data collection and analysis.  The final model design also will address how existing care 
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management initiatives in the state are to be integrated with the new initiative.  The PHPG 


team also is assisting Oklahoma Medicaid staff to identify and draft amendments to the 


state’s 1115 waiver necessary for implementation of the new system. 


 


 Model Impact – PHPG’s team is modeling the impact of design options on utilization and 


expenditures.  The model’s forecasts are being used to inform and support the state’s final 


design decisions, which will then be analyzed to define operational and implementation 


challenges. 


 


PHPG also performs a variety of financial analyses for the state, using paid claims and 


eligibility data sets.  PHPG has prepared updated budget neutrality projections for the state’s 


waiver renewal and developed capitation rates for the Cherokee PACE, the nation’s first 


PACE program designed to serve American Indians. 


 


We also perform periodic evaluations of the program as well targeted initiatives for both the 


Medicaid agency and legislature.  Since 2008, we have been engaged to conduct annual 


evaluations of the Medicaid agency’s chronic care initiative, under which high-risk 


beneficiaries are enrolled in health coach-based care/disease management, and providers are 


offered practice facilitation to improve care of patients with chronic conditions.  We currently 


are performing a comprehensive evaluation of the SoonerCare program’s performance with 


respect to access, quality and cost effectiveness.  


 


State of Vermont:  The state of Vermont is recognized as a leader in innovative health care 


policy.  Since 1994, PHPG has served as the primary consultant to Medicaid program reform.  


Over the last twenty-two years, PHPG has assisted with development and implementation of 


programs that address unique considerations for Vermont as a small, rural state.  In 2004, 


PHPG designed and helped to implement a groundbreaking Section 1115 waiver under which 


the Vermont Medicaid program operates under a public managed care model.  This program, 


known as the Global Commitment to Health Demonstration, required the State to develop and 


implement a managed care model, in compliance with federal Medicaid managed care 


regulations, for its entire Medicaid program.  The Demonstration operates statewide and 


serves all Medicaid program participants.  


 


PHPG assisted the state with all facets of program development, including waiver drafting, 


public outreach, inter-departmental coordination, and negotiations with CMS.  


Implementation assistance included transforming the Medicaid office to a public managed 


care model; drafting inter-governmental agreements; development of actuarial datasets; 


facilitation and coordination of the rate setting process; development of the Demonstration 


evaluation plan; and coordination of financial transactions and reporting across departments.   


 


The Vermont long-term care program previously operated as a distinct Demonstration project, 


known as “Choices for Care.”  PHPG assisted the state with consolidation of the two Section 


1115 programs and Medicaid long term care services now are provided under the state’s 


managed care model.  The managed long term care model is designed to eliminate the 


programmatic bias toward institutional care, provides the state with more flexibility to manage 


program funds, and expands coverage to individuals who do not meet the nursing facility level 
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of care criteria but are at-risk for nursing facility placement in the near future.  As with the 


Global Commitment waiver, PHPG assisted with all facets of model’s design, development, 


and implementation. 


 


The State of Vermont and the Centers for Medicare and Medicaid Services currently are in 


discussion regarding the development of an All-Payer Model Demonstration that is intended 


to facilitate statewide delivery system reform.  Under this model, integrated provider networks 


will be funded across payers (including Medicare) using a value-based payment methodology.  


PHPG is assisting the Agency of Human Services with this initiative and is engaged to identify 


and evaluate value-based strategies that promote integrated care and support the needs of 


individuals with specialized service needs, including individuals with intellectual and 


developmental disabilities, individuals in need to long-term care services, individuals with 


mental health and substance abuse treatment needs, and individuals with chronic conditions. 


 


PHPG assisted Vermont with other aspects of its Medicaid program, including the following: 


 


 Value-based Purchasing – PHPG was retained to support Vermont’s Value-based 


Purchasing Initiative to identify the major programs for which the Vermont Agency of 


Human Services procures direct care (as opposed to administrative) services from another 


entity, examine these programs regarding their utilization of value-based purchasing 


(VBP) methodologies and make recommendations to strengthen VBP within these 


programs.  PHPG’s work for this project readily translates to the Task Order’s primary 


goal of rewarding and incentivizing quality provider networks through adoption of value-


based payment structures.  


 


 Provider Tax Study – PHPG prepared a report of provider taxes pursuant to a Legislative 


request.  The report included an in-depth analysis of other states’ provider tax strategies, 


an assessment of federal regulations, operational considerations, and projected revenues 


that would be generated by each tax.  The report also included an implementation plan. 


 


 School-Based Health Services Program – PHPG assisted with development and 


implementation of an innovative reimbursement system for health care services provided 


on behalf of children and adolescents with individualized education plans (IEPs). The 


program generates over $30 million in federal Medicaid revenues annually, with the state 


match provided by local school districts.  


 


4.1.10 Length of time vendor has been providing services described in this RFP to the public 


and/or private sector.  Please provide a brief description. 


 


Westport Healthcare Management, Inc. d/b/a Pacific Health Policy Group (PHPG) is a 


national consulting firm with offices in California, Illinois, New York and Vermont. PHPG 


was formed in 1994 by a group of professionals from the National Health Care Practice at 


KPMG Peat Marwick.  Since its formation, PHPG has specialized in the research, evaluation 


and reform of state Medicaid programs to assist state governments with reform initiatives for 


their publicly funded health programs.  PHPG has been the providing services described in 


this RFP for over twenty years. 
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4.2 SUBCONTRACTOR INFORMATION 


 


4.2.1 Does this proposal include the use of subcontractors? 


 


Yes  No  


 


 


4.3 BUSINESS REFERENCES 


 


4.3.1 Vendors should provide a maximum of three (3) business references from similar projects 


performed for private, state and/or large local government clients within the last five (5) 


years. 


 


4.3.2 Vendors must provide the following information for every business reference provided 


by the vendor and/or subcontractor: 


 


 The “Company Name” must be the name of the proposing vendor or the vendor’s 


proposed subcontractor.   


 


 The following are the references for Westport Healthcare Management, Inc. d/b/a 


Pacific Health Policy Group  
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Reference #: 1 


Company Name: 
Westport Healthcare Management, Inc. d/b/a Pacific Health Policy 


Group 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name: Acute Care & Children’s Rehabilitation Services Health Plan Procurement  


Primary Contact Information 


Name: Kari Price 


Street Address: 701 East Jefferson Street 


City, State, Zip: Phoenix, Arizona 85034 


Phone, including area code: 602-417-4625 


Facsimile, including area code: 602-256-6421 


Email address: kari.price@azahcccs.gov 


Alternate Contact Information 


Name:  


Street Address:  


City, State, Zip:  


Phone, including area code:  


Facsimile, including area code:  


Email address:  


Project Information 


Brief description of the 


project/contract and description of 


services performed, including 


technical environment (i.e., software 


applications, data communications, 


etc.) if applicable: 


PHPG was retained to assist AHCCCS in designing 


and conducting a competitive procurement to select 


health plans for its acute care and Children’s 


Rehabilitation Services contracts.  (PHPG also 


assists AHCCCS with the agency’s managed long 


term care contracting process.)  


Original Project/Contract Start Date: December 1, 2011 


Original Project/Contract End Date: February 28, 2013 


Original Project/Contract Value: $66,000 


Final Project/Contract Date: February 28, 2013 


Was project/contract completed in 


time originally allotted, and if not, 


why not? 


Yes 


Was project/contract completed 


within or under the original budget/ 


cost proposal, and if not, why not? 


Yes 
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Reference #: 2 


Company Name: 
Westport Healthcare Management, Inc. d/b/a Pacific Health Policy 


Group 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name: Development of Coordinated (Managed) Care Model for ABD Population  


Primary Contact Information 


Name: Dana Northrup 


Street Address: 4345 North Lincoln Boulevard  


City, State, Zip: Oklahoma City, Oklahoma 73105  


Phone, including area code: 405-522-7916 


Facsimile, including area code: 405-530-7267 


Email address: dana.northrup@okhca.org 


Alternate Contact Information 


Name: Buffy Heater  


Street Address: 4345 North Lincoln Boulevard  


City, State, Zip: Oklahoma City, Oklahoma 73105  


Phone, including area code: 405-522-7916 


Facsimile, including area code: 405-530-7267 


Email address: buffy.heater@okhca.org 


Project Information 


Brief description of the 


project/contract and description of 


services performed, including 


technical environment (i.e., software 


applications, data communications, 


etc.) if applicable: 


PHPG was retained to assist the Oklahoma Health 


Care Authority (OHCA) in evaluating options for 


enrolling ABD members, including individuals 


receiving LTSS, into coordinated (managed) care. 


The evaluation resulted in selection of a risk-based 


MCO model, which PHPG is now assisting the 


OHCA to implement.    


Original Project/Contract Start Date: August 14, 2015 


Original Project/Contract End Date: June 30, 2018 


Original Project/Contract Value: Year 1 - $496,000; Year 2 - $429,000; Year 3 - 


$357,500 


Final Project/Contract Date: Work is ongoing 


Was project/contract completed in 


time originally allotted, and if not, 


why not? 


Project is on schedule  


Was project/contract completed 


within or under the original budget/ 


cost proposal, and if not, why not? 


Project is within original budget 
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Reference #: 3 


Company Name: 
Westport Healthcare Management, Inc. d/b/a Pacific Health Policy 


Group 


Identify role company will have for this RFP project 


(Check appropriate role below): 


 VENDOR  SUBCONTRACTOR 


Project Name: Medicaid Technical Assistance 


Primary Contact Information 


Name: Selina Hickman 


Street Address: 208 Hurricane Lane, Suite 103 


City, State, Zip: Williston, Vermont  05495 


Phone, including area code: 802/585-9934 


Facsimile, including area code: 802/871-3001 


Email address: selina.hickman@vermont.gov 


Alternate Contact Information 


Name: Carrie Hathaway 


Street Address: NOB 1 South, 280 State Drive 


City, State, Zip: Waterbury, VT  05671 


Phone, including area code: 802/241-0391 


Facsimile, including area code: 802/241-0265 


Email address: carrie.hathaway@vermont.gov 


Project Information 


Brief description of the 


project/contract and description of 


services performed, including 


technical environment (i.e., software 


applications, data communications, 


etc.) if applicable: 


PHPG was retained to assist the State of Vermont 


with: implementation and technical assistance 


related to its Global Commitment to Health Section 


1115 Demonstration waiver (a public managed care 


model); development and implementation of 


program initiatives; and support for ongoing 


operations.   


Original Project/Contract Start Date: March 17, 2014 


Original Project/Contract End Date: September 30, 2015 


Original Project/Contract Value: $600,000 


Final Project/Contract Date: September 30, 2015 


Was project/contract completed in 


time originally allotted, and if not, 


why not? 


Yes 


Was project/contract completed 


within or under the original budget/ 


cost proposal, and if not, why not? 


Yes 
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TAB VIII 


ATTACHMENT G 


PROPOSED STAFF RESUMES 


 


PHPG resumes follow on the next page. 
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PROPOSED STAFF RESUME FOR RFP 2103 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: 
Westport Healthcare Management, Inc. d/b/a Pacific 


Health Policy Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Andrew Cohen 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Director 


# of Years in Classification: 22 # of Years with Firm: 22 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Mr. Cohen has twenty-five years of experience in planning, development, implementation and evaluation of 
state-level health reform initiatives, including Section 1115 managed care waiver programs in states with 
large rural areas.  His work on behalf of rural states has included development of primary care case 
management systems, partial-risk community-based managed care programs, and traditional full-risk 
capitation models. He has overseen the development of managed care programs to serve Aged, Blind and 
Disabled (ABD) populations, including Medicare/Medicaid dual eligibles and children and adults receiving 
long term care services.   
 
Mr. Cohen has extensive experience conducting outreach to stakeholder groups in the feasibility stage of 
managed care expansion projects and building consensus around a final set of policy recommendations.  In 
Oklahoma, where he has served as PHPG’s project manager since 1994, Mr. Cohen led the development of 
SoonerCare, the state’s Section 1115 managed care program for TANF and ABD Medicaid-only beneficiaries.  
He visited provider and beneficiary stakeholders in all 77 Oklahoma counties prior to implementation and 
helped create and sustain broad-based support among providers, consumer advocates, and other 
stakeholders.   
  
The SoonerCare program as currently designed is structured around contracts with patient-centered medical 
homes and community-based Health Access Networks rather than traditional HMO contracts.  Providers are 
supported by case and disease management systems and practice facilitation/educational initiatives directly 
overseen by the Medicaid agency.   
 
In 2015, PHPG was retained by the Oklahoma Health Care Authority (OHCA) to evaluate options for 
expanding managed care to the dual-eligible ABD population, including persons enrolled in the state’s 1915c 
waiver programs and residents of nursing facilities and Intermediate Care Facilities for persons with 
Intellectual/Developmental Disabilities. Mr. Cohen is leading PHPG’s efforts, as described in more detail in 
the Relevant Experience section of the resume.  
 
In addition to Oklahoma, Mr. Cohen has assisted in the evaluation and development of Medicaid managed 
care strategies for public and private sector clients in over a dozen other states, including Alabama, Alaska, 
Arizona, Florida, Georgia, Iowa, Kansas, New Jersey, New Mexico, New York, Rhode Island, Texas, and West 
Virginia.  Projects on behalf of public sector clients typically have included outreach to stakeholders to 
identify priorities and challenges; development of managed care options by population and geographic area; 
evaluation of potential cost, quality, and access impact of the managed care models through analysis of paid 
claims and other in-state and comparison state data; and formulation of recommendations for program 
reform in support of agency objectives.  In many of these states, his work has continued beyond the 
planning stage to include assistance with implementation and ongoing innovation.    
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Mr. Cohen also has worked extensively in the design of managed care programs for special needs 
populations, including managed behavioral health programs and managed long-term care programs for frail 
elders, persons with physical disabilities, and persons with intellectual disabilities.  He assisted in the 
creation of the Arizona Long Term Care System, the nation’s first statewide managed long-term care 
program for Medicaid beneficiaries.  He assisted the state of Florida in developing a strategy to expand 
managed care long term into all counties of the state, including the rural panhandle region.   


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


 
Company Name: Westport Healthcare Management, Inc. d/b/a Pacific Health Policy Group 


Company Location: Laguna Beach, CA 


Position/Title Held: Director 


 


Alaska – (2007 - 2010) Comprehensive Medicaid Program Review and Implementation of 
Recommendations – Working on behalf of the Alaska State Senate, Mr. Cohen oversaw a comprehensive 
study of the cost and quality of the Alaska Medicaid program through analysis of Alaska expenditure and 
utilization trends by category of service and beneficiary type (TANF, ABD, long-term care, etc.); 
comparison of Alaska’s utilization and expenditure trends to those of other states; and examination of 
innovative programs and best practices in other states for consideration by Alaska.  PHPG’s final report 
included recommendations to enhance program operations and obtain up to $100 million in new federal 
matching funds through creation of a special managed care model for Native Alaskans and enactment of 
long-term care program reforms.    PHPG also proposed opportunities for expanding access to 
community-based behavioral health services and increasing federal financial participation.  PHPG was 
retained after completion of the study to assist with implementation of initiatives adopted by Alaska 
Medicaid.  
 
Arizona – (1994 – Current) Arizona Health Care Cost Containment System (AHCCCS) – Mr. Cohen has 
served as a consultant to the Arizona Medicaid program since 1990, beginning during his time as a 
consultant at KPMG.  He assisted in the creation of the Arizona Long Term Care System, including 
development and evaluation of managed care plans in rural counties of the state.  More recently, Mr. 
Cohen has assisted AHCCCS in updating its methodology for evaluating managed care contractor 
performance against quality benchmarks and incorporating findings into the procurement process.   
 
Florida – (2009 - 2010) House of Representatives – Mr. Cohen and PHPG evaluated the Florida Medicaid 
managed care program and presented options for reform that included incremental expansion of 
Florida’s existing Medicaid managed care pilot; implementation of patient centered medical homes; 
movement towards statewide implementation of capitated managed care; and use of managed long-term 
care.  Final recommendations served as the foundation for reform legislation passed in 2011, under 
which the state transitioned the TANF and ABD populations, including long term care beneficiaries, into 
capitated managed care.   
 
New Mexico – (2014 - Current) Human Services Department Mr. Cohen is PHPG’s project director in New 
Mexico, where he is participating in the evaluation of the state’s Centennial Care Section 1115 waiver 
program under a subcontract to Deloitte Consulting. Mr. Cohen is responsible for evaluating value-based 
purchasing initiatives undertaken by managed care organizations in the program, to determine their 
impact on state-defined utilization and quality of care metrics.  
 
Oklahoma – (1994 – Current) Oklahoma Health Care Authority – Mr. Cohen has served as PHPG’s project 
director in Oklahoma since 1994, during which time he  assisted in the creation, implementation and 
operation of the Oklahoma Health Care Authority and the state’s Section 1115 SoonerCare waiver 
program.    
 
Examples of relevant project experience in Oklahoma include: 
 
ABD Managed Care Expansion (2015 – Current) 


  
Mr. Cohen is leading the PHPG team assisting the Oklahoma Health Care Authority with the expansion of 
managed care to ABD populations, including Medicare/Medicaid dual eligibles and persons eligible for 
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long term care. The expansion is being undertaken in accordance with a statute enacted by the 
Oklahoma legislature in 2015 and ultimately will encompass all long term care beneficiaries, including 
frail elders and adults with physical disabilities receiving LTSS, children and adults receiving I/DD waiver 
services, and residents of nursing facilities and ICFs/ID.  
 
Mr. Cohen and PHPG’s project activities to date have included: 
 


 Conducting stakeholder outreach. Mr. Cohen has met with stakeholders throughout Oklahoma, to 
gather information on existing program strengths and weaknesses and document 
recommendations for strengthening care management and service delivery for ABD 
beneficiaries. Mr. Cohen’s stakeholder outreach has included members and their families, 
providers and provider associations, case management agencies, health plans, and state 
officials.  


 


 Analyzing responses to a Request for Information issued by the state. Mr. Cohen and PHPG 
evaluated and summarized recommendations from 22 organizations that submitted 
recommendations for expanding managed care under risk and non-risk models.   


 


 Documenting national managed care trends. Mr. Cohen and PHPG evaluated and documented 
ABD managed care models and performance in other states, for consideration by the OHCA in 
evaluating the potential quality and financial impact of various options and selecting a model for 
the Oklahoma ABD population.  


 


 Selecting the ABD managed care expansion model. Mr. Cohen assisted the OHCA in selecting a 
model for the managed care expansion, based on OHCA program quality and cost objectives, 
stakeholder recommendations, RFI responses, and best practices in other states. The OHCA has 
opted for statewide contracts with risk-based (capitated) health plans.  


 


 Drafting of Section 1115 waiver amendment and health plan RFP. Mr. Cohen is currently assisting 
the OHCA to draft an amendment to the state’s 1115 waiver and to develop a health plan RFP, 
scheduled for release in August 2016. Going forward, Mr. Cohen and PHPG will assist with the 
health plan procurement process and readiness activities within the OHCA and health plans.  


 
Program Evaluations (2008 - Current) 
 
Mr. Cohen has led evaluations of the overall Section 1115 waiver program, as well as care management 
initiatives targeting beneficiaries with complex/chronic health care needs. These include:   
 


 SoonerCare Choice evaluation. Mr. Cohen and PHPG were retained to evaluate the Section 1115 
waiver program’s performance from 2009 to 2014. The program was evaluated with respect to 
access to care, quality of care, and cost effectiveness.  
 


 SoonerCare Health Management Program (HNP). The SoonerCare HMP is a field-based and 
telephonic care management initiative that targets high risk beneficiaries with complex/chronic 
conditions such as diabetes, congestive heart failure and chronic obstructive pulmonary disease. 
Mr. Cohen and PHPG have evaluated the program’s impact on member quality-of-life, health care 
utilization and cost on an annual basis since 2008.  
 


 HEDIS evaluation. PHPG serves as the HEDIS contractor for Oklahoma. Mr. Cohen oversees 
calculation of child and adult core measures for submission to CMS. 
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
Northwestern University, Evanston IL 
Kellogg School of Management  
Dates attended:  1984 – 1986 
Major(s):  Health Services Management 
Degree(s) conferred and date(s): MBA, 1986 
 
Occidental College, Los Angeles CA  
Dates attended:  1979 – 1983 
Major(s):  Diplomacy 
Degree(s) conferred and date(s): AB, 1983  


 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 
Insert here a maximum of three (3) references with the above information. 
 
Reference 1 
Name: Kari Price  
Title: Assistant Director, Division of Health Care Management 
Organization:  Arizona Health Care Cost Containment System (AHCCCS) 
Phone: 602/417-4625 
Fax:  602/256-6421 
Email:  kari.price@azahcccs.gov 
 
Reference 2 
Name: Buffy Heater 
Title: Chief Strategy Officer  
Organization:  Oklahoma Health Care Authority 
Phone: 405/522-7916 
Fax:  405/530-7267 
Email:  buffy.heater@okhca.org 
 
Reference 3 
Name:  Melissa Lopez 
Title:  Quality Bureau, Medical Assistance Division 
Organization:  New Mexico Human Services Department 
Phone:  505-827-3141 
Fax:   505-827-7236 
Email:   melissa.lopez@state.nm.us 
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PROPOSED STAFF RESUME FOR RFP 2103 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor 
staff. 
 


Company Name Submitting Proposal: 
Westport Healthcare Management, Inc. d/b/a Pacific 
Health Policy Group 


 
Check the appropriate box as to whether the proposed individual is 


prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Scott Wittman 
Key Personnel: 
(Yes/No) 


Yes 


Individual’s Title: Director 


# of Years in Classification: 19 # of Years with Firm: 22 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Scott Wittman is a Director of PHPG and has twenty-three years of health care consulting experience, with 
expertise in the design, implementation, and administration of publicly-funded health programs.  He has 
assisted numerous states with development and implementation of managed care initiatives, performed rate 
setting and financial analyses, and drafted statutes, regulations, state plan amendments, and Provider 
Manuals for Medicaid programs.  Mr. Wittman has performed Section 1115 waiver evaluations for the states 
of New York, Oklahoma, and Vermont.   
 
Mr. Wittman also has served as a consultant to state Medicaid managed care programs.  In this capacity, he 
has drafted and reviewed managed care contracts; developed enrollment and financial models; developed 
risk-sharing agreements; and evaluated contractor operational and fiscal performance.   Mr. Wittman has 
performed these tasks on behalf of the states of Illinois, Indiana, New York, Oklahoma, Tennessee, Vermont 
and West Virginia.  He also is an attorney and a member of the Illinois State Bar.  


 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title 
held during the term of the contract/project and details of contract/project. 


 
Company Name: Westport Healthcare Management, Inc. d/b/a Pacific Health Policy Group 
Company Location: Highland Park, IL 
Position/Title Held: Director 
 
Alaska – (2007) Comprehensive Medicaid Program Review – Mr. Wittman participated in a comprehensive 
study of the cost and quality of the Alaska Medicaid program through analysis of Alaska expenditure and 
utilization trends by category of service and beneficiary type (TANF, ABD, long-term care, etc.); comparison 
of Alaska’s utilization and expenditure trends to those of other states; and examination of innovative 
programs and best practices in other states for consideration by Alaska.   PHPG’s final report included 
recommendations to enhance program operations and obtain up to $100 million in new federal matching 
funds through creation of a special managed care model for Native Alaskans and enactment of long-term 
care program reforms.    PHPG also proposed opportunities for expanding access to community-based 
behavioral health services and increasing federal financial participation.   PHPG was retained after 
completion of the study to assist with implementation of initiatives adopted by Alaska Medicaid.  
 
Alaska – (2007) Behavioral Health Feasibility Study – Mr. Wittman served as Project Manager when the State 
of Alaska engaged PHPG to perform a feasibility study of expanding the State’s Medicaid program to provide 
behavioral health services to low-income, underserved Alaskans.  The evaluation included an in-depth gap 
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analysis of the current service delivery model, utilization and expenditure forecasting and model waiver 
design.  The final report presented a series of initiatives for expanding access to services through increased 
federal financial participation, reimbursement reform and innovative and best practices from other states. 
 
Florida – (2009 – 2010)  House of Representatives – Mr. Wittman and PHPG evaluated the Florida Medicaid 
managed care program and presented options for reform that included incremental expansion of Florida’s 
existing Medicaid managed care pilot; implementation of patient centered medical homes; movement 
towards statewide implementation of capitated managed care; and use of managed long-term care.  Final 
recommendations served as the foundation for reform legislation passed in 2011, under which the state is 
transitioning all populations into health plan managed care.   
 
Oklahoma – (1995 – Current) Oklahoma Health Care Authority – Mr. Wittman has served as a consultant to 
the Oklahoma Medicaid program since 1995 and has participated in a wide range of policy and financial 
engagements.  As part of a recently-completed comprehensive evaluation of the state’s SoonerCare 
program, Mr. Wittman used eligibility and paid claims data extracts to analyze service utilization and 
expenditure trends for the past five years.   
 
Other relevant project experience in Oklahoma include: 
 
ABD Managed Care (2015 – Current)  
 
Mr. Wittman is participating in the development of a new care coordination and value-based purchasing 
system for Oklahoma’s Aged, Blind and Disabled (ABD) Medicaid population (dual eligibles and Medicaid 
only), including persons with multiple chronic conditions; persons with co-occurring physical and 
behavioral health needs; frail elders and adults with physical disabilities receiving long-term services and 
supports (LTSS); and children and adults with intellectual/developmental disabilities receiving LTSS.  Once 
implemented, the new system will replace the program’s existing fee-for-service payment system. 
 
Vermont – (1995 – Current) Medicaid Policy and Fiscal Analysis – Mr. Wittman has provided technical 
assistance to the State of Vermont for a broad range of healthcare initiatives, including development and 
negotiation of Vermont’s Section 1115 Demonstrations, analysis of historical claims and eligibility data, 
modeling the fiscal impact of state and federal initiatives, assistance with legal and regulatory reviews, and 
assistance in complying with procedural requirements to implement policy modifications. 
 
Vermont – (2004 & 2007) Designated Agency Financial Sustainability Study – PHPG was retained to conduct 
studies of the financial sustainability of the Designated Agency provider system.  The comprehensive 
assessment of the current system included identification of gaps in the current delivery system; evaluation 
of Designated Agency costs; evaluation of contract and reporting requirements; comparison of the Vermont 
system to public systems nationally in terms of cost and outcomes measures; identification of best clinical 
and business practices; and projections of service utilization and financial resources for a five-year period. 
 


EDUCATION 
Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
Loyola University of Chicago School of Law 
Philip H. Corboy Law Center 
25 E. Pearson Street, Chicago, IL 60611 
Dates attended:  1988 – 1991 
Degree(s) conferred and dates: JD, 1991 
Admitted to Illinois Bar: September 1991 
 
Knox College 
2 East South Street, Galesburg, IL 61401 
Dates attended:  1984 – 1988 
Majors:  Economics and Political Science 
Degree(s) conferred and date(s): BA, 1988 
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Licensed Attorney of the Illinois Bar: September 1991 
 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, 
fax number and email address.   


 
Insert here a maximum of three (3) references with the above information. 
 
Reference 1  
Name: Selina Hickman 
Title: Director of Health Care Operations, Compliance and Improvement 
Organization:  Vermont Agency of Human Services 
Phone: 802/585-9934 
Fax:  802/871-3001 
Email:  selina.hickman@vermont.gov 
 
Reference 2 
Name: Carrie Hathaway 
Title: Financial Director 
Organization:  Department of Vermont Health Access 
Phone: 802/241-0391 
Fax:  802/241-0265 
Email:  carrie.hathaway@vermont.gov 
 
Reference 3 
Name: Buffy Heater 
Title: Chief Strategy Officer  
Organization:  Oklahoma Health Care Authority 
Phone: 405/522-7916 
Fax:  405/530-7267 
Email:  buffy.heater@okhca.org 
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PROPOSED STAFF RESUME FOR RFP 2103 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: 
Westport Healthcare Management, Inc. d/b/a Pacific 


Health Policy Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Andrea Kmicikewycz 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Senior Associate 


# of Years in Classification: 7 # of Years with Firm: 7 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Kmicikewycz is a Senior Associate with PHPG, with expertise in the evaluation of health coverage and 


coordinated care initiatives and the planning, development and implementation of state-level Affordable 


Care Act Health Exchange initiatives.   


 


Since 2009, Ms. Kmicikewycz has overseen PHPG’s evaluations of beneficiary and provider satisfaction for 


the Oklahoma SoonerCare Health Management Program (HMP) which provides persons with chronic 


conditions a comprehensive approach to disease management.  She also led PHPG’s annual audits of nurse 


care management and practice facilitation services and contractual compliance.  The program is being 


evaluated for quality and cost effectiveness, through a comparison of utilization and expenditures by HMP 


participants to beneficiaries in a control group. 


 


In 2015, PHPG was retained by the Oklahoma Health Care Authority (OHCA) to evaluate options for 


expanding managed care to the dual-eligible ABD population, including persons enrolled in the state’s 1915c 


waiver programs and residents of nursing facilities and immediate care facilities for persons with 


intellectual/developmental disabilities.  Ms. Kmicikewycz is assisting the OHCA to develop a health plan 


RFP, scheduled for release in August 2016. 


 


PHPG recently concluded its evaluation of the Oklahoma Health Care Authority’s SoonerCare Population 


Care Management (PCM) program.  The PCM program is comprised of three distinct work units: Case 


Management, HMP and Chronic Care Unit.  The three units coordinate and facilitate delivery of care for 


SoonerCare members that require case management.  Between 2013 and 2015, PHPG conducted an 


independent evaluation of the PCM Unit to review the programs and services being offered by the PCM.  Ms. 


Kmicikewycz’s work included development of beneficiary satisfaction databases and survey instruments for 


the obstetric and pediatric case management programs as well as a review of the PCM’s Hemophilia 


Outreach Program, handling of large transitional events and case management training activities. 


   


Since 2012, Ms. Kmicikewycz has been assisting the Arizona Health Care Cost Containment System 


(AHCCCS) with the State’s efforts to implement the health insurance exchange under the Affordable Care 


Act.  She has developed Medicaid (MAGI and long-term care) eligibility business rules for Arizona’s 


automated eligibility determination system Health-e-Arizona Plus and drafted policies and procedures for 


Arizona’s eligibility policy manual.  Her work also included the planning and development of remote identity 


proofing and authentication system applications.  Currently, she is developing test case scenarios and 


assisting with ongoing testing of the Health-e-Arizona Plus system. 
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On behalf of the Department of Vermont Health Access, Ms. Kmicikewycz has assisted with Vermont’s health 


reform initiatives, including renewal of 1115 waiver programs, state plan amendment development for 


enhanced health homes, care integration for individuals dually eligible for Medicare and Medicaid, quality 


assurance/program improvement, development of integration and administrative simplification opportunities 


and strategies, evaluation of provider taxing options and Affordable Care Act initiatives. 


 


Between 2014 and 2016, Ms. Kmicikewycz assisted Tenet Healthcare health plans with preparing its HMO 


and PPO individual and family coverage product lines for certification as Qualified Health Plans in the 


Federally Facilitated Marketplace and approval by state insurance regulators.  In addition, Ms. Kmicikewycz 


provided ongoing assistance in all efforts related to implementation of the product lines, including state and 


federal regulatory compliance and reporting; network expansion and adequacy; marketing and member 


materials development; machine-readable/JSON data file preparation; business rules development; 


systems/operations functionality testing; discussion facilitation between the plans and regulatory agencies; 


and project management. 


 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 


the term of the contract/project and details of contract/project. 


 
Company Name: Westport Healthcare Management, Inc. d/b/a Pacific Health Policy Group 


Company Location: Highland Park, IL 


Position/Title Held: Senior Associate 


 
Arizona – (2012 – Current) Arizona Health Care Cost Containment System (AHCCCS) – Ms. Kmicikewycz 
has developed Medicaid (MAGI and long-term care) eligibility business rules for Arizona’s automated 
eligibility determination system Health-e-Arizona Plus and drafted policies and procedures for Arizona’s 
eligibility policy manual.  Her work also included the planning and development of remote identity 
proofing and authentication system applications and ongoing systems testing.   


 


Florida  – (2009-2010) House of Representatives – Ms. Kmicikewycz and PHPG evaluated the Florida 


Medicaid managed care program and presented options for reform that included incremental expansion 


of Florida’s existing Medicaid managed care pilot; implementation of patient centered medical homes; 


movement towards statewide implementation of capitated managed care; and use of managed long-term 


care.  Final recommendations served as the foundation for reform legislation passed in 2011, under 


which the state is transitioning all populations into managed care under a multi-year strategy.   


 


Nebraska – (2010-2011) Division of Medicaid and Long-Term Care – Ms. Kmicikewycz oversaw PHPG’s 


audit of the Nebraska Medicaid program’s eligibility policies and procedures for compliance with state 


and federal requirements.  She assisted the Nebraska Division of Medicaid and Long-Term Care with 


analysis of the potential effects of the Affordable Care Act and consolidation of eligibility regulations. 


 


Oklahoma – (2009-Current) Oklahoma Health Care Authority – Ms. Kmicikewycz has provided assistance 


to the OHCA since 2009 on various health reform initiatives and program evaluation.  Examples of 


relevant project experience include: 


 


ABD Managed Care Expansion (2015 – Current) 


 


In 2015, PHPG was retained by the Oklahoma Health Care Authority (OHCA) to evaluate options for 


expanding managed care to the dual-eligible ABD population, including persons enrolled in the state’s 


1915c waiver programs and residents of nursing facilities and immediate care facilities for persons with 


intellectual/developmental disabilities.  Ms. Kmicikewycz is assisting the OHCA to develop a health plan 


RFP, scheduled for release in August 2016.  Her work has included evaluation of CMS proposed changes 
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to Medicaid regulations and developing contractual language regarding grievances, appeals and fair 


hearing processes; provider network development, access standards, contracting and services; member 


services; Native American and Indian health care provider access; and marketing.  She also will assist 


with the health plan procurement process and readiness activities within the OHCA and health plans.   


 


Program Evaluation 


 


 Focus on Excellence Program.  The OHCA’s Focus on Excellence program is a voluntary, 


incentive-based payment and quality reporting system for Medicaid participating nursing 


facilities.  In 2009, Ms. Kmicikewycz assisted with assessing the appropriateness of the quality 


and usefulness of the information presented to consumers on the program website and 


stakeholder satisfaction with the program as well as to explore opportunities for improvement.  


PHPG also compared Focus on Excellence to pay-for-performance systems and consumer 


websites in other state and at the federal level.   


 


 SoonerCare Health Management Program (HMP).  The HMP provides persons with chronic 


conditions a comprehensive approach to disease management.  Since 2009, Ms. Kmicikewycz 


has overseen PHPG’s evaluations of beneficiary and provider satisfaction with program 


participation.   


 


 SoonerCare Population Care Management (PCM) Program.  The PCM program is comprised of 


three distinct work units that coordinate and facilitate delivery of care for SoonerCare members 


that require case management.  Between 2013 and 2015, Ms. Kmicikewycz developed beneficiary 


satisfaction databases and survey instruments for the obstetric and pediatric case management 


programs and reviewed the PCM’s Hemophilia Outreach Program, handling of large transitional 


events and case management training activities. 


 


Vermont – (2009-Current) Department of Vermont Health Access – Ms. Kmicikewycz has assisted with 


Vermont’s health reform initiatives, including renewal of 1115 waiver programs, state plan amendment 


development for enhanced health homes, care integration for individuals dually eligible for Medicare and 


Medicaid, quality assurance/program improvement, development of integration and administrative 


simplification opportunities and strategies, evaluation of provider taxing options and Affordable Care Act 


initiatives. 


 


Tenet Healthcare – (2014-2016) – Ms. Kmicikewycz assisted Tenet health plans with preparing its HMO 


and PPO individual and family coverage product lines for certification as Qualified Health Plans in the 


Federally Facilitated Marketplace and approval by state insurance regulators, and she provided technical 


assistance to implement the product lines.  


 


EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
Saint Louis University, St. Louis MO 
School of Law  
Dates attended:  2005 – 2008 
Major(s):  Health Law and Employment Law 
Degree(s) conferred and date(s): JD, 2008 
 
Cornell University, Ithaca NY 
Dates attended:  2000 – 2004 
Major(s):  Classics 
Degree(s) conferred and date(s): AB, 2004  
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CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Admitted to the Illinois State Bar (2008) and New York State Bar (2010). 


 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 
Reference 1 
Name: Ron Rosenberger  
Title: Vice President, Health Plans 
Organization: Tenet Healthcare 
Phone: 615/665-6231 
Fax:  615/665-6304 
Email:  Ron.Rosenberger@tenethealth.com 
 
Reference 2 
Name: Julie Swenson  
Title: Eligibility Policy Manager 
Organization: Arizona Health Care Cost Containment System (AHCCCS) 
Phone: 602/417-4209 
Fax:  602/417-4469 
Email:  julie.swenson@azahcccs.gov 
 
Reference 3 
Name: Carolyn Reconnu-Shoffner, RN, BSN, CCM 
Title: Assistant Director, Population Care Management 
Organization: Oklahoma Health Care Authority 
Phone: 405/522-7630 
Fax:  405/530-7135 
Email:  Carolyn.Reconnu-Shoffner@okhca.org 
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PROPOSED STAFF RESUME FOR RFP 2103 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 


 


Company Name Submitting Proposal: 
Westport Healthcare Management, Inc. d/b/a Pacific 


Health Policy Group 


 
Check the appropriate box as to whether the proposed individual is 


 prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Charissa Mayer 
Key Personnel: 


(Yes/No) 
Yes 


Individual’s Title: Director 


# of Years in Classification: 7 # of Years with Firm: 7 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Ms. Mayer has eighteen years of health care experience in health systems administration, managed care, 
project management, quality improvement, regulatory compliance, and program evaluations. She has 
performed work for both health plans and state agencies and has a keen knowledge of all Medicare and 
Medicaid programs and populations. 
 
As a registered nurse, Ms. Mayer has worked in all health care delivery settings across the continuum of 
care, including academic teaching hospitals and trauma centers, provider offices, home health care 
agencies, and nursing facilities. Her work has included direct patient care, supervisory, medical records 
reviewer, consultant, and case management roles. As a clinician, she has therefore acquired extensive 
knowledge about complex patient populations as well as health care delivery systems and the intricacy of 
their operations. 
 
As the Director of Long Term Care/Vulnerable Populations for a national health plan, Ms. Mayer worked on 
the design for a number of Medicaid expansion projects in several states that include TANF and Aged, Blind 
and Disabled (ABD) populations, including Medicare/Medicaid dual eligible and children and adults receiving 
long term care services. She also led a company-wide initiative to develop a Chronic Special Needs (C-SNP) 
plan, which included a number of workgroups and focus group sessions in order to assess stakeholder 
input. Ms. Mayer also facilitated workgroups to address MIPAA and Medicare requirements related to initial 
member engagement activities, Health Risk Assessments, interdisciplinary care teams, provider network, 
and grievances and appeals. 
 
While at PHPG, she has served as a project manager for several managed care expansion projects. As part 
of this role, Ms. Mayer has developed detailed project plans that have included the identification of 
accountable owners, start and end dates, key milestones and tasks as well as critical path items. For each 
project, she has facilitated weekly cross functional and executive meetings to assess plan progress and 
bottlenecks, developed project dashboards, timelines, and communications plans for reporting project 
issues, risks and dependencies.  
 
As it relates to quality improvement, Ms. Mayer served as a consultant to GE Corporate Benefits where she 
received a Green Belt in Six Sigma and assisted with health plan scorecard development and monitoring 
activities as well as disability projects. She went on to develop training curriculum in all areas of quality for 
providers and nurses for which she has presented nationally. She developed clinical pathways, QAPI 
programs, quality measures and improvement projects for physical health, behavioral health and LTSS 
member populations during her tenure at PricewaterhouseCoopers and on behalf of a national health plan. 
Ms. Mayer assisted the Oklahoma Health Care Authority (OHCA) with the calculation of adult and child core 
measures for submission to CMS as part of PHPG’s HEDIS contracting work. 
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Regarding compliance, Ms. Mayer performed program oversight, risk assessments and compliance audits 
for hospitals, nursing facilities and provider while at PricewaterhouseCoopers s. She also assisted with the 
development of numerous compliance plans, policies and procedures and training sessions. On behalf of a 
national health plan, she spearheaded a model of care compliance review for its Dual Special Needs (D-SNP) 
plans. While at PHPG, Ms. Mayer assisted a national health plan with the development of a compliance plan 
for its qualified health plan (QHP) product lines as well as performed a desktop and onsite readiness review 
for a new Chronic Special Needs (C-SNP) plan.  
  
As a grants administrator for a long term care association in New York, Ms. Mayer assisted in the evaluation 
of a number of funded grant studies, including but not limited to: a depression study for older adult home 
health care patients in collaboration with researchers at the Joan & Sanford I. Weill Medical College of 
Cornell University; a TANF health care workforce and recruitment project in collaboration with 
representatives at the New York State Department of Health; and a study of home telehealth in New York’s 
rural 20


th
 Congressional District in collaboration with researchers at the School of Health Technology and 


Management at the State University of New York at Stony Brook. 
 
In addition to the above, Ms. Mayer has assisted in the evaluation and development of Medicaid managed 
care strategies for private sector clients in a number of states, including Florida, Georgia, Hawaii, Illinois, 
Iowa, Kansas, Missouri, New Jersey, New Mexico, New York, and Texas while at PHPG.  Projects on behalf of 
private sector clients typically have included outreach to stakeholders to identify priorities and challenges; 
development of care management models and staffing plans; and review of quality strategy.  In many of 
these states, her work has continued beyond the planning stage to include assistance with implementation. 
Ms. Mayer has also performed evaluation activities on the state side, which will be discussed in the following 
section. 


 


 
RELEVANT EXPERIENCE 


Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


 
Company Name: Westport Healthcare Management, Inc. d/b/a Pacific Health Policy Group 


Company Location: Latham, NY 


Position/Title Held: Senior Associate 


 


Arizona – (2013) Arizona Health Care Cost Containment (AHCCCS) – Ms. Mayer has assisted AHCCCS in 
implementation of the Affordable Care Act through a variety of activities, including drafting policies and 
procedures for Arizona’s eligibility policy manual, systems testing and development of training 
narratives for eligibility workers. Her eligibility policy manual and training narrative activities included: 
reorganizing and drafting a streamlined, consumer and eligibility worker friendly ALTCS policy manual 
and making appropriate updates to related processes and drafting training narratives related to MAGI 
standards, the Federally Facilitated Marketplace and various coverage groups, such as Young Adult 
Transitional Insurance. 
 
Hawaii – (2007-2008) Quest Expanded Access (QExA) Managed Care Plan for Aged, Blind or Disabled 
Individuals– On behalf of a national health plan, Ms. Mayer assisted in the development of the service 
coordination model, self-direction program, assessment and care plan instruments, and service 
coordination staffing model.  While in Hawaii, Ms. Mayer facilitated numerous stakeholder sessions to 
obtain their recommendations on the new managed care model. Ms. Mayer went on to assist the health 
plan with implementation activities and worked closely with representatives at the Hawaii DHS Med 
Quest Division during the health plan’s readiness review.  
 
Michigan – (2014) Integrated Care for Persons Dually Eligible for Medicare and Medicaid – Ms. Mayer 
worked with a large health plan that was selected by the Michigan Department of Community Health as 
one of six health plans to provide integrated healthcare services to members who are dually eligible for 
Medicare and Medicaid in Macomb and Wayne counties. Ms. Mayer assisted with the development of the 
clinical model and self-direction program, care management staffing, and clinical information system 
design. While in Michigan, she interviewed numerous providers and members about the program. Ms. 
Mayer also assisted with the plan with readiness review preparation, which included a review of policies 
and procedures as well as an onsite component.  
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New Mexico – (2014 - Current) Human Services Department– Ms. Mayer is currently participating in a 
multi-year evaluation of New Mexico’s Centennial Care Section 1115 waiver program, in partnership with 
Deloitte Consulting. Under Centennial Care, New Mexico has transitioned from a behavioral health carve 
out to an integrated physical and behavioral health managed care system. Prior to the program’s 
implementation in 2014, physical health care was delivered by MCOs, while behavioral health was 
furnished through a separate, statewide behavioral health organization.  All services now are provided 
by integrated plans. Mr. Mayer is leading the quality/HEDIS portion of the Centennial Care evaluation, 
under which baseline (pre-integration) and post-integration performance is being compared across an 
array of physical and behavioral health performance measures.   
 
Oklahoma – (1994 – Current) Oklahoma Health Care Authority (OHCA) – Ms. Mayer participated in a multi-
year evaluation of the SoonerCare Health Management Program (HMP), a holistic chronic care 
management initiative. Over 80 percent of the 7,000 HMP members have physical/behavioral health 
comorbidities; approximately 30 percent of the membership has a Serious Mental Illness such as 
schizophrenia or bipolar disorder. The evaluation examined the care management program’s impact on 
member utilization and expenditures and adherence to clinical care guidelines. Ms. Mayer was 
responsible for the quality of care portion of the evaluation, including a longitudinal analysis comparing 
HMP member HEDIS compliance rates/trends against a comparison population consisting of the larger 
Medicaid population.  The evaluation included asthma, COPD, diabetes, heart failure, hypertension, 
behavioral health and preventive measures.   
 
Ms. Mayer also participates on the PHPG project team responsible for calculation of Oklahoma’s HEDIS 
child and adult core measures for submission to CMS. Ms. Mayer serves as a subject matter and quality 
assurance expert.    
  
Ms. Mayer recently led the analysis and evaluation of OHCA’s Population Care Management Unit. The 
Population Care Management Unit is responsible for providing care management services and 
coordination to SoonerCare members. A total of 21 programs and services were evaluated as part of this 
initiative. 
 
Currently, Ms. Mayer is assisting the OHCA with the expansion of managed care to ABD populations, 
including Medicare/Medicaid dual eligibles and persons eligible for long term care. The expansion is 
being undertaken in accordance with a statute enacted by the Oklahoma legislature in 2015 and 
ultimately will encompass all long term care beneficiaries, including frail elders and adults with physical 
disabilities receiving LTSS, children and adults receiving I/DD waiver services, and residents of nursing 
facilities and ICFs/ID. Ms. Mayer is drafting the contract and RFP requirements for the care management 
model, transition of care and quality components of the new product. Going forward, Ms. Mayer will 
assist with the health plan procurement process and readiness activities within the OHCA and health 
plans.  


 
Tennessee – (2009-2010) TennCare CHOICES – Ms. Mayer had the overall responsibility for ensuring the 
state’s largest health plan was ready to enroll and serve long-term care managed care beneficiaries. This 
included the development of a multi-departmental implementation plan and coordinating activities 
between the HCBS department and other functional areas such as Claims, IT, Member Services, Disease 
Management, and Provider Contracting. She also led the implementation of the health plan’s Electronic 
Visit Verification (EVV) system. 
 
Vermont – (2011) Money Follows the Person (MFP) – Ms. Mayer assisted the Department of Disabilities, 
Aging and Independent Living (DAIL) with the preparation of a full proposal for the Vermont MFP 
Demonstration Program. The scope of work included analysis of other states’ MFP programs, review of 
stakeholder feedback, review of the clinical model, and development of a technical proposal and a 
detailed project budget.  
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EDUCATION 
Information required should include: institution name, city, state,  


degree and/or Achievement and date completed/received. 


 
Union College, Schenectady NY 
Union Graduate College  
Dates attended:  1998 – 2001 
Major(s):  Health Systems Administration 
Degree(s) conferred and date(s): MBA, 2001 
 
SUNY Polytechnic Institute, Utica, NY  
Dates attended:  1995 – 1997 
Major(s):  Nursing 
Degree(s) conferred and date(s): BS, 1997 


 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
Certified Grants Administrator, National Grant Writers Association - 2005 
Registered Nurse, Florida - 2004 
Registered Nurse, California - 1999 
Registered Nurse, New York - 1994 


 
 


REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 


and email address.   


 
Reference 1 
Name: Carolyn Reconnu-Shoffner  
Title: Assistant Director, Population Care Management 
Organization:  Oklahoma Health Care Authority 
Phone: 405/522-7630 
Fax:  405/530-7135 
Email:  carolyn.reconnu-shoffner@okhca.org 
 
Reference 2 
Name:  Melissa Lopez 
Title:  Quality Bureau, Medical Assistance Division 
Organization:  New Mexico Human Services Department 
Phone:  505-827-3141 
Fax:   505-827-7236 
Email:   melissa.lopez@state.nm.us 


 
Reference 3 


Name:   Alec Cunningham 
Title:                   President and Chief Executive Officer 
Organization:   ConcertoHealth 
Phone:                949-537-3400 
Email:                 alec.cunningham@concertohealthcare.com 
 
 


  



mailto:carolyn.reconnu-shoffner@okhca.org

mailto:alec.cunningham@concertohealthcare.com
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PROPOSED STAFF RESUME FOR RFP 2103 
A resume must be completed for all proposed prime contractor staff and proposed subcontractor staff. 
 


Company Name Submitting Proposal: 
Westport Healthcare Management, Inc. d/b/a Pacific Health 
Policy Group  


 
Check the appropriate box as to whether the proposed individual is 
 prime contractor staff or subcontractor staff. 


Contractor:  Subcontractor:  


 
The following information requested pertains to the individual being proposed for this project. 


Name: Suzanne Santarcangelo  
Key Personnel: 
(Yes/No) 


Yes  


Individual’s Title: Senior Associate  


# of Years in Classification: 3.3 # of Years with Firm: 3.3 


 


BRIEF SUMMARY OF PROFESSIONAL EXPERIENCE 
Information should include a brief summary of the proposed individual’s professional experience. 


 
Dr. Santarcangelo has over twenty-five years of experience in the public health and human services field.  
Her areas of expertise span government and private non-profit operations, policy development, healthcare 
operations, Medicaid Managed Care, financing, evaluation and the development of direct community 
services for children and adults. She has hands on experience in developing delivery system models 
including provider reimbursement and quality oversight strategies aimed at supporting services for 
vulnerable populations. Her work has included the creation Medicaid managed care programs for adults who 
have a severe and persistent mental illness, children and families with developmental and mental health 
challenges and frail elders. 
  
Prior to joining PHPG, Dr. Santarcangelo’s work included: improving and modernizing work flow within 
human service organizations; development and presentation of legislation; provider management, 
negotiation and contract development; engaging diverse stakeholders, including advocates, managers, 
policy leaders, inmates, persons with developmental and other disabilities, and children and their families; 
consultation in various state and community agencies related to internal restructuring, accreditation, staff 
development, financing,  multidisciplinary teaming, and research in best practices for working with youth, 
families and adults.   
 
In her role as policy leader for the state of Vermont, she was designated as the Secretary of Human Services’ 
federal liaison with CMS. She also served as the Secretary’s point person for Vermont’s successful bid for a 
State Innovation Model testing award and its associated State Health Care Innovation plan. Dr. 
Santarcangelo worked with a team of senior leaders from health, mental health, substance abuse, long term 
services and supports and the Governor’s health care reform team to ensure Vermont’s application was 
comprehensive, accurate and responsive to stakeholder and staff feedback. 
 


RELEVANT EXPERIENCE 
Information required should include:  timeframe, company name, company location, position title held during 
the term of the contract/project and details of contract/project. 


 
Company Name:  Westport Healthcare Management, Inc. d/b/a Pacific Health Policy Group  
Company Location: 100 S. Main St Waterbury Vermont  
Position/Title Held:  Senior Associate  
 
Vermont (2012-present)  
Dr. Santarcangelo has been extensively involved in the implementation, operations and evaluation of 
Vermont’s comprehensive 1115 Public Managed Care Demonstration, including negotiations with CMS on 
behalf of the state. She has provided technical assistance to various Vermont agencies on all aspects of 
Medicaid operations, payment reforms and innovations.  Her work has included: 
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 Conducting in depth reviews of specialized Medicaid Managed Care operations in Vermont (e.g., 
Mental Health and Addictions Treatment, Developmental Disabilities, Traumatic Brain Injury, Older 
Vermonter’s and Children and Adults with Disabilities) to identify opportunities for data and 
operational alignment across programs. Including alignment with new federal HCBS rules.  


 Assessing opportunities for Value Based Purchasing in the Medicaid program  


 Providing ongoing assistance with Vermont’s 1115 Medicaid managed care operations and 
compliance with federal Medicaid Managed Care regulations; 


 Facilitating and drafting each of Vermont’s 1115 Managed Care renewal applications; 


 Analyzing the issues related to the consolidation of long term care services into the acute care 1115 
Public Managed Care framework; 


 Presenting Vermont’s Managed Care model for audiences including clinical and state oversight staff, 
providers, executive and legislative leadership, as well as consumers and their families;  


 Drafting applications in response to federal RFP’s on behalf of the state of Vermont; and 


 Research and analysis of federal EPSDT mandates in a Managed Care environment.  


 Drafting of interim demonstration evaluation reports including working with the State to compile 
necessary data sets such as HEDIS measures, experience of care findings and other Vermont 
specific measurement results.  


 Facilitation of an interim study of the impact of Vermont’s marketplace subsidy program including 
recommendations to the State for on-going data collection and evaluation.  


 
Oklahoma (2012-present)  
Dr. Santarcangelo has assisted with drafting evaluative materials for Oklahoma’s Medicaid Managed Care 
programs, emphasizing Primary Care Medical Homes, Chronic Care Management Programs and Health 
Access Networks. In addition, she was responsible for evaluation efforts of the State’s Population Care 
Management Unit related to their involvement in three program areas: Breast and Cervical Cancer 
Treatment; Long Term Care Program; and the Pharmacy Lock-In Program.  Activities included:  


 Working with the State to create an evaluation methodology; 


 Defining data sets to be included in the analyses; 


 Conducting data analyses and compiling findings in a comprehensive report for each program area.  
 
Qualified Health Plans (2014-2015) 
Dr. Santarcangelo has assisted with preparing qualifying health plans for the Federally Funded Marketplace 
in Arizona, Texas and New Mexico, activities included:  


 Researching federal and state regulations to support QHP development; 


 Conducting Federally Funded Marketplace testing on behalf of each QHP; 


 Conducting User Acceptance Testing for internal QHP IT platforms;  


 Reviewing member materials to ensure alignment with State and CMS approved terms.  
 
 


EDUCATION 
Information required should include: institution name, city, state,  
degree and/or Achievement and date completed/received. 


 
University of Vermont  
Burlington Vermont  
BA, Psychology 1982  
Ph.D. Experimental Psychology 1994 
 


CERTIFICATIONS 
Information required should include: type of certification and date completed/received. 


 
N/A 
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REFERENCES 
A minimum of three (3) references are required, including name, title, organization, phone number, fax number 
and email address.   


 
Insert here a maximum of three (3) references with the above information. 
 
Reference 1 
Name:  Selina Hickman  
Title:  Director of Healthcare Operations, Compliance and Improvement 
Organization:  Vermont Agency of Human Services  
Phone:  802-585-9934 
Fax:  802-871-3001 
Email:  selina.hickman@vermont.gov 
 
Reference 2 
Name: Melissa Bailey 
Title:  Deputy Commissioner 
Organization:  Vermont Department of Mental Health  
Phone:  802-241-0122 
Fax:  802-241-0100 
Email:  melissa.bailey@vermont.gov 
 
Reference 3 
Name:  Susan Besio, Ph.D. 
Title:  Director of Health Care Reform State of Vermont 
Organization:  Retired    
Phone:  (802) 522-2109  
Fax:  N/A 
Email:  sbesio@comcast.net 
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TAB IX 


OTHER INFORMATIONAL MATERIAL 


 


 


Westport Healthcare Management, Inc. has no other informational material to include in this tab. 





